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PREFACE  TO  THE  SECOND   EDITION. 


The  ver)-  rapid  sale  of  ibe  Btst  edition  took  mc  unawatcs,  aod 
th«  work  bas  l)een  in  consefiuence  for  six  months  out  of  print. 
Delay  in  Ibe  production  of  the  second  edition  will  be  excused  on 
the  plea  that  time  as  well  as  labour  were  necessary  to  ttring  the 
work  fully  up  to  date,  and  to  make  certain  desirable  additions 
ftnd  iniptovcmenis. 

The  advances  made  in  the  practical  surgery  of  the  abdomen 
in  the  few  months  which  have  elapsed  since  the  work  was  written 
arc  truly  astounding.  For  every  operation  some  improvement 
has  had  to  be  chronicled,  and  several  new  operations  have  been 
added.  The  whi^e  subject  of  the  Reparative  Surgcrj-  of  the 
abdonxtDt  being  now  placed  on  a  basis  which  is  comparatively 
petmonettt,  has  been  devated  to  the  di^mity  of  an  independent 
section*  This  section  is  practically  a  new  one.  In  deference  to 
the  opinion  of  certain  reviewers,  and,  it  must  be  confessed,  in 
harmony  with  a  personal  feeling,  a  new  section  on  Supra-pubic 
Cystotomy  has  been  introduced.  Among  the  minor  additions 
may  be  mentioned  Keith's  mode  of  treating  the  pedicle  !n 
ovariotomy;  Cervical  Amputation  of  the  uterus  for  cancer;  the 
operations  of  Richardson  and  of  Bull  for  removal  of  foreign 
bodies  impacted  in  the  lower  cesophagus ;  Bemays'a  operation 
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for  removal  of  growths  in  the  stomach;  and  the  modifications  of 
Laparo-colotomy  introduced  by  Allingham  and  by  Ball. 

About  forty  new  wood-engravings  have  been  included.  The 
instruments  have  been  mostly  re-drawn  to  scale  from  photographs 
made  on  the  blocks.  Engravings  copied  from  other  works  have 
their  source  uniformly  acknowledged :  engravings  with  no  name 
attached  are  from  drawings  made  by  myself. 

It  only  remains  that  I  should  gratefully  acknowledge  the 
abundant  kindness  of  reviewers  and  friends.  Amongst  the 
latter  I  desire  specially  to  mention  Mr.  L.  M.  Griffiths, 
who  has  generously  and  patiently  done  as  much  in  the  way 
of  proof-reading  for  this  edition  as  he  did  for  the  previous 
one.  Dr.  Thomas  Keith  has  very  kindly  revised  the  descrip- 
tion of  his  mode  of  treating  the  pedicle  in  ovariotomy.  To 
my  pupils,  Messrs.  G,  D.  Edwards,  J.  H.  Pardon,  W.  S. 
Wright,  and  F.  Lace,  I  am  indebted  for  assistance  in  various 
ways. 


Clifton,  Bristol, 
Marcli.  iSSS. 


PREFACE  TO  THE  FIRST  EDITION. 


The  time  seems  to  have  come  when  it  is  proper  to  gather  together 
and  descrihe  in  systematic  manner  the  surgical  operations  usually 
spoken  of  as  abdominal.  Of  some  abdominal  operations  it  may 
truly  be  said  that  no  complete  descriptions  have  as  yet  appeared; 
others  arc  described  only  in  isolated  monographs  in  scattered 
periodicals;  while  a  few  appear  only  as  casual  additions  to  large 
works  dealing  with  one  special  disease  or  operation.  This,  I 
belicvct  is  the  first  attempt  to  deal  with  the  practical  surgery  of 
the  abdomen  in  one  treatise. 

From  the  descriptive  point  of  view,  the  features  of  abdominal 
surgery,  both  in  grouping  and  In  detail,  lend  themselves  readily 
to  comprehensive  treatment.  Most  of  the  operations  are  per- 
formed for  diseases  which  come,  in  the  first  instance,  within 
the  domain  of  the  physician,  and  the  complete  and  scientific 
accounts  of  these  diseases — their  natural  history,  in  fact — must 
be  looked  for  in  works  on  general  pathology  and  medicine.  la 
ihetr  treatment  by  operation,  the  surgeon  is  associated  with  the 
phyiicianforadefinitepractical  purpose;  which  purpose  involves, 
on  the  part  of  the  surgeon,  not  only  a  general  acquaintance  with 
operative  details,  but  a  special  knowledge  of  the  gross  anatomy 
of  the  disease,  and  a  technical  familiarity  with  the  methods  of 
diagnosis. 
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From  ft  practical  point  of  view,  it  is  expedient  that  tho 
surgeon,  who  makes  an  abdominal  section  for  a  certain  pre- 
oonccivec)  purpose,  should  Iw  ready  ofT-liancJ  to  deal  with  an 
unexpected  contingency.  The  recondite  nature  of  many  ab- 
dominal diseases  frequently  necessitates  conclusions  to  operative 
procedures  very  different  from  what  were  c6ntcmplatcd.  Con- 
fidence and  capacity  on  the  part  of  the  surgeon  who  ventures 
on  abdominal  work  can  scarcely  exist  apart  from  a  complete 
knowledge  of  all  abdominal  operations. 

On  these  principles  this  work  has  been  written :  to  gather 
together  for  systematic  description  all  alwlominal  operations, 
ant)  to  do  so  after  a  method  which  will  satisfy  the  requirements 
of  the  practical  surgeon.  In  the  selection  of  subjects,  1  have 
followed  popular  habit  rather  than  strict  anatomy.  Thus, 
Hernia  and  EpicystoComy  are  not  included,  though  they  may 
be  considered  as  abdominal  operations.  In  the  choice,  arrange- 
ment, and  balancing  of  material,  1  have  steadily  kept  before  me 
the  main  purpose  of  the  work — treatment  by  operation.  The 
anatomy — normal,  of  the  organ  on  which  the  operation  is  to  be 
performed;  and  diseased,  of  the  tumour  or  condition  for  which 
operation  is  contemplated — is  chiefly  nalced-eyc  anatomy;  that 
is  to  say,  what  concerns  practical  manipulation.  Microscopic 
or  general  pathology,  except  in  so  far  as  it  has  a  direct  bearing 
on  diagnosis  or  treatment,  lias  been  excluded.  Symptoms  are 
quoted  with  a  definite  view  to  diagnosis,  rather  than  as  a  part  of 
semeiolog>-.  Statistics  are  provided  only  in  detail  suBicient  to 
give  fair  grounds  for  estimating  the  chances  of  recovery  and  the 
values  of  operations.  Finally,  with  each  operation,  is  given  a 
sliort  history  of  its  origin  and  advance.  Believing,  as  I  firmly 
dO|  that  a  knowledge,  at  first  hand,  of  the  work  of  surgeons  in 
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tbe  past  is  one  of  the  most  valuable  means  of  education  and 
impiovement  io  the  present,  I  regret  that  the  space  at  my 
command  prevents  me  from  giving  more  than  a  skeleton  outline 
of  the  historical  material  which  I  have  collected. 

Liteiaiy  references  are,  as  far  as  possible,  kept  out  of  the 
text,  and  placed  in  a  separate  list  at  tlie  end  of  the  l)Ook. 
i  am  conscious  that  the  Bibliography  is  very  far  from  being 
complete :  as  it  represents  roughly  the  amount  of  literature, 
cither  in  original  or  in  abstract,  which  J  have  read  in  the 
preparation  of  this  work,  1  trust  thai  it  will  be  found  rcprc- 
teotative.  Many  references  in  the  text  are  not  included  in 
the  Bibliography. 

I  have  to  express  my  gratitude  for  obligations.  My  indebted- 
ness to  mycolleaguc»  on  the  staff  of  the  Bristol  Roynl  Infirmary 
I  have  partly  expressed  in  the  dedication.  To  many  of  our 
leaders  in  abdominal  surgery — it  is  unnecessary  to  name  them 
—I  am  grateful  for  permission,  ;Uways  most  heartily  accorded, 
to  obscnc  their  work  and  learn  from  their  teaching.  To  my 
friend  Mr.  L.  U.  Griliiths  I  am  indebted  for  much  assistance 
to  the  correction  of  proofs  and  in  the  preparation  of  the  Index. 
To  Hr.  J.  W.  Mills  my  thanks  are  due  for  the  translation 
of  monographs  written  in  a  language  with  which  I  am  not 
familiar. 
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Section   I. 


DIAGNOSIS    OF   ABDOMINAL    TUMOURS. 


The  diagnosis  of  tumours  in  the  abdominal  cavity  demands  an 
accurate  comprehension  of  the  topography  of  the  contained 
viscera,  a  practical  acquaintance  with  the  methods  of  physical 
examination,  and  some  knowledge  of  the  nature  of  the  tumours 
which  are  liable  to  be  found  in  connection  with  the  individual 
organs. 

Topogrraphical  Anatomy  of  the  AMomen. 

For  purposes  of  surgical  diagnosis  we  may  consider  the  whole 
of  the  abdominal  and  pelvic  cavities  as  one.  The  surgical  limits 
of  the  abdomen  are  practically  those  of  the  peritoneum ;  any- 
thing totally  or  partially  covered  by  peritoneum  we  may  here 
reckon  as  abdominal. 
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DIAGNOSIS  OF  ABDOMINAL  TUMOURS. 


The  abdominal  cavity  is,  roughly  speaking,  a  cylinder,  flatly 
cordate  in  transverse  section,  pointtxl  or  arched  at  its  extremities.  ] 
The  inward  bulging  of  the  vertebral  coltmin  tends  to  bisect  the  - 
cylinder  in  its  upper  portion ;  in  its  lower  portion  this  bony 
ridge  is  bifurcated  and  carried  outwards  laterally,  as  the 
pelvic  brim.  At  the  top  is  the  diaphragmatic  arch;  at  the 
bottom  is  the  pelvic  cup,  supported  by  the  muscles  in  the  pelvic 
floor. 

The  walls  oT  this  cavity  are  chieHy  bony  behind  and  muscular 
in  front.  At  both  extremities  it  is  encased  in  bony  w.ilU,  com- 
pletely bclund  and  partially  in  front ;  at  the  upper  end  by  the 
lower  rihs  descending  laterally  and  ascending  in  front,  leaving 
a  V-shaped  ga]>,  which  is  occupied  by  muscle ;  at  the  lower  end 
by  the  iliac  bones,  which  complete  the  enclosure  behind  and 
lattcrally,  but  leave  a  muscular  space  between  ihcni  in  front. 
Beltind,  the  sacrum  below  and  the  vclebral  column  above, 
measured  by  inches:  in  front,  the  pubes  below  and  the  end  of 
the  sternum  above,  each  not  longer  than  one  inch,  complete  the 
bony  portion  of  the  cylinder. 

Thus  the  outer  muscular  coverings  of  the  abdomen  represent 
a  sort  of  lozenge- shaped  area,  the  four  comers  of  which  lie  at 
the  xiphoid  cartilage,  ihc  pubcs.  the  right  loin  and  the  left  loin. 
In  this  area  all  abdominal  tumours,  if  bulky  enough,  bulge  out* 
wards:  and  through  this  area  the  diagnosis  and  the  treatment 
of  abdominal  tumours  are  mainly  carried  out.  Through  the 
upper  muscular  boundary  of  the  diaphragm  the  abdomen  can- 
not be  approached ;  but  through  its  lower  boundary  of  the 
pelvic  floor  we  may  derive  important  aids  in  di.ignosis,  and 
carry  out  more  than  one  mode  of  treatment. 

It  will  be  seen  that  in  diagnosing  conditions  of  abdominal 
\-iscera.  we  begin  by  trying  to  eliminate  the  parietes ;  to  ignore, 
or  at  least  to  overcome,  as  far  as  possible,  the  obstacles  which 
they  present  to  examination.  Where  the  abdominal  wall  is 
thinnest  and  most  lax,  in  front,  examination  is  easiest ;  in  the 
toins.  where  the  layers  arc  thick  and  tense,  examination  is 
difficult ;  behind  and  under  the  bony  walls,  except  by  special 
methods  in  a  few  cases  of  certain  diseases,  physical  examination 
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is  impossible.  The  anatomical  construction  of  the  abdominal 
walls  docs  not  here  concern  us :  this  will  be  considered  when 
speaking  of  treatment. 

For  convenience  of  localising  the  abdominal  organs  the 
surDice  has  been  divided  by  four  lines,  two  borisontal  and  two 
vertical,  into  nine  arbitrary  regions.  {Fig,  i.)  The  vertical 
lines  (c.c',  d.d)  extend  from  the  cartilage  of  the  eighth  rib 
to  the  middle  of  Poupart's  ligament.  The  upper  transverse 
line  (a.a')  is  at  the  level  of  the  ninlh  costal  cartilage;  the 
lower  (b.b'^  at  the  level  of  the  highest  point  of  the  crest  of  the 
ilium.  The  upper  and  lower  hmits  are  at  the  diaphragm  and 
pelvis.  The  middle  regions  are  named,  from  above  downwards, 
the  Epigastric,  the  Umbilical,  and  the  Hypogastric.  The 
lateral  regions,  from  above  downwards,  are  named  respectively 
right  or  left  Hy|)Ochondriac,  Lumbar,  and  Iliac. 

The  contents  of  these  regions  arc,  according  to  Tillaux : 

EpigMtrie  (1.) — From  before  backwards  we  fmd  in  the 
EfHgastrium,  the  left  lobe  of  the  liver,  %  part  of  the  anterior 
surface  of  the  stomach  with  its  cardiac  and  pyloric  orliccs,  the 
gaslio- hepatic  omentum,  and  the  foramen  of  Winslow.  In  the 
anterior  edge  of  (he  foramen  wc  find:  the  hepatic  artery  in 
front ;  the  hepatic  and  cystic  ducts,  and  the  origin  of  the  ductus 
choledochus,  in  the  middle ;  the  portal  vein  behind  the  branches 
of  the  gre.it  sympathetic,  and  the  end  of  ihe  right  vagus. 
Behind  the  stomach  wc  have  the  second  and  third  portions  of 
the  duodenum,  the  pancreas,  the  cteliac  axis  and  its  branches, 
the  superior  mesenteric  artery  surrounded  by  lymphatic  glands, 
and  the  solar  plexus;  and  behind  all,  the  aorta  and  vena  cava, 
resting  on  the  vertebral  column. 

Right  Hj-fMhoudriac  (II.) — Chiefly  occupied  by  the  right 
lobe  of  the  liver,  lichind  it  lie  the  gall-bladder,  a  small  portion 
of  the  transverse  colon,  the  upper  end  of  the  right  kidney  and 
its  supra-renal  body. 

L*/t  Hj/fMk>ndri4K  (111.) — Mainly  occitpic<l  by  the  large 
cardiac  portion  of  the  stomach,  and  the  spleen  with  the  gattro- 
splenic  omentum;  contains  also  the  upper  end  of  the  left 
kidne}',  the  left  supra-renal,  a  portion  of  the  descending  colon, 
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and  the  tail  of  the  pancreas.  Somclimcs  the  left  lobe  of  the 
liver  extends  into  this  region. 

Umbitical  (IV.) — ^The  great  omentum,  the  transverse  colon, 
the  bulk  of  the  small  intestine,  the  mesentery,  the  aorta,  and  the 
inferior  vena  cava. 

Lumhar  ngiom,  right  and  left  (V.  and  VI.} — Some  convolu- 
tions of  the  small  intestine ;  the  colons,  ascending  on  the  right, 
descending  on  the  left ;  the  kidneys  and  ureters,  and  masses  of 
cellulo-adipose  tissue. 

Hyp^gaitric  (VII, ) — The  great  omentum,  the  small  intestine, 
the  bladder  when  distended,  and  the  uterus  when  enlarged. 

niac.  right  and  Uft  (VIIl.  and  IX.)— On  the  right,  the 
cscum ;  on  the  left,  the  sigmoid  flexure,  covered  by  convolutions 
of  the  small  intestine. 

Tumours  first  appear  in  the  situation  of  the  organs  from 
which  they  grow,  and  their  main  attachments  are  the  same. 
Even  if  they  encroach  ujwn  other  regions,  as  they  very  frequently 
do,  abdominal  tumours  usually  have  their  chief  bulk  in  the 
normal  situation  of  the  organs  from  which  they  spring.  These 
Eicts  arc  of  supreme  importance  in  diagnosis. 


Clagmostic  Methods. 

Certain  methods  of  examination  of  the  abdomen  in  a  patient 
suspected  of  abdominal  disease  are  followed.  They  arc : 
Inspection;  Palpation  through  parictes,  vagina,  and  rectum; 
Percussion;  .Auscultation;  Exploratory  Puncture. 

IiupeetitH. — If  the  patient  is  in  bed,  we  note  the  position 
natnially  assumed.  We  note  any  lack  of  freedom  in  movement, 
as  in  raising  the  head,  in  turning,  or  in  drawing  up  the  limbs. 
Any  inflammation  in  the  abdomen  is  inconsistent  with  free 
movement.  If  the  patient  lies  very  still,  with  the  knees  drawn 
up,  we  may  suspect  peritonitis.  If,  while  there  is  much  pain, 
the  patient  moves  restlessly  about,  perhaps  rolling  on  his  face 
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or  as&uming  the  geau-pcctoral  position,  we  may  suspect  colic 
or  some  fonn  of  acute  iDtestioal  strangulation. 

The  abdominal  walls  are  inspected  while  the  patient  lies 
comfortably  in  the  supine  position.  We  note  the  »ze  of  the 
abdomen  generally,  and  whether  its  bulk  and  symmetry  are  in 
proportion  with  those  of  the  chest.  Wc  mark  any  irregularities 
OD  its  surface,  particularly  observing  the  localities  in  which  they 
are  placed.  Uniform  swelhng  is  observed  to  l>e  flat,  globular, 
diffuse,  or  circumscribed.  The  appearance  of  a  bulky  abdomen 
with  a  lean  chest  contrasts  with  a  depressed  and  shrunken 
abdomen  in  cases  where  the  chest  appears  of  normal  develop- 
ment. We  further  note  every  peculiarity  in  the  parietes:  their 
fatness  or  leanness ;  whether  they  are  white  and  glossy,  or  red 
and  dull;  whether  the  skin  isdistended  with  ccdema,  or  shrivelled 
and  puckered;  whether  the  veins  are  dilated  or  not;  and,  in 
fact,  everything  which  can  be  interpreted  as  being  in  the 
slightest  degree  abnormal. 

The  movements  of  the  abdomen  are  watched — first  during 
easy  respiration,  and  then  during  deep  respiration.  The  ab- 
domiiud  walls  may  move  readily  and  freely,  or  they  may  remain 
fixed  while  the  chest  moves.  Any  conspicuous  point,  as  the 
umbilicus,  may  sometimes  be  scon  to  glide  up  and  down  over  a 
growth,  or  the  growth  itself  may  visibly  move  upwards  and 
downwards  with  each  act  of  expiration  and  inspiration. 


PaipaticH, — For  palpation  of  the  abdomen  the  patient  is 
placed  supine  in  bed,  with  the  knees  drawn  up  and  the  head 
slightly  elevated,  to  give  relaxation  of  the  abdominal  muscles. 
Too  much  flexion  of  the  spine,  while  giving  greater  rclaxtion  of 
the  abdominal  walls,  defeats  the  object  of  palpation  by  deepen- 
ing the  a ntero- posterior  measurement  and  crowding  the  contents 
forwards.  A  thin  abdomen,  or  one  relaxed  by  repeated  preg- 
nancies, is  more  easily  examined  than  a  fat  abdomen  or  one  of  a 
woman  who  has  never  borne  children.  A  stout  muscular  man 
presents  the  abdomen  most  dilTicult  to  examine  by  palpation. 

While  palpation  is  being  performed  the  attention  of  the 
patient  is  diverted  by  questions  about  the  symptoms  and  so 
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forth,  which  will  ensure  a  natural  condition  of  the  abdominal 
walls.  Any  special  instructions,  bs,  to  breathe  deeply  or  to 
count,  liave  a  tendency  to  call  attention  to  the  process  of 
examination  rather  than  to  diveit  attention  therefrom. 

The  palm  of  the  hand,  which  mu:«t  not  be  cold,  and  which 
is  said  to  be  made  more  sensitive  by  being  dipped  in  hot  water, 
is  laid  flatly  on  the  abdomen  and  pressed  steadily  and  firmly, 
but  not  roughly,  downwards.  When  it  is  depressed  as  fiir  us 
possible,  if  no  tumour  prevents  il,  the  hand  is  rotated  outwards, 
and  its  outer  margin  and  fingers  may  be  pushed  deeper,  so  as, 
without  much  discomfort,  to  reach  the  spine  and  perhaps  the 
brim  of  the  pelvis.  The  pressure  being  steadily  maintained, 
the  hand,  and  the  abdominal  wall  with  it,  is  moved  hither  and 
thither  over  the  abdominal  contents.  The  hand  is  not  to  be 
moved  over  the  parietes,  but  the  parietes  and  hand  lo^'elher  are 
to  be  moved  over  the  abdominal  organs.  Without  raising  it, 
the  hand  is  slid  on  to  another  area,  and  the  process  repeated  tilt 
tlie  whole  abdomen  has  been  explored. 

By  this  means  we  shall  make  out  any  small  or  deeply-placed 
tumour,  such  as  cancer  of  the  pylorus  or  pancreas;  floating 
kidney;  abdominal  aneurism ;  mesenteric,  omental  or  peritoneal 
growths :  and  small  tumours  of  the  ovary  that  may  have  escaped 
from  the  true  pelvis.  In  this  way  also  we  shall  be  able  to  detect 
any  undue  degree  of  spasm  or  tension  of  Ihe  abdominal  muscles, 
pointing  to  underlying  irritation  or  inflammation.  We  enquire 
into,  and  observe  the  expression  of,  the  sensations  of  the  patient 
while  being  examined.  In  some  cases,  usually  of  colic,  pressure 
affords  relief.  In  others,  pain,  in  all  degrees  from  Ihe  slightest 
to  the  most  severe,  may  be  caused  by  pressure.  In  every  case 
it  is  important  to  discriminate  between  the  hypcrarsthcsia  of 
the  nervous  or  hysterical  patient  and  the  genuine  lendcniess 
begotten  of  inflammation.  In  inflammation  the  pain  is  usually 
limited  to  the  inflamed  area ;  in  simple  liypenesthcsia  the  pain 
radiates  in  various  directions  over  the  skin  of  the  chest,  thighs, 
or  back. 

If  a  tumour  is  visible,  we  seek  by  p.ilpation  to  elucidate  as 

ay  of  its  characters  as  possible.     Is  it  circumscribed  or 
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diffuse  ?  Is  it  solid  or  fluid  ?  Is  it  fixed  or  movable  J  In  the 
case  of  a  circumscribed  tumour  that  is  not  very  large,  the  hand 
can  be  partly  insinuated  between  it  and  the  resisting  bony 
boundaries.  The  feel  of  a  solid  growth  is  characteristic:  be- 
tween a  semi-solid  or  bogg>-  growth  and  one  distinctly  fluid 
there  arc  many  grades  difficult  of  recognition.  Wc  seek  to 
detect  the  condition  by  trying  to  elicit  the  sign  of  fluctuation. 
While  the  Angers  or  the  palm  of  one  hand  lie  firmly  pressed  on 
one  side  of  the  growth,  the  fingers  of  the  other  tap  it  on  the 
opposite  side;  if  the  swelling  is  fluid,  we  feci  a  thrill  or  scries  of 
vibratory  thrills.  The  fluctuation  thrill  may  not  be  detected  in 
fluid  tumours  if  their  cyst  walls  are  thick  and  tense,  or  if  the 
fluid  is  thick  or  cont.iined  in  many  cysts.  To  detect  mobility, 
the  hand  is  laid  flatly  on  successive  aspects  of  the  tumour,  and 
endeavours  to  move  it  in  various  directions  ;  or  the  tumour 
may  be  grasped  bodily  between  tlie  hands,  and  movement 
given  to  it. 

By  palpation  also  we  seek  to  make  out  any  irregularities  on 
tbo  surface  of  the  growth,  or  any  localised  difl'urences  of  consist- 
ence in  its  mass.  The  lingers  will  note  any  sensation  of  grating 
or  fremitus  on  its  surface  indicating  peritonitis,  or  they  may  feel 
that  the  parietal  peritoneum  glides  readily  over  the  tumour. 

New  facts  may  be  discovered  by  turning  the  patient,  first  oa 
one  side  and  then  on  the  other.  These  relate  chiefly  to  mo- 
tnlity,  the  extent  and  direction  of  it,  or  its  non-existence ;  but 
these  characters  are,  perh.ips,  better  ascertained  by  the  pal- 
pating hand  than  by  change  of  position. 

Palfmlim  by  vagina  in  all  abdominal  tumours  not  high  up, 
and  not  small,  is  of  gfeat  diagnostic  value.  By  this  plan  we 
may  be  able,  not  only  to  elicit  important  facts  as  to  the  physical 
character  of  the  tumour,  but  also  to  make  out  its  connection  or 
non-conneciioa  with  the  uterus.  Not  infrequently  the  tumour 
may  be  poised  between  (lie  lingor  in  the  vagina  and  the  hand  on 
the  abdominal  wall,  and  the  situation  and  att.tcbnicnts  of  its 
pedicle  or  base  made  out.  Very  often  a  tumour  which,  through 
the  abdominal  walls,  gives  the  characters  of  a  single  cyst,  is, 
found  through  the  vagina  to  have  its  lower  portion  composed  of] 
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several  cysts,  and.  frequently,  of  solid  material  as  well.  The 
DSC  of  the  uterine  sound  is  an  aid  to  vaginal  palpation.  By 
means  of  it  we  can  ascertain  with  accuracy  the  length  of  the 
uterine  cavity,  the  extent  and  range  of  mobility  of  the  fiindusi 
and  the  situation  of  the  whole  organ  generally  with  reference  to 
the  growth.  Id  not  a  few  cases  the  utettis  lies  immediately 
behind  the  pubes,  and  its  fundus  can  be  readily  palpated 
through  the  abdominal  wall ;  while  the  whole  organ  may  be 
moved  between  the  6ngers,  outside  on  fundus  and  inside  on 
cervix.  Often,  again,  it  is  pressed  downwards  and  retroverted, 
and  its  outlines  can  be  made  out  in  Douglas's  pouch.  The 
middle  linger  in  the  rectum,  with  the  forefinger  tn  the  vagina, 
the  perineum  between  them  being  pushed  upwards,  will  givo 
more  information  usually  than  the  simple  hoger  in  the  va^na; 
but  this  plan  is  not  always  agieeable  to  the  patient. 

Palpation  by  Ike  rectum  may  be  carried  out  in  the  manner  just 
mentioned,  or  by  the  finger  ia  the  rectum  alone,  or  by  the  whole 
hand  introduced  while  the  patient  is  anaesthetised.  Very  rarely 
indeed  can  the  last  method,  in  itself  an  operation  of  some 
severity,  be  considered  advisable.  Only  in  certain  cases  of 
extreme  difficulty,  in  which  it  is  of  vital  importance  that  opera- 
tion, even  exploratory,  should  not  be  undertaken  tilt  diagnosis  is 
certain,  is  it  admissible.  The  results,  it  is  very  generally 
admitted,  of  manual  exploration  through  the  rectum  are  often 
disappointing.  Few  surgeons,  even  among  those  of  the  largest 
experience,  have  had  recourse  to  this  method  of  diagnosis. 


Ptiniision. — Percussion  of  the  abdomen  is  performed  while 
the  patient  is  in  the  same  position  as  for  palpation— that  is,  in 
the  supine  posture  with  knees  drawn  up.  But  change  of  posi- 
tion, first  to  one  side  and  then  to  the  other,  though  but  slightly 
adding  to  the  value  of  palpation,  introduces  important  aids  to 
diagnosis  by  percussion.  The  practice  is  best  carried  out  by 
tapping  the  fingers  of  the  left  hand,  placed  on  the  abdomen, 
with  the  fingers  of  the  right  hand.  If  a  wide  area  is  to  be 
percussed,  it  i$  a  good  plan  to  percuss  by  successive  taps  on  one 
6nger  after  another  while  they  are  spread  out  as  much  as 
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possible  over  the  nbdomcn.  If  the  wmt  and  fingers  are  kept 
stiff,  and  pressure  is  made  with  the  arm,  more  uniform  force  is 
exerted,  and  more  exact  comparison  is  possible  than  if  only  one 
finger  is  used,  and  moved  from  one  spot  to  another.  Some 
prefer  always  to  use  a  pleximeter. 

It  is  of  great  importance  to  bear  in  mind  the  different  values 
of  deep  and  of  superficial  percussion.  A  "  minimised  note," 
produced  by  geutle  taps,  will  reveal  increased  duiness  in  small 
or  thin  solid  bodies,  which  would  not  be  detected  by  strong 
percussion.  A  thickened  omentum,  or  pelvic  cellulitis  extend- 
ing up  into  the  abdominal  parietes,  or  a  small  growth  lying 
over  the  intestines,  would  be  revealed  in  this  way.  Deep  per- 
cussion, again,  may  revciil  duiness  from  a  growth  covered  by 
intestines,  which  would  give  a  resonant  note  to  supcrficiftl 
[lercus&ion.  In  those  parts  where  the  abdominal  walls  are 
thick,  as  in  ihe  loins,  slight  percussion  is  useless,  as  it  reveals 
only  the  duiness  caused  by  the  thick  muscles. 

In  examining  Ihe  whole  abdomen,  particular  attention  is  to 
be  paid  to  the  umbilical,  the  epigastric,  and  the  lumbar  regions. 
Free  fluid  in  the  peritoneal  cavity,  always  gravitating  to  the 
lowest  part,  is  first  detected  by  percussion  in  the  lumbar' 
r^ons.  Circumscribed  and  movable  growths  have  a  tendency 
to  rise  above  the  intestines  to  the  surface.  It  must  be  remem- 
bered that  a  dull  note  in  the  flanks  may  lie  caused  by  fluid 
faeces  in  the  intestines ;  and  further,  that  this  duiness  may  be 
changed  to  resonance  by  turning  the  patient  on  one  side,  and 
so  causing  the  fluid-laden  intestines  to  gravitate  downwards. 
Again,  a  colon  distended  with  gas  may  cause  resonance  in  the 
loin  even  when  ascites  is  present.  When  only  a  small  amount 
of  fluid  hes  in  the  abdominal  cavity,  the  mesentery  is  long 
enough  to  permit  the  gas-containing  intestines  to  float  to  the 
surbce,  thus  giving  a  resonant  note. 

In  the  case  of  a  iimiour  being  visibly  and  palpably  present, 
percussioo  is  chiefly  %'aluable  as  eliciting  the  position  of  reso- 
nant intestine.     Sometimes  Ihe  tumour  is  all  gas -containing' 
intestine— meteorism  or  phantom  tumour.     Occasionally  tracts 
of  resonance  passing  over  a  growth  indicate  the  presence  of 
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adherent  bowel.  But  io  the  great  majority  of  cases  percussiou 
is  of  value  chiefly  as  demons! rating  ihc  "  tympanic  corona  "  (as 
Tait  well  names  il),  which  surrounds  a  growth  overlying  intes- 
tine, in  contrast  with  the  circular,  semi -circular,  or  crescentic 
area  of  icsooancc  which  is  found  in  cases  of  peritoneal  dropsy. 
In  diagnosing  ascitic  fluid  from  cysts,  in  detecting  .slight 
enlargements  of  liver  and  spleen,  and  in  demonstrating  the 
presence  of  gas  in  a  swelling,  percussion  is  of  great  value:  in 
all  other  respects,  as  a  diagnostic  method,  it  is  much  inferior  to 
palpation  skilfully  practised. 

AHunilatioH. — As  a  method  of  physical  diagnosis  applied  to 
the  abdomen,  auscultation  has  not  as  yet  been  very  fruitful  of 
resnlts.  Vascular  bruits  in  aneurisms,  and  in  fibroid  or  sarco- 
matous tumours,  friction-sounds  in  peritonitis,  and  the  sounds 
of  the  fcetat  and  the  placental  circulation,  are  the  most  im- 
portant revelations  of  the  auscultatory  method.  There  arc 
ngos  that  the  use  of  the  stethoscope  in  difTcrentiiiting  intestinal 
sounds  may  be  of  clinical  value.  Such  sounds,  produced  by 
the  mingling  of  fluid  and  gas  during  intestinal  movement,  and 
descrit)ed  as  metallic,  gurgling  or  splasliing,  may  be  heard 
during  health,  and,  no  doubt,  in  modified  manner  during  disease. 
But  clinical  data  as  to  the  character  of  these  sounds  arc  not  yet 
definite  enough  to  be  of  practical  use.  In  certain  cases  of  dila- 
tation of  the  stomach,  in  cholera  and  diarrhoea,  augmentation 
or  perversion  of  these  sounds  can  be  detected.  In  intestinal 
obstruction,  any  such  addition  to  our  powers  of  diagnosis  would 
be  heartily  welcomed :  but  as  yet  no  very  deJinite  clinical  facts 
have  been  establislied  by  auscultation. 


Explersliry  Puncture. — Removal  of  a  small  portion  of  the 
contents  of  an  abdominal  tumour  by  a  hollow  needle  attached 
to  an  exhausting  jyrtnge,  is  a  method  of  diagnosis  of  somewhat 
uncertain  value.  In  many  cases  it  is  useless ;  in  others  it  makes 
a  diagnosis  which  does  not  modify  the  treatment;  in  a  few 
CAMS  it  is  of  real  and  decided  benefit.  There  can  be  no  doubt 
that  the  method  has  been  employed  with   undue  frequency, 
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liftving  been  adopted  to  solve  difficulties  which  ought  by  other 
means  lo  have  been  overcome.  Furthermore,  it  is  sometimes  | 
attended  with  danger,  and  has  even  caused  death.  Perhaps 
the  best  criterion  of  the  value  of  exploratory  puncture  is  the 
fact  that  it  is  %xry  rarely  used  by  our  most  skilled  and  expe* 
rienccd  operators. 

If  it  is  decided  to  employ  the  exploring  needle,  particular' 
care  must  be  taken  to  sec  that  the  instrument  is  purified  by 
repeated  washings  with  antiseptic  lotions.  The  skin  at  the  site 
of  puncture  must  also  be  purified;  for  a  group  of  epidermic 
scales,  or  even  a  small  piece  of  skin,  may  be  canted  along  by 
the  point  of  the  nocdle  and  cause  sepsis.  Not  a  few  cysts  have 
undergone  septic  suppuration  as  a  result  of  the  introduction  of 
the  exploring  trocar ;  therefore  every  possible  precaution  ought 
to  be  taken  to  avoid  such  a  catastrophe. 


Physical  Examination  of  the  Individual  Orgians. 

TUB   LIVBR. 

PaJpatiem.—ln  health,  all  of  the  liver  that  can  be  felt  is  its 
lower  margin  where  it  lies  below  the  ribs,  and  a  portion  of  the 
aoterioi  surface  of  the  left  lobe  in  the  epigastrium,  lo  men,  it 
may  he  impossible  to  palpate  the  liver  at  all,  or  it  may  simply 
be  detected  as  a  line  of  increased  resistance.  In  women,  and 
paniciilarly  in  tho§e  who  have  lax  parietes  from  child-bearing, 
the  hepatic  margin  can  usually  be  distinctly  felt  and  traced. 
While  the  fingers  examine  the  condition  of  the  portion  of  liver 
within  reach,  we  take  cognisance  of  the  freedom  with  which 
the  orgaD  moves  during  the  acts  of  respiration.  We  note  also 
any  complaints  of  pain  or  tenderness  during  palpation.  When 
the  liver  is  enlarged  it  descends  within  easy  reach,  and  its 
surface  is  carefully  examined  for  abnormalities.  Hardness,  or 
boggincss,  or  fluctuation;  irregularities  of  surface — their  size 
and  consistence :  and  the  general  form  of  the  enlargement,  are 
the  points  to  be  mainly  attended  to.     Hepatic  fremitus  from 
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peri -hepatitis  and  hydatid  fremitus  may  be  felt  by  the  hand.  A 
distended  gall-bladder  may  sometimes  be  felt  in  health;  and 
Gutimann*  says  that  by  squeezing  it  he  has  caused  its  contents 
to  escape  through  the  excretory  duels.  In  ixilhological  enlarge- 
ment the  gall-bladdcr  is  readily  felt  extending  below  the  liver 
margin. 

Pcfmtsim. — On  account  of  the  overlapping  of  the  lung,  the 
upper  limits  of  the  liver  cannot  be  accurately  determined  by 
percussion.  Between  the  highest  part  of  liver  and  the  thoracic 
wall  there  is  such  a  depth  of  lung  that  a  clear  resonant  note  is 
given:  and  for  a  little  distance  lower,  only  relative  dulness  or 
flatness  is  obtained.  Absolute  hepatic  duhiess  is  elicited  where 
the  liver  is  in  close  contact  with  the  thoracic  wall,  or,  at  least, 
not  separated  from  it  by  air-containing  lung.  As  relative  dul- 
ness is  very  variable  over  the  hepatic  region,  we  use  the  sign  of 
absolute  dulness  to  define  its  limits.  Percussion  is  performed 
during  the  respiratory  pause,  and  along  the  four  lines — sternal, 
para-stema],  inammillary,  and  axillary.  For  defining  its  upper 
limits:  in  the  mtd-stcrnal  line  dulness  is  obtained  at  the  base 
of  the  xiphoid  process;  in  the  para-stcrnal  line,  just  above  the 
sixth  rib;  in  the  mammillary  hne,  at  the  lower  border  of  the 
sixth  rib;  and  in  the  axillary  line  it  is  found  at  the  level  of  the 
eighth  rib.  Behind,  hepatic  dufncss  is  found  as  high  as  the 
tenth  rib.  The  lower  limits  of  hepatic  dulness  are  as  follows: 
in  the  mid-stemal  line,  half-way  between  the  base  of  the  xiphoid 
process  and  the  umbilicus;  in  the  para-sternal  and  mammillary 
lines,  it  coincides  with  the  free  margin  of  the  ribs;  in  the  axil- 
lary line,  between  the  tenth  and  eleventh  ribs;  beliind  this, 
hepatic  dulness  is  lost  in  that  caused  by  the  thick  muscles  of 
the  back.  In  women,  the  liver  dulness  may  extend  from  half 
an  incli  to  an  inch  lower,  to  percussing  the  lower  portions  of 
the  liver,  a  minimised  note  is  necessary  to  produce  absolute 
dulness,  on  account  of  its  being  thinner  and  lying  over  air- 
containing  viscera. 

As  the  patient  lies  supine,  the  Uver  rotates  a  little  on  its 
transverse  axis,  and  the  anterior  margin  slips  up  under  the  ribs, 
*  Hmiboik  ej  PhyHtal  DiagnM't.  N«w  Sycl.  Soc.,  i679' 
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elevating  tlie  lower  limit  of  anterior  dulncss.  The  erect  posture 
correcu  this.  The  liver  may  be  dragged  up  by  contraction  of 
lungs  or  pleura,  or  pushed  tip  by  growths  distending  the  ab- 
doininal  cavity.  In  certain  diseases  it  becomes  enlarged,  often 
to  enormous  si^e,  and  in  such  case  the  increase  is  downwardsi. . 
occupying  part  or  the  whole  of  the  anterior  abdomen.  In  such 
enlargements  percussion  will  always  deiiionsCrate  continuity  ia 
the  dulncss  found  over  ihe  hepatic  area.  A  healthy  gall-bladder ; 
cannot  be  detected  by  percussion:  in  disease,  a  dull  note  is 
given  over  1he  area  of  its  increase. 

AuscultalioH  is  of  htlle  value  as  a  mode  of  examining  the 
liver.    A  friction-sound  may  be  heard  in  peri-hcpatitis. 

Exploratory  fmiatiire  has  been  frequently  employed  in  diag- 
nosing diseases  of  the  liver.  It  is  chiefly  valuable  in  detecting 
the  nature  of  fluid  in  cystic  or  suppurative  enlargements  : 
it  also  helps,  in  doubtful  cases,  in  diagnosing  whether  the 
enlargement  is  solid  or  fluid.  Rarely  a  small  piece  of  tissue 
removed  by  the  needle,  and  examined  by  the  microscope,  has] 
revealed  the  nature  of  a  new  growth.  The  procedure  is  not 
free  from  danger,  remote  as  well  aa  immediate. 


THB    KIDNEVS. 

PaifiaiiM. — A  kidney  that  lies  in  its  proper  pochJOD,  and  is 
not  enlarged,  is,  as  a  rule,  beyond  the  reach  of  palpation,  tn 
thin  subjects,  with  lax  abdominal  walls,  the  normal  kidney  may 
sometimes  be  felt.  Between  the  tingers  of  one  hand  prc«sod| 
deeply  in  the  costo-iliac  space  behind,  and  the  opposed  Fingers 
of  Ihe  other  hand  in  front,  the  lower  third  or  so  of  the  kidney 
may  be  palpated ;  or  with  one  hand,  the  thumb  being  in  front 
and  the  fingers  behind,  the  loin  may  be  lirmly  grasped  and  the 
kidney  felt  through  the  muscles.  Size  can  be  estimated  more 
accurately  by  the  grasp  of  one  hand  than  between  two  hands : 
(or  detecting  slight  enlargements,  palpation  twtwcen  thumb  and 
fingers  of  one  hand  is  perhaps  the  better  method.  If  the 
patient  lie  over  a  pillow  on  the  side  opposite  tliat  being  ex- 
amined,  the  costo-ihac  space  is  enlarged,  and  more  of  the 
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kidney  is  exposed  to  palpation ;  but  the  advantage  so  gained 
is  partly  countertialanced  by  tlie  increased  tension  of  the  loin 
muscles.  All  of  the  healthy  kidney  that  can  be  felt  is  the 
lower  third  or  thereabouts  of  its  posterior  border,  and  a  tittle 
portion  of  its  lower  anterior  surface;  the  rest  is  merely  a 
sensation  of  something  grasped  with  a  consistency  like  that  of 
kidney. 

If  the  kidney  is  readily  felt,  we  may  conclude  that  it  is 
enlarged.  A  kidney  increasing  in  size  cannot  extend  far  up- 
wards, and  not  at  all  backwards,  on  account  of  the  lumbar 
muscles:  it  grows  downwards  and  forwards— that  is,  more  and 
more  within  the  reach  of  the  palpating  fingers.  In  diagnosing 
displacements  and  undue  mobility  of  the  kidney,  palpation  is  of 
great  value.  Tenderness  on  pressure,  in  renal  as  in  other  in- 
flammaiions,  is  a  sign  of  importance  elicited  by  palpation. 
Fluctuation  or  solidity,  with  various  degrees  of  hardness  or 
softness,  are  all  signs  of  diagnostic  value.  The  grating  of 
stones  in  a  kidney  has  been  felt  through  Ihc  abdominal  walls. 
In  cases  of  great  enlargement,  the  colon  may  be  felt  passing 
over  the  surface  of  the  tumour. 

PtrcusstM. — The  kidney,  being  in  close  relation  with  solid 
Ixxlies, — liver  on  one  side,  spleen  on  the  other,  lumbar  muscles 
and  vertebra  behind,  while  it  is  embedded  in  a  thick  capsule  of 
bt,— cannot  be  mapped  out  by  percussion.  The  absence  of 
kidney  fiom  one  side  may,  in  lean  subjects,  give  a  note  on 
percussion  less  dull  than  on  the  other  side  where  it  is  present. 
If  there  is  renal  enlargement,  the  resonant  area  in  the  loin 
is  encroached  upon  and  replaced  towards  the  front  by  an 
area  of  dulness.  At  the  inner  margin  of  the  kidney,  extra 
resonance  may  be  obtained  from  the  colon  distended  by 
gas.  In  considerable  enlargement,  a  resonant  area  from  a 
distended  colon  may  longitudinally  traverse  the  surface  of  the 
kidney. 

Exploratory  punttsn  is  used  in  the  diagnosis  of  renal  tumours. 
It  will  tell  whether  an  enlargement  is  solid  or  fluid;  and  if 
fluid,  it  will  tell  the  nature  of  it — whether  suppurative,  cystic, 
hydroncphrotic,  or  hydatid.    As  puncture  by  trocar  can,  in  fluid 
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enlargemeDts  of  the  kidney,  more  often  than  of  other  abtlominal 
organs,  be  continued  l>eyond  the  purpose  of  diagnosis  into  81 
plan  of  ticatmcnt,  its  employment  is  most  legilitnate  in  kidney 
diseases. 


THE  SPLKEK. 

Paipalion. — Tlie  healthy  spleen  is  usually  beyond  the  range 
of  touch.  In  favourable  circumstances,  however,  as  in  thin 
subjects  with  lax  muscles,  and  during  deep  inspiration  in  the 
erect  posture,  tlit;  fingers  insinuated  below  the  margins  of  the 
ribs  may  feel  the  organ.  By  this  plan  slight  enlargements  are 
best  detected.  As  the  spleen  enlarges,  it  appears  at  the  costal] 
margin  below  the  site  of  the  apex  beat,  and  continues  to  in-i 
crease  downwards  and  forwards.  It  lies,  when  enlarged,  imme- 
diateJy  under  the  parietes  over  the  intestines,  and  can  readily 
be  palpated.  The  characteristic  sensation  imparted  by  splenic 
fiubstaacc,  and  its  rounded  inner  margin  indented  with  one  deep 
notch  and  one  or  more  others  less  deep,  render  the  diagnosis  of 
Spleen  by  palpation  comparatively  easy.  Its  rounded  posterior 
margin,  if  it  do  not  lie  behind  the  border  of  the  quadratus 
lumborum,  may  sometimes  be  dilTerentialed.  The  spleen, 
even  when  greatly  enlarged,  is  usually  movable  in  lateral 
direction. 

PtrduiWH. — The  spleen,  as  it  lies  over  air-containiug  organs, 
must  tie  percussed  gently.  DilTercnces  in  the  area  of  dulness 
may  be  elicited  as  the  patient  lies  on  the  back  or  the  side,  as  he 
stands  up,  and  as  he  forcibly  expires  or  inspires.  In  the  erect 
posture,  the  spleen  descends;  as  the  patient  lies  on  the  right 
side,  it  gravitates  away  from  the  surface;  in  expiration  the  lung| 
ascends  from  it,  and  increases  its  area  of  dulness :  in  inspiratic 
the  reverse  takes  place,  a  forced  inspiration  sometimes  cau»ng 
the  splenic  dulness  completely  to  disappear.  The  upper  third 
of  the  spleen  cannot  be  recognised  by  percussion.  Generally 
speaking,  the  splenic  duhiess  in  its  most  marked  condition  with 
the  patient  erect,  and  in  the  pause  after  expiration,  is  repre- 
sented by  an  oval  patch  lying  midway  between  the  scapular 
and  axillary  lines,  and  bounded  above  by  the  upper  border  o£ 
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th«  ninth  rib,  and  below  by  the  lower  border  of  the  ctcvcnlh 
rib.  The  healthy  spleen  may  be  pushed  downwards  by  any 
pathological  increase  in  the  size  of  the  left  pleural  cavity:  it 
may  be  pushed  upwards  by  ascites,  tympanites,  or  any  growth 
fUIing  the  abdominal  cavity.  It  is  usually  iDdistinguishablc  by 
percussion  from  any  non*resooant  tumour  or  collection  of  fluid 
which  diqilaces  it. 

AmcnHatieH, — A  vascular  bruit  is  sometimes  to  be  heard  over 
an  enlarged  spleen.  If  there  is  inflammation  of  its  capsulci 
friction -sounds  may  be  audible  during  respiration. 


THK    PANCRBAS. 

Except  in  very  thin  patients,  the  pancreas  cannot  be  felt. 
The  head  of  the  pancreas  can  somclinies  be  recognised  as  a 
small  hard  elevation,  a.  little  above  and  to  the  right  of  the 
umbilicus :  the  body  and  tail  cannot  be  palpated.  The  genu- 
jwctoral  posture  and  bimanual  pressure  from  both  sides  inwards 
are  Kud  to  facilitate  palpation  of  the  pancreas.  The  gland  is 
always  fixed  in  disease  as  well  ss  in  health.  The  diagnosis  of 
growths  of  the  pancreas,  solid  and  cystic,  is  always  diflicult 
and  sometimes  impossible,  and  many  examples  of  errors  could 
be  quoted.  I  have  had  part  charge  of  a  case  la  the  Bristol 
Infirmary  where  an  aneurism  in  the  substance  of  the  pancreas 
was,  for  more  than  a  month,  supposed  to  be  tumour  of  the 
{^-bladder. 

Other  methods  of  examination  are  obviously  useless.  In 
growths  of  the  pancreas  lying  close  to  the  abdominal  wall, 
exploratory'  puncture  may  be  employed  with  doubtful  advan- 
tage. 

THE   STOMACH. 

lusptitim. — In  health,  some  idea  as  to  the  emptiness  or  ful- 
ness of  the  stomachic  cavity  may  be  got  by  inspection.  In 
disease,  tlierc  is  a  marked  contrast  between  tlie  depression  of 
the  epigastrium  in  a  patient  with  (esophageal  ol>struclion  and 
the  tumefaction  of  the  upper  alxlomcn  seen  in  cases  of  sto- 
machic distension  from  obstruction  of  the  pylorus.    Sometimes, 
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in  a  dilated  stomach,  pcristaliic  movirmeDts  may  be  \idble 
through  the  pnrietes.  It  is  not  often  that  4  new  growth  in  the 
walls  of  the  visciis  is  visihle  as  an  elevation  tn  ihc  epigastrium. 

Faipation. — Uy  touch  wc  can  detect  dilatation  of  the  stomach 
with  Huid  or  gas,  and  the  existence  of  growths  in  its  walls. 
Local  pain^an  im|x>rtant  sign  in  diseases  of  the  stomach — 
may  be  elicited  by  prc&sure.  A  pyloric  growlh  in  its  early 
stages  is  movable;  later  on  it  becomes  Axed.  Sometimes,  on 
account  of  dilatation  of  the  stomach,  a  pyloric  tumour  is  dis- 
placed downwards  from  the  normal  position  of  the  pylorus  in 
the  eingastrium.  Tumourit  in  the  walls  of  the  stomach  descend 
by  gravitatioo.  Tumours  in  the  left  half  of  the  stomach,  which 
however  are  of  rare  occurrence,  cannot,  as  a  rule,  be  detected 
by  palpation.  Vermicular  contraction  of  the  stomachic  walls 
may  occasionally  be  felt  by  the  examining  finger. 

PtTtuiiim. — Only  that  portion  of  the  surface  of  the  stomach 
which  is  in  contact  with  the  abdominal  walls  can  be  satisfac- 
torily percussed ;  the  sounds  over  the  rest  of  the  stomach  are 
rendered  uncertain  in  import  by  the  overlapping  of  the  liver  and 
the  lung.  The  margin  of  the  left  lobe  of  the  liver  on  the  right, 
and  the  lou'er  border  of  the  left  lung  on  the  left,  mark  tlie 
upper  boundaries  of  pure  stomachic  resonance :  the  lower  limit, 
the  great  cur\'atiire.  is  represented  by  a  curved  line  lying  mid- 
way between  the  end  of  the  sternum  and  the  umbilicus,  and 
joining  the  costal  margin  at  the  free  end  of  the  tenth  rib.  The 
upper  limits,  being  marked  by  tran^lions  from  hepatic  dulness 
on  the  right  and  pulmonary  resonance  on  the  left  to  the  tym* 
panitic  note  given  forth  by  an  air>containing  stomach,  arc  easily 
mapped  out.  The  lower  limits  are  not  so  readily  fixed,  on 
account  of  the  proximity  of  the  colon,  whicli  frerjuently  gives 
forth  a  percusiion  note  identical  in  quality  and  intensity. 
Sometimes,  however,  there  is  a  sharp  distinction  in  the  variety 
of  note,  permitting  the  line  of  the  greater  curvature  to  be 
marked  out  with  exactitude. 

The  percussion  note  over  the  stomach  is  usually  loud  and 
tympanitic,  but  low  in  pitch.  But  the  note  varies  greatly 
accx>rdiiig  to  the  nature  and  amoimt  of  contents.     The  stomach 
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may  be  quite  full  of  fluid,  when  the  note  is  dull  or  very  much 
muliled,  and  tliis  dulness  may  extend  over  an  area  greater  than 
is  occupied  by  the  normni  unchlated  stomach.  Air  and  fluid 
may  be  present  togolhcr,  when  each  will  give  out  its  charac- 
teristic note  according  to  its  amount  and  the  position  of  the 
patient.  A  common  condition  is  seen  when  air  and  fluid  are 
both  present  in  moderate  amount;  and  the  stomach  surface  is 
then  represented  to  percussion  as  a  rounded  patch  of  tympanitic 
resonance  above,  bounded  below  by  a  crcscentic  area  of  dulness. 
The  metallic  note  described  by  Lcichtenstern,  which  may  be 
elicited  in  cases  of  over-distension  by  gas,  is  not  of  great  clinical 
value.  More  precise  results  are  sought  to  be  attained  by  such 
methods  as  that  of  Frerichs,  who  generated  carbonic  acid  in  the 
cavity,  and  that  of  Schrieber,  who  inflated  a  rubber  balloon  intro- 
duced colUipsed  into  the  stomach,  with  other  methods  which  might 
be  mentioned  ;  but  none  of  them  have  come  into  general  fa\-our. 

Anything  which  depresses  the  diaphragm  will  depress  the 
stomach;  and  anything  which  distends  the  abdomen  will  push 
the  stomach  upwards.  Its  area  of  resonance  is  diminished  hy 
enlargcnieni  of  the  liver  or  spleen,  and  increased  by  coniraction 
of  the  liver,  as  well,  of  course,  as  by  gaseous  dilatation  from 
pathological  causes  proper  to  itself. 

In  every  case  important  modihcattons  of  the  percussion  note 
may  be  got  from  changing  the  position  of  the  patient.  Resonance 
follows  the  movements  of  the  gas,  always  to  the  surface ;  dulness 
follows  the  fluid,  which  gravitates  to  the  lowest  position  and 
drags  the  stomach  with  it. 

AuiadtatioH. — Certain  splashing,  gurgling,  or  metallic  sounds 
ar«  caused  by  the  agitation  of  the  fluid  and  gaseous  contents  of 
the  stomach.  These  sounds  may  be  caused  by  the  natural 
movements  of  the  stomach  walls,  or  by  rapid  voluntarj'  niovc- 
tneitls  of  the  diaphragm,  or  by  manipulation  from  without. 
Frequently  lhe>'  are  very  loud,  and  can  be  heard  at  a  considerable 
distance :  in  such  instances  wc  may  suspect  some  sort  of  patho- 
logical distension.  During  the  processes  of  swallowing  and 
digestion,  gastric  murmurs,  of  a  nature  not  easily  described, 
may  be  heard  with  the  stethoscope. 

3» 
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THE   INTESTINES. 

Ins^iticH. — Genera)  fulnevs  or  emptiness  of  t)ie  intestines 
causes  visitile  protiilwranccor  retraction  of  the  abdominal  walls. 
Excessive  distension  of  the  intestines  by  gas  produces  a  charac- 
teristic form  of  enlargement.  With  genera)  protul>erance  in  the 
umbilica)  reg:ion,  there  is  a  peciihar  fulness  in  the  epigastric  and 
lumbar  regions,  which  belongs  to  no  other  fomj  of  abdominal 
enlai^cmmt.  In  such  cases,  if  the  parictcs  arc  thin,  pcristaJtic 
movements  may  be  seen  in  individual  coils  of  intestine.  Collec- 
tions of  faeces  in  the  colon  may  appear  as  localised  elevations 
at  any  part  of  its  course,  or  even  as  a  general  enlargement  of 
the  whole  abdomen. 

PalpalioH. — It  is  not  often  that  touch  is  of  assistance  in 
diagnosing  the  condition  of  intestine.  We  can  feel,  and  often 
diagnose  by  touch,  an  accumulation  of  faeces;  and  it  is  sometimes 
possible  hy  palpation  alone  to  tell  whether  the  contents  of  a 
distended  bowel  arc  chiefly  gaseous  or  chiefly  fluid.  Occasionally 
peristaltic  movements,  in  Kuch  casesofdislensjon,  are  perceptible 
to  touch.  One  important  sign  elicited  by  palpation  is  pain, 
chiefly  of  value  in  the  di^ignosis  of  certain  inflammatory  condi- 
tions io  the  neighbourhood  of  the  cxcum. 

Pmuition. — fn  health,  the  percussion- note  all  over  the 
intestine  is  tympanitic.  The  quality  of  the  note  vanes  accord- 
ing to  the  proportions  of  fluid  or  gas  contained.  Where  the 
intestine,  still  full  of  gas,  is  of  small  calibre  from  compression, 
the  tympanitic  note  is  raised  in  pilch ;  where  its  walls  are  greatly 
distended  by  gas,  the  note  Incomes  <lceper  in  pitch,  and  gradually, 
according  to  the  amount  of  distension,  becomes  le.<Mt  and  less 
tympanitic.  In  conditions  of  extreme  gaseous  distension,  the 
character  of  the  note  is  metallic.  It  is  not  generally  known  that 
percussion  over  the  iliac  hones,  if  the  patient  is  not  fat,  will  give 
a  tolerably  accurate  idea  as  to  the  nature  of  the  contents  of  the 
underlying  bowel. 

In  certain  cases  the  presence  of  fluid  in  the  bowel  may  give 
a  dull  note  in  the  flanks,  which,  when  the  patient  turns  over, 
slowly  becomes  resonant.     In  intestinal  obstruction  that  has 


Itsud  o\vt  a  Cnr  dMys,  ihts  dull  lumbar  note  frooi  tliefim* 
of  flsid-Uden  bowels  is  of  by  do  meaxa  athtt^uatt 
I  hare  more  than  oac«  boad,  in  talcatinsl  utntfuttka.  ihu 
diiliiess  in  the  flanks,  diagmecd  as  asdtcs.  has  twacd  oat  sfRr 
opentioo  to  cjepead  upon  }aige  quantities  of  flsid  in  ibe  btwck. 
AvKwUstitm. — As  already  stated,  the  dtaical  valae  ot  aaMul 
Utioo  applied  to  ibe  tntcstise  is  aot  yet  fdUy  rstahRAfd. 
Bejtknd  certain  fuigbsg  or  sptoshing  sounds  prodoced  by  ibe 
■wptfljffu  of  fluid  and  gas  in  peniufaed  inl<  'Winil  j*"***^ *«"■■( 
tsd  whtch  arc  (ooDd  n  a  variety  of  <OBoitM)oa,  f  tiifflj  neaicai, 
ifaoe  is  tittle  ia  tbe  way  of  flefinite  aboonnaltty  wliidi  can  be 
delected  bj-  the  stethoscope.  1b  aercral  cases  of  »■**— *"»' 
obstruction  it  has  appeared  to  olfaen,  as  wcO  as  to  mt'Selt  dwt 
those  gurgling  sounds  were  loodest  in  tbe  oet^boorfaood  of  wbat 
was  afterwards  found  to  be  tbe  situatioa  of  tbe  obetnctiofL,  It 
is  possible  to  follow  with  tbe  stethoscope  tbe  sounds  produced  in 
the  colon  by  a  ituid  injected  tbrOfigb  tbe  fectuin ;  and  tbis  fact 
niay  be  cmplo)^  to  dtagDote  the  existence  and  positioo  of  any 
obstruction  m  this  pan  of  the  boweL 

la  peifoiation  of  the  boHvl,  there  are  sonetimea  beard  sounds 
of  an  amphoric  or  blowing  character,  caosed  b}'  tbe  gas  rashiBg 
out  of  tfac  iDlcstinal  opening  into  the  general  peritoneal  carit}-. 
These  sounds  are  said  to  be  most  audible  during  tbe  act  of 
insptraiton. 

THE   OMBNTUH. 

In  health,  the  omentum  is  be>-oad  the  range  of  any  ol  the 
diagnostic  rndtiod^.  In  disease, inflammatory  thickening  can  be 
detected  by  percussion;  and  ttunours  growing  in  its  substance 
can  be  recognised  by  the  methods  proper  to  these. 


TUB   UTERUS  AND  ITS  APPENDACIS. 

These  are  examined  by  methods  special  to  themselves,  which 
arc  fuUy  described  in  works  devoted  to  tbe  cODuderation  of  their 
diseases.  Our  purpose  in  this  work  will  be  fulfilled  by  a  short 
description  of   the  method  of   palpation  as  appUed  to  these 
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The  best  posJiion  is  generally  the  supine.  The  patient  lies 
close  to  the  edge  of  ihc  bed  or  couch,  and  the  thighs  are  drawn 
up  towards  the  chin  and  separated.  One  hand — the  surgeon 
ought  to  be  able  to  use  either  hand  for  the  purpose — is  laid 
upon  the  abdomen  over  the  pubes,  and  gently  but  firmly  presses 
the  pelvic  organs  downwards.  Two  fingers  of  the  other  hand 
(or  one  finger  if  there  is  a  hymen,  or  the  vagina  is  narrow  or 
tender)  arc  carried  up  to  the  posterior  vaginal  cul-dc-sac,  and 
the  posterior  surface  and  lateral  connections  of  the  uterus  ex- 
amined as  far  as  possible.  Wc  now  seek  to  get  the  uterus 
between  the  fingers  in  the  vagina  and  the  hand  on  the  abdomen. 
If  it  is  rctrovcitcd,  wc  try  to  turn  its  fundus  forwards  by  pushing 
the  middle  hnger  upwards  (supposing  two  fingers  are  used)  in 
the  cul-de-sac  behind,  while  the  forefinger,  by  a  contrary  move- 
ment, tries  to  pull  the  cervix  downwards  in  front.  If  it  is 
antevcrtcd,  the  forefinger  pushes  upwards  the  vagina  in  front  of 
the  cervix,  while  the  middle  finger  behind  presses  the  cervix 
downwards  and  forwards.  The  result  of  these  movements,  if 
adroitly  performed,  is  that  the  uterus  in  its  length  is  fixed 
between  the  fingers  in  the  vagina  and^he  hand  outside.  Having 
in  thb  way  got  an  accurate  idea  of  the  sIkc  and  consistence 
of  the  litems  itself,  wc  direct  attention  to  the  broad  ligaments, 
Fallopian  tubes,  and  ovaries.  We  simply  try  to  make  the  fingers 
of  each  hand  meet  over  these  organs,  palpating  tlieir  condition 
between  them.  In  moderately  thin  p.atients,  with  abdominal 
walls  that  are  not  vcrj'  tense,  it  is  nearly  always  possible,  in 
health,  to  palpate  the  fundus  uteri,  and  frequently  the  ovaries 
and'  broad  ligaments.  In  diseases  producing  enlargement, 
these,  and  the  Fallopian  lubes  as  well,  can  be  made  out  with 
considerable  precision.  In  diseases  not  connected  with  increase 
of  bulk,  the  production  of  pain  on  pressing  in  certain  localities 
is  a  most  valuable  aid  in  diagnosis. 

Nothing  is  said  of  the  uterine  sound.  In  bimanual  examina- 
tion, whicli  is  by  tat  the  most  perfect  method  of  exploring  the 
uterine  organs,  its  use  is  not  called  for.  And  in  uterine  diseases 
gdnerolly  it  is  used  with  much  less  frequency  than  it  was  a  few 
years  ago.     In  cases  of  tumour,  uterine  or  doubtfully  uterine,  it 
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will  tell  us  the  direction  which  the  uterine  canal  takes,  and.  with 
some  uncertainty,  the  length  of  the  cavity ;  otherwise,  it  gives 
little  information  which  ciinnot  more  accurately  be  got  by  other 
means. 

In  some  cases  ihc  examination  is  rendered  more  complete  by 
turning  the  patient  on  her  side  in  Sims's  position,  and  cscamining 
after  the  manner  described.  In  this  position  the  uterine  organs 
usually  rise  upwards,  away  from  the  examining  fingers ;  btit  this 
disadvantage  is  sometimes  counterbalanced  by  the  greater  laxity 
of  the  tissues  in  and  around  the  vagina. 


Conditions  Simulating  Abdominal  Tamoors. 

In  evcrj-  case  of  abdominal  enlargement,  we  must  bo  assured 
of  the  absence  of  certain  abnormal  conditions  which  simulate 
new  growths.  The  most  important  of  these  are:  distended 
bladder,  farcal  accumulation,  phantom  tumours,  obesity  in  the 
abdominal  walls  and  omentum,  tympanites,  and  cedema  of  the 
abdominal  vv.ill. 

Dittendtd  Bladder, — As  no  surgeon  who  undertakes  the  surgical 
treatment  of  an  abdominal  tumour  is  likely  to  be  misled  by  this 
condition,  it  need  be  little  more  than  mentioned.  A  history-  of 
retention  or  diminished  discharge  of  urine,  median  dulness  from 
the  pubcs  upwards  as  far  as,  or  even  beyond,  the  umbilicus,  with 
a  rounded  fluctuating  tumour  in  this  region  and  resonance  in 
the  flanks,  are  the  ordinary  symptom.t.  In  any  case  of  doubt, 
calhetentulion  will  settle  the  question.  It  must  not  be  for- 
gotten, however,  that  a  distended  bladder  may  accompany  an 
abdominal  tumour.  This  may  happen  from  direct  pressure  on 
the  urethra  by  the  tumour,  or  by  stretching  of  the  urethra  by  a 
growing  tumour  which  is  adherent  to  the  bladder  wall.  Reten- 
tion of  urine  is  often  the  most  prominent  symptom  of  retroversion 
of  the  gravid  uterus. 

Fatai  AcniHiufiilicin.—A  collection  of  fxces  in  the  large  bowel 
may  be  mistaken  for  a  new  growth.  The  collection  may  be 
found  in  the  abdomen  wherever  the  large  bowel  may  be  found ; 
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and  that  is,  practically,  anywhere.  It  is  now  well  known, 
cqiecially  throuj:;h  the  investigations  of  Treves,  that  the  trans- 
v«r9e  colon  may  become  bent  and  elongated  so  as  quite  to  reach 
the  pubes,  and  (accai  accumulatioas  may  be  found  in  any  part 
of  it. 

A  tumour  of  hanl  or  doughy  consistence,  occasionally  capa- 
ble of  being  moulded,  movable,  and  lying  on  the  surface  of  the 
intestines  close  to  the  abdominal  wall,  may  be  ficcal.  In  size  it 
may  vary  from  that  of  a  small  orange  to  almost  any  dimension. 
When  fluid  or  semi-fluid,  its  peculiar  want  of  tension,  and  the 
absence  of  definite  Huctuation,  will  probably  strike  us.  Tym- 
panitic distension  of  the  bowel  lying  near  will  be  found  if  there 
is  obstruction  as  well  as  accumulation.  A  regular  action  of  the 
bowels  must  not  be  taken  as  contra-indicating  the  presence  of  a 
fxcal  mass ;  diarrhoea  even  is  not  imcommon.  In  cases  of  long- 
standing  accumulation,  diarrhoea,  probably  due  to  the  formation 
of  "  stcrcoraccous  ulcers,"  is  the  rule  rather  than  the  exception. 

In  all  cases  the  eiittence  of  the  condition  will  Iw  proved  by 
the  administration  of  purgatives  and  enemas.  If  symptoms  of 
intestinal  obstruction  are  present,  the  chances  of  mistake  are 
diminished. 

PhoHlem  Tumour.  Psfudo-eynU. — Phantom  tumour  is  a  localised 
and  symmetrical  enlargement  of  the  abdomen,  containing  gas; 
pseudo-cycsis  is  the  same  associated  with  symptoms  of  preg- 
nancy. Thottgh  similar,  the  two  conditions  are  not  identical. 
Pscudo-cycsis,  or  "spurious  pregnancy,"  is  most  frequently 
found  in  women  who  have  married  late  in  life,  and  who  are 
anxious  for  children.*  Phantom  tumour  may  occur  in  unmarried 
women,  and  in  women  who  have  borne  children  and  are  con> 
sdous  that  their  condition  is  in  no  way  connected  with  pregnancy. 
Both  conditions  have  l>een  associated  with  hysteria.  Rarely  is 
phantom  tumour  found  in  males. 

A  case  of  ordinary  phantom  tumour  may  present  no  physical 
signs  beyond  this  tympanitic  enlargement.     A  rounded,  sym- 

*  An  eacelleni  cKample  of  the  specks  \%  depicted  n^tb  admirable  hutnour 
and  eSeciivcflcn  by  Smolldi  in  the  penon  of  Mrs.  Trunnion,  In  Ptrtgriiu 
PklA. 
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metrical,  movable  tumour,  of  size  varying  between  that  of  a 
la^  orange  and  a  child's  head,  occupying  the  middle  of  the 
abdomen,  not  fluctuating,  and  resonant  on  percussion,  is  prob- 
ably a  phantom  tumour.  Examination  by  the  vagina  gives 
negative  information.  A  decisive  diagnosis  is  afforded  when 
the  patient  is  anaesthetised ;  the  tumour  then  disappears  spon- 
taneously, though  it  may  return  as  consciousness  returns,  or 
even  before  this, 

Pseudo-cyesis  is  a  more  complex  affair.  Though  it  ie 
undoubtedly  most  common  in  elderly  women  anxious  for  chil- 
dren, and  in  whom  symptoms  of  ovarian  or  uterine  disease  are 
present,  it  occurs  also  in  young  women  in  whom  no  such 
peculiarities  exist.  The  remarkable  case  of  an  ass,  recorded  by 
Dr.  Haughlon  of  Dublin,  would  seem  to  show  that  the  condition 
exists  in  the  lower  animals.  The  mimicry  of  pregnancy  ie 
sometimes  very  exact.  Amenorrhoia,  swelling  of  the  breasts 
with  pigmentation  of  the  nipples,  and  morning  sickness,  may  all 
be  present  with  the  abdominal  enlargement.  At  the  presumed 
lull  terra  a  false  labour  may  take  place. 

In  such  cases,  Tait  thinks  that  a  [Wwer  of  air-swallowing,  as 
seen  in  crib-biting  horses,  mayaccount  for  the  condition.  Me  calls 
attention  to  the  frequent  presence  of  loud  intestinal  gurglings  in 
these  women,  and  thinks  their  condition  is  caused  partly  by  this 
spurious  flatulence,  and  partly  by  peculiar  muscitl.-ir  rigidities 
which  they  arc  prone  to  indulge  in.  No  doubt  the  inRrmity,  if 
voluntarily  produced,  is  an  outcome  of  "  that  insatiable  love  of 
attracting  attention  so  deeply  rooted  in  the  female  mind,"  and  is, 
as  might  be  expected,  most  frequently  found  "  in  women  to 
whom  nature  has  denic<l  the  external  attractions  of  beauty,  or  in 
whom  there  is  not  tbc  compensation  of  a  refined  and  culli:re<l  in- 
tellect."* Many  speculations  as  to  the  origin  of  phantom  tumour 
have  l»cen  indulged  in ;  probably  Tail's  account  icprescnts  the 
full  amount  of  our  scientific  knowledge  of  the  curious  aihnent. 

Obtsity  ef  Abdominal  WatU  and  Omentum. — More  than  once  the 
abdominal  cavity  has  been  entered  to  remove  a  tumour  which 
turned  out  to  be  fat.  The  simulation  of  abdominal  growths  by 
•  TaU,  Dm.  tj  Ontim.  18S3.  p.  »o6. 
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fat  in  Ihc  parictes  or  the  omentum,  or  hath,  is  sometimes  so  close 
that  considerable  care  may  be  required  in  ihcirdiscnminatioD.  If 
obesity  is  general,  we  are  more  likely  to  be  on  our  guard ;  but  if,  as 
sometimes  happen.t,  especially  near  the  climactcnc.  ihere  is  a  large 
deposit  of  fat  in  the  abdomen,  while  the  limbs  do  not  increase  in 
hulk,  or  even  get  thinner,  the  condition  is  more  misleading. 

In  such  cases  the  possibility  of  grasping  and  raising  from  the 
abdominal  muscles  masses  of  fatty  tissue,  the  absence  of  any 
localised  area  of  dulness,  and  the  negative  results  of  vaginal 
examination,  will  be  our  chief  guides  in  diagnosis.  A  fat 
omentum  is  clinically,  perhaps,  an  abdominal  tumour:  but 
pathologically,  there  is  no  growth  of  similar  thickness  and 
conmtency  which  is  spread  so  evenly  over  the  bowels. 

(Edtma  of  Abdemhiai  Wall. — Great  ledema  of  the  abdominal 
wall  has  been  mistaken  for  abdominal  tumour;  hut  tlic  error 
must  be  of  rare  occurrence.  A  concomitant  thickness  and 
hardness  of  the  subcutaneous  tissues,  preventing  pitting  on 
pressure,  would  seem  to  be  necessary  to  render  the  mistake 
even  possible.  The  absence  of  all  the  physical  signs  of  abdo- 
minal  tumour  except  increase  in  size,  with  the  presence  of  such 
signs  of  disease  in  the  system  as  would  account  for  the  oedema, 
should  help  the  diagnosis.  It  should  be  remembered,  however, 
that  cvdema  sometimes  accompanies  abdominal  tumour. 

TympmiUi. — At  least  seven  cases  are  on  record  where  an 
abdomen  has  been  laid  open  to  tind  only  gas.  In  phantom 
tumour  this  would  be  impossible,  for  the  swelling  disappears 
with  the  anaesthesia.  The  mistake,  in  the  light  of  our  present 
knowledge,  seems  almost  inexcusable.  On  the  other  hand,  it  is 
just  possible  to  overlook  the  presence  of  a  tumour  because 
it  is  resonant  all  over  its  surface.  I  have  removed  a  large  putrid 
suppurating  cyst,  over  the  whole  surface  of  which  resonance 
could  he  demonstrated  on  the  operating  table  to  a  numlier  of 
Students  and  medical  men.     Half  its  contents  were  gaseous- 


Having  eliminated  these  spurious  complaints,  and  having 
decided  that  the  abdomen  contains  a  real  tumour — a  foreign 
development  constituting  disease — our  next  duly  is  to  make  out 
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what  this  tumour  is.  In  working  out  the  diagnosis,  it  is  well  to 
follow  certain  lines  with  the  mind  that  rensons,  as  well  as  with 
the  *en)iei>  that  explore.  These  lines  need  not  be  laid  down  by 
tdcncc ;  they  may  be  purely  practical,  if  only  they  are  useful. 
Our  purpose  being  simply  diagnosis,  we  are  justified  in  adopting 
any  procedure  which  will  most  quickly  and  certainly  bring  out 
the  physical  features  of  the  disease.  Thus,  while  we  group 
together  all  tumours  of  the  ovary  for  purposes  of  classification 
and  description,  for  diagnosis  wc  rather  compare  solid  tumours 
of  the  ovary  with  pedunculated  myomala  of  the  uterus.  A 
large  ovarian  cyst  may  have  more  physical  signs  in  common 
with  a  cyst  of  the  kidney  than  with  any  pathologiudly  allie<l 
growth,  uterine  or  ovarian. 

The  rarity  of  a  disease  may  be  a  cause  of  meagre  scientific 
acquaintance  with  it;  but  for  diagnostic  purposes,  all  diseases 
have  equal  importance.  In  abdominal  surgery,  in  particular,  it 
is  just  those  rare  diseases  that  wc  chiefly  wish  to  exclude. 
Probably,  most  of  the  errors  in  abdominal  surgery  are  made  in 
this  way.  The  ordinary  broad  signs  of  ovarian  disease  may  in 
a  score  of  cases  have  guided  our  diagnosis  correctly,  when  a 
twenty-first  case  turns  up  with  an  exact  repetition  of  all  these 
signs,  and  we  find  ourselves  in  error.  Wc  have  probably  over- 
looked one  or  two  little  signs  of  the  rare  disease,  because  we 
thought  little  of  it.  Wc  dare  not  essay  to  perform  operations 
on  the  abdomen  till  wc  arc  familiar  with  the  diagnosis  of  all 
abdominal  tumours;  and  we  cannot  pretend  to  diagnose  posi- 
tively any  one  disease  without  being  able  negatively  to  exclude 
every  other. 

From  the  purely  diagnostic  point  of  view  1  have  arranged 
the  following  plan.  It  is  one  which  I  have  unconsciously 
adopted  in  abdominal  examinations,  and  1  present  it  simply  as 
being  likely  to  be  useful.  It  is,  of  course,  a  mere  skeleton, 
indicating  in  a  few  words  the  most  prominent  and  characteristic 
signs  which  suggest,  but  do  not  prove,  the  existence  of  the 
disease.  Full  diagnostic  details  will  be  found  under  the  head- 
ings of  the  various  diseases  deitcribed. 

The  classification  is  based  on  the  most  prominent  physical 
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signs.  The  first  question  asked  is.  Is  tlie  tumour  solid  or  fluid  ? 
The  next  question  is,  Is  it  in  the  middle  line,  or  on  one  side? 
i,t,.  Is  it  symmetrical  or  non-symmetrical,  n-ith  regard  to  the 
general  abdominal  surface?  If  it  is  non ■  symmetrical,  On 
which  side  does  it  lie?  If  it  is  symmetrical.  Does  it  lie  in  thaj 
upper  or  lower  abdomen,  or  in  the  middle  ?  By  answering  these 
simple  (luestions  At  ezch  step  in  our  examination,  we  narrow 
ihc  limits  of  possible  disease  twofold,  fourfold,  and  cightfoldi  at 
the  first,  second,  and  third  steps  respectively. 


Schematic  Arrangement  of  Abdominal  Ttunoors 
for  Purposes  of  Dlagnoeis. 

SOLID  TUMOURS. 
Syuustkical. 

VfPer  Abdomen. — Cancer  of  Pancreas.  Cancer  of 
Pylorus.  Fibroid  Thickening  of  Pylorus.  Morbid 
Growths  in  Stomach. 
Lffwtr  Abdomtn.  —  Solid  Growths  of  Ovary  —  Sar- 
coma, Fibroma,  Carcinoma.  Uterine  Myoma.  Sar- 
coma of  Uterus.  Molar  Pregnancy.  Extra-uterine 
Pregnancy  (also  fluid). 

NoN-SYItMKTItlCAL. 

Eilktr  side  of  Abdomtn. — Sohd  Growths  of  Kidney — 
Sarcoma,  Adenoma,  Carcinoma.  Displaced  Kidney. 
Tumours  of  Colon. 

Right  Side. — Solid  Growtlis  of  Liver — Sarcoma,  Carci- 
noma. Solid  Tumours  of  Gall-bladder.  Cancer  of 
Caecum. 

Lift  Sidt. — Enlargements  of  Spleen — Leucocythasmic, 
Amyloid,  Cancerous,  Syphilitic.   Wandering  Spleen. 

lNDIPP8RS>dTLV   StTUATID. 

Solid  Growths  of  Peritoneum — Cancer,  Enchondroma. 
Cancer  of  Omentum.  Cancer  and  Sarcoma  of 
Parietes. 
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FLUID  TUMOURS. 

SVUHETRICAL. 

upper  and  Middle  Abdomen. — Cysts  of  Pancreas.  Peri- 
toneal and  Mesenteric  Cysts.  Encysted  Dropsy  of 
Peritoneum. 

Lower  Abdomen. — Ascites.  Ovarian  Cystoma.  Parovarian 
Cysts.  Papillomatous  Cysts  of  Broad  Ligament. 
Fibro-cysts  of  Uterus.  Pregnancy.  Hydramnios. 
HEmatometra.  Hxmatokolpos.  Hydrometra.  Extra- 
uterine Pregnancy.     Cysts  of  Urachus. 

NON-SVMMETRICAL. 

Either  Side. — Renal  Cysts.  Renal  Hydatids.  Hydro- 
nephrosis. Pyo  -  nephrosis,  Nephric  and  Peri- 
nephric Abscess.  Hydro-  Ha^mato-  Pyo  -  salpinx. 
Extra-Uterine  Pregnancy.     Ovarian  Abscess. 

Right  Side. — Abscess  of  Liver.  Hydatids  of  Liver. 
Dropsy  and  Empyema  of  Gall-bladder. 

Left  Side. — Abscess  of  Spleen.     Hydatids  of  Spleen. 


Solid  Tumours. 

It  is  impossible  to  define  the  meaning  of  the  clinical  term 
"solidity"  applied  to  tumours.  Negatively,  it  has  been  taken 
as  meaning  "absence  of  fluctuation;"  but  this  is  inexact,  for 
many  fluid  tumours  do  not  fluctuate.  And  more  than  one  class 
of  tumour  which  is  pathologically  solid  may  give  an  obscure 
sense  of  fluctuation.  It  would  be  near  the  truth  to  say  that 
most  solid  tumours  are  hard,  that  they  communicate  to  the 
hand  a  peculiar  sense  of  resistance,  that  none  fluctuate  freely, 
and  that  very  few  fluctuate  even  obscurely.  But,  undoubtedly, 
the  best  ultimate  criterion  of  solidity  and  fluidity  in  tumours  is 
the  educated  sense  of  touch.  A  skilled  and  experienced  diag- 
nostician will  say  almost  at  once,  by  laying  his  hand  on  a  growth, 
whether  it  is  solid  or  fluid ;  and  such  judgment,  in  my  opinion, 
is  more  likely  to  be  correct  than  the  most  painstaking  enquiry 
into  all  the  clinical  features  of  the  enlargement. 


Solid  Symmetrical  Tomoars. 

By  s  symmetrica!  tumour  is  nic^nt  one  which  occupies  «qua] 
paits  of  each  side  of  the  abdomen.  The  symmetry;  of  the 
abdomen  is  not  diatiitbed ;  The  enlargement  is  bilaterally  equal, 
or  nearly  so. 


SOLID  SYMMETRICAL  TUMOURS   IN   THB   UPPER  ABDOMEN. 

CaiKtr  0/  Ikt  Pancrtat. — A  hard,  rounded  or  irreigular  tumour 
fixed  deeply  in  the  region  of  the  pancreas,  usually  covered  by 
bowel,  and  perhaps  giving  a  sense  of  pulsation  to  palpation> 
with  a  vascular  bruit  on  auscultation,  is  probably  pancreatic 
cancer.  If  the  growth  is  small,  nothing  may  be  detected  beyond 
a  deep,  obscure  sense  of  resist;incc  and  hardness.  It  is  not 
often  that  the  growth  acquires  dimensions  large  enough  to  be 
visible  through  the  abdominal  wall. 

Canctr  0/  Ikt  Pjloms. — This  may  be  felt  as  a  small  hanl 
movable  tumour  situated  in  the  epigastrium,  usually  a  little  lo 
the  right  of  the  median  line.  It  becomes  fixed  in  its  later 
stages.  It  always  lies  deeply,  and  is  covered  by  liowel.  Prcs. 
sure  causes  pain. 

I'ibfMd  Tkititsiug  of  Ibt  Pytoms. — Although  thickening  of  the 
pylorus  rarely  reaches  to  the  dimensions  of  a  tumour,  it  some- 
times becomes  bulky  enough  to  be  obscurely  fell  as  a  localised 
induration.  From  the  early  stages  of  cancer  of  the  pylorus,  it 
cannot  be  diagnosed.  The  amount  of  pain  elicited — small  in 
thickening,  considerable  in  cancer — may  be  of  value. 

Morbid  Growths  in  Ike  Slentaeh. — These  are  roughly  median, 
but  usually  with  the  main  enlargement  on  the  left.  They  are 
usually  one  or  other  of  the  varieties  of  cancer,  three-fourths  of 
the  cases  being  scirrhus.  A  growth  in  the  stomach  is  at  first 
freely  movable,  near  the  surface  if  in  the  anterior  wall  or 
greater  curvature,  rounded  or  irregular  in  outline,  and  may 
attain  to  a  considerable  siie.  On  the  posterior  surface  or  lesser 
curvattire  (which  is  not  a  common  situation),  the  growth  may  be 
only  obscurely  palpable  when  the  stomach  is  empty.  It  lends  to 
drag  the  stomadi  downwards,  and  from  this  cause,  as  well  as 
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from  the  dilatation  of  the  viscus  which  usually  accompanies  it, 
may  descend  as  low  as  the  umbilicus.  It  is  painful  on  palpa- 
tion. I  have  stcn  a  case  of  cancer  of  the  posterior  wall  which 
caused  a  visible  protuberance  in  the  epi|{astnum.  Cancers  of 
the  stomach  are  late  in  becoming  fixed ;  some  slight  degree  of 
mobility  is  present  to  the  last. 


SOLID   SVUUBTRICAL  TUMOURS    IM    THF.    LOW&R   ABDOMKK. 

Soiid  Cretftbs  of  the  Ovary  (sarcoma,  libroma,  myoma,  carci- 
noma) present  clinical  features  which  arc.  except  where  the 
tumours  arc  of  large  size,  essentially  identical.  When  they  first 
signify  their  presence,  they  are  usually  about  the  size  of  the  fist, 
and  have  escaped  from  the  pelvic  into  the  abdominal  cavity. 
Unless  they  are  of  considerable  dze,  they  arc  not  strictly  sym- 
metrical, K-ing  towards  the  side  of  [he  ovary  from  which  they 
spring;  but  as  they  occupy  more  of  the  middle  than  of  the 
sides  of  the  abdomen,  they  may  beconudercd  as  symmetrical. 
When  large,  they  l>ccomc  strictly  median. 

Such  tumours  arc  round,  hard,  smooth  on  the  surface  and 
freely  movable.    They  are  not  usually  very  painful  on  being 
I  handled.     Vaginal  examination  reveals  a  normal  uterus,  some- 
limes  dragged  upwards,  movable,  and  following  upwards  artificial 
elevation  of  the  growth.     By  deep  exploration  with  the  fingers, 
it  may  be  possible  to  make  out  tension  and  relaxation  of  the 
I  ovarian  ligaments  as  the  tumour  is  pulled  upwards  or  pushed 
'downwards.     Pulpuiion  reveals  the  sensation   that  the  uterus 
is  not  closely  but  remotely  attached  to  the  tumour.    This  con- 
dition may  be  verified  by  passage  of  the  uterine  sound. 

Ulifinf  Myoma. — This  enlargement  varies  in  its  ajipearance 
according  as  it  is  sesdle  or  pedunculated,  single  or  multiple, 
hard  or  soft  ("(edematous"),  fixed  in  the  pelvis  or  free  in  the 
abdominal  cavity.  A  single  round  pedunculated  myoma  may 
be  very  similar  in  clinical  features  to  a  solid  ovarian  tumour.  It 
is  more  exactly  median,  and  the  uterus  follows  its  movements 
more  closely.  The  sessile  myoma  has  more  of  its  bulk  low  down 
than  the  pedunculated,  and  the  utcnis  seems  to  be  part  of  it. 
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(Allowing  its  movements  to  the  fullest  extent.  Multiple  m^'omata 
exhibit  several  rounded  bosses  irregularly  placed  in  the  lower 
abdomen,  and  arc  usually  associated  with  considerable  enlarge- 
ment of  the  uterine  tissues,  with  elongation  of  the  uterine  cavity. 
The  distinctive  signs  of  the  individual  varieties  of  myomata  need 
not  here  be  referred  to.  There  is  practically  no  limit,  consistently 
with  life,  to  the  size  to  which  these  tumours  may  grow.  Aus- 
cultation over  myomatous  growths  may  reveal  a  vascular  bruit. 

Surcmva  of  tht  Vltrus. — It  is  very  seldom  that  sarcoma  of  the 
uterus,  in  itself  a  rare  disease,  attains  to  such  a  size  as  to  become 
ao  abdominal  tumour.  Its  growth  is  usually  purely  intra-utcrine, 
lod  the  uterine  walls  are  spread  over  it.  From  a  large  fibroid 
polypus,  it  cannot  be  diagnosed  with  certainty:  softness  and 
rapidity  of  growth  suggest  sarcoma. 

Mttar  PngHOiiey, — This  is  recognised  as  being  an  intra-uterine 
enlargement  by  the  ordinary  methods  of  physical  examination. 
The  hydatidiform  mole  is  said  to  reveal  to  palpation  "  a  pecu- 
liar doughy  boggy  feeling,  in  the  highest  degree  characteristic." 
The  abdominal  tumour,  which  may  increase  more  rapidly  than 
a  normal  gestation,  and  grow  to  a  greater  size,  is  usually  some- 
what flattened.  The  principal  signs  in  such  cases  arc  merely 
eonfirmatory  of  the  more  important  general  syniploms  which 
accompany  this  form  of  abnormal  gestation. 

Extra-uUrine  Pfignanty. — When  the  foetus  is  dead,  and  the 
surrounding  fluids  arc  absorbed,  an  extra -uterine  pregnancy 
may  appear  as  a  hard  irregularly- rounded  mass  fixed  in  the 
lower  abdomen  and  pelvis.  Its  connections  with  tlie  uterus, 
which  is  always  enlarged,  are  close  and  firm.  Here  also  history 
is  all-important  in  forming  a  diagnosis.  It  may  be  impossible, 
so  for  as  physical  signs  arc  concerned,  to  diagnose  a  uterine 
royoma  from  an  extra-uterine  pregnancy. 


Solid  Non-Symmetrical  Tumours. 

By  a  non- symmetrical  tumour  is  meant  one  which,  vi^^ibly 
or  palpably,  lies  chiefly  in  and  has  its  main  connections  on 
one  side  of  the  abdomen.      The  symmetry  of  the  abdomen, 
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if  there  is  evident  enlargement,  is  disturbed.  If  there  is  no 
enlargement,  an  abnormal  swelling  is  felt  in  one  side  of  the 
cavity. 


SOLID   NON-SYMMETRICAL  TUMOURS    FOUND  ON    ElTHIiR   SIDE 
OF   THE   ABDOMEN. 

S^id  Growths  of  the  Kidttry. — These  are :  sarcoma,  several 
varieties ;  adenoma ;  and  carcinoma.  Clinically,  certain  suppu- 
rative lesions  of  the  kidney  may  be  solid.  From  mere  increase 
of  resistance  in  the  loin  without  visible  enlargement,  to  a  bulk 
SO  great  that  it  may  pass  the  middle  line  and  even  fill  the  whole 
abdominal  cavity,  there  is  every  gradation  of  size  in  renal 
tumours.  Generally  speaking,  a  hard  smooth  body,  fixed  or  but 
slightly  movable,  in  either  loin,  dull  on  percussion  from  the 
lumbar  region  forwards,  and  completely  filling  the  costo-Uiac 
^>acc,  will  indicate  a  .solid  renal  growth.  Pressure  on  a  renal 
tumour  from  the  front  gives  a  peculiar  sense  of  hard,  unyielding 
resistance.  In  tumours  of  considerable  size,  the  passage  of  the 
colon — ascending  or  descending,  as  the  case  may  be — over  its 
surface  may  \k  detected  by  percussion  or  palpation. 

Diipi<ued  Kidney,  movable  and  fixed. — A  movable  and  a  floating 
kidney,  pathologically  distinct,  give  identical  physical  signs. 
A  body  of  the  si^e,  shape,  and  consistence  of  the  kidney  is  felt 
somewhere  in  the  abdomen  between  its  normal  situation  and 
the  middle  line:  it  glides  from  under  the  palpating  fingers,  and 
may  be  replaced  in  the  loin,  when  its  presence  may  be  detected 
by  bimanual  palpation.  It  is  always  covered  by  bowel.  A 
pectiliar  sensation  of  nausea  and  bintness  is  produced  by  pres- 
sure.    Movable  kidney  is  most  common  on  the  right  side. 

A  kidney  fixed  in  an  abnormal  situation  is  usually  found 
near  the  brim  of  the  pelvis,  close  to  the  sacro-iliac  joint.  It  is 
usually  larger  and  more  lobulaled  than  natural,  but  otherwise 
ptesenis  to  the  examining  finger  the  physical  characters  of  renal 
substance.  Fixed  malposition  of  the  kidney  is  most  frequently 
met  with  on  the  left  side.  Manual  exploration  by  the  rectum 
may,  in  certain  cases,  be  necessary  for  diagnosis. 
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Tumwirs  ef  tkt  CdoH. — Solid  growths  of  the  colon  ate — poly- 
pus, adenoma  or  adeno- sarcoma,  and  cancer.  A  polypoid 
growth  is  usually  found  in  the  descending  colon :  it  is  rarely 
so  large  as  an  orange,  and  is  freely  movable  for  some  inches  in 
all  directions.  It  lies  usually  at  or  near  the  surface  of  the 
abdomen.  In  the  sigmoid  flexure  it  is  perceptible  on  rectal 
palpation.  Cancer  may  be  found  in  any  part  o(  the  largo 
bowel.  It  is  felt  rather  as  an  obscure  thickening  than  as  a 
distinct  rounded  tumour,  and  ia  slightly  or  not  at  all  movabte. 
For  diagnosis,  other  signs,  especially  those  found  in  the  excreta, 
arc  essential. 


»ON -SYMMETRICAL  SOLID  GROWTHS  OK  TUB  KICKT  SIOB 
OP  Tils  ABDOUSN. 

Solid  Grotfthi  cf  tht  Livtr. — Various  kinds  of  cancer  and 
sarcoma  arc  found  affecting  the  liver,  as  new  growths;  it  may  be 
enlarged  from  fatty  or  lardaceous  disease,  or  other  influences 
which  do  not  here  concern  us.  The  leading  physical  signs  in 
malignant  disease  are,  a  solid  resisting  enlargement  in  the  hepatic 
region — most  frequently  in  the  right  lobe,  rarely  in  tlit;  left  lobe 
— causing  more  of  its  surface  than  is  natural  to  protrude  from 
Doderthe  nbs,  and  iacreasing  the  area  of  duloess.  l-'rom  the 
upper  limits  of  hepatic  dulneis  over  the  ribs  to  the  lower 
limits  of  the  enlargement  in  the  abdomen,  dulness  on  percussioa  I 
is  continuous.  If  the  enlargement  is  not  very  great,  and  if  the 
growth  is  not  adlierent,  the  liver  moves  upwards  and  downwards 
during  respiration.  The  characteristic  knobs  on  thti  surface  of 
the  liver,  in  cancer,  arc  almost  pathognomonic.  The  edge  of 
the  liver  may  be  palpated.  There  is  practically  no  Itmil,  other 
than  the  capacity  of  the  abdomen,  to  the  growth  of  malignant 
tumours  of  the  hver. 

SMid  TuiuMir  of  the  GaU-hlitddtr, — Except  as  part  of  g<:nera) 
malignant  disease  of  the  liver,  new  growths  in  the  gall-bladder 
are  rare.  A  gall-bladder  full  of  gall-stones,  and  with  walls 
thickened  from  inflammation,  is  clinically  a  solid  tumour.  A 
tumour  of  the  gall-bladder  appears  in  its  normal  situation  at  the 
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edge  of  the  liver,  and  grows  diagonally  dowDwards  and  iDwards 
towards  the  umbilicus.  It  is  smooth  and  rounded  on  the  surface, 
globular,  ovoid,  or  pear-shaped  in  outline,  and  is  movable  in 
lateral  directions,  and  to  some  extent  backwards.  Uulncss  over 
it  is  rarely  absolute;  an  area  of  resonance,  from  the  presence 
of  colon,  is  occasionally  found  separating  it  from  the  liver 
margin. 

CaiKfr  of  Ike  Cttcum. — A  hard  irregular  tumour,  not  of  large 
size,  in  the  right  iliac  fossa,  and  movable  through  a  limited  area, 
may  be  a  malignant  growth  in  the  cxcum.  Other  signs,  relating 
diiefly  to  obstruction  to  the  passage  of  the  intestinal  contents, 
are  necessary  to  the  diagnosis.  Inflammation  in  the  C£cum,  or 
near  it  (typhlitis  or  peii-typlilitis),  may  lie  associated  with  the 
ile\-dopmcnt  of  an  enlargement  which  simulates  new  growth. 
A  malignant  tumour  in  this  part  of  the  bowel  is  not  usually 
strictly  limited  to  the  cxcum,  but  involves  either  ileum  or 
ascending  colon. 

KON-SYMUBTKICAL  SOLID  GROWTHS  OK  TIIS   LEPT  SIOK  OF 
THE   AHDOMEN. 

Solid  Enlargemmti  of  tht  SpUen. — With  the  diagnosis  of  the 
acute  enlargements  of  the  sjileen  found  in  various  purely  medical 
diseases  we  arc  not  here  concerned.  The  varieties  of  splenic 
enlargement  likely  to  be  met  with  in  exploration  of  the  abdomen 
for  tumours  arise  from  Lcucocytha^mia,  Amyloid  degeneration. 
Cancer,  and  Syphilis.  In  all  of  these,  physical  examination 
reveals  little  more  than  enlargement  of  the  organ.  Splenic 
ttmiours  appear  under  the  left  false  ribs,  and  grow  downwards 
and  inwards  towards  the  middle  tine.  They  lie  close  to  the 
parietes,  and  give  an  absolutely  dull  note  on  percussion  over 
the  surface;  there  is  usually  an  area  of  resonance  in  the  loin 
behind.  The  characteristic  notched  or  festooned  inner  border 
is  usually  to  be  felt.  Unless  the  tumour  is  of  considerable 
siie — and  splenic  tumours  may  attain  to  great  dimensions — 
it  enjoys  some  degree  of  mobiUty.  Palpation  in  most  cases 
is  painless. 

A* 


36 


DIAGNOSIS  OF  ABDOMINAL   TU.VOUSS. 


Wantltn'Hg  SpUea. — This  rare  condition  is  found  exclusively  in 
women.  A  displaced  spleen  lias  been  found  at  the  umbilicus, 
in  the  true  pelvis,  and  at  various  other  situations  in  the  left 
abdomen.  In  one  case,  at  least,  it  has  been  fotiml  free  in  the 
cavity,  the  pedicle  having  been  twisted  through.  Absence  of 
dulncss  at  the  normal  site  of  the  spleen,  and  [he  presence  of 
a  body  having  the  physical  characters  of  this  organ,  movable 
round  a  centre  placed  under  the  left  false  ribs,  is  probably 
wandering  spleen.  A  dislocated  spleen  is,  however,  liable  to 
contract  adhesions  in  its  abnormal  position,  and  then  mobility 
is  absent. 


SOLID  Tt;UOUBS    I.VDIPPEKBNTLV  SITUATED    IN   THE 
ADDOMIN'AL  CAVITY. 

Tumours  of  the  omentum,  the  peritoneum,  the  small  intes- 
tines, and  the  panctcs,  may  appear  at  any  part  of  the  abdominal 
area.  Their  situation  is  indifferently  lateral  or  median,  high  up 
or  low  down. 

SeiidGtewtkt  of  the  Pfritonttim. — Excluding  tubercular  disease, 
the  new  developments  met  with,  in  conneclioa  with  the  peri- 
toneum, are  practically  all  cancerous.  Enchondroma  has  been 
found  as  a  new  growth,  originating  from  the  peritoneum.  In  the 
great  majority  of  cases,  peritoneal  cancer  is  secondary  cither  to 
outlying  disease  or  to  local  disease  in  the  intestines.  As  usually 
met  with,  cancer  of  the  peritoneum  is  sessile,  very  hard  and 
irregular  en  the  surface,  and  accompanied  by  a  variable  amount 
of  ascitic  fluid.  If  originating  from  the  l)owel,  and  seen  earlyi  it 
may  be  movable ;  but  it  very  soon  becomes  fixed,  by  implication 
of  neighbouring  organs.  In  most  cases  bowel  cilhcT  overlies  it 
or  passes  through  it,  and  thus  gives  a  percussion  note  of  reso- 
nance or  modified  dulness.  Incasesof  advanced  disease,  a  ia^e 
amount  of  a.scitic  fluid  may  be  present,  masking  the  signs  and 
obscuring  the  diagnosis. 

Solid  growths  of  the  small  intestine  not  involving  the 
peritoneum  are  mere  pathological  curiosities,  and  may  be 
practically  ignored. 
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Stlid  Crowlht  of  Iht  OmeiUum. — Various  forms  of  maligaant 
disease  may  attack  the  omentum;  colloid  cancer  is  the  most 
important.  It  is  known  by  its  superficial  position,  overlying  the 
t'boweJs ;  by  its  verj'  irregular  surface,  hard  at  most  parts,  but 
boggy  or  even  semi -fluctuating  where  colloid  material  abounds; 
and  by  the  wide  superficies  which  it  occupies,  as  compared  with 
its  general  bulk.  Ascites,  revealed  by  the  ordinary  signs,  may 
be  present  behind  the  growth.  In  the  earliest  stages  of  omental 
cancer,  palpation  and  deep  percuitsion  may  elicit  signs  that  it 
overlies,  and  is  supported  by,  intestines. 

Selid  Cnurths  cf  the  Abdominal  Pamta. — These  arc  usually 
malignant,  most  frequently  cancerous,  but  sometimes  sarco- 
matous. They  cause  bulgings  of  the  parieles,  more  prominent 
than  iheir  size  would  seem  to  warrant;  are  rounded,  and  not 
very  irregular  on  the  surface;  they  follow  closely  the  move- 
ments of  the  abdominal  walls,  and,  if  of  moderate  she,  appear 
to  float  on  the  surface  of  the  intestines.  Tliere  is  absolute 
dulncss  all  over  the  palpable  surface. 


Flnld  Tiunoors. 

The  only  definite  attribute  that   can   be  attached  to  the 

clinical  term  "fluidity,"  applied  to  new  growths,  is  " presence 

of  fluctuation."     Many  tumours,  however,  that  have  fluid  con- 

leots,  and  that  are  diagnosed  as  having  such,  do  not  exhibit  the 

'»igr   of   fluctuation.     Between    the    definite   physical   signs  of 

fluidity  and   solidity  there  arc  gradations  which  we  seek  to 

.  doscribe  by  such  terms  as  "  soft,"  "  boggy,"  "  scmi-fluctuat!ng." 

rBut  the  actual  condition,  solid  or  fluid,  is  in  many  instances  a 

thing  to  be  decided  simply  and  solely  by  the  educated  sense  of 

toudi.     So  many  circumstances  combine  to  obscure  or  abolish 

the  sign  of  fluctuation,  even  when  it  ought  to  be  present,  that 

special  pains  should  be  taken  to  perfect  our  means  of  diagnosis 

without  this  sign.     Thick  abdominal  walls,  ten.sion  or  thickness 

in  the  cyst-wall,  great  density  of  the  fluid,  or  multiplicity  of  the 

loculi  in  which  the  fluid  is  contained,  arc  some  ol  the  hindrances 
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to  flucluatioa.  We  conclude,  therefore,  that  while  the  positive 
sign — fluctuation — is  proof  of  fluidity,  its  absence  is  not  proof 
to  the  contrary;  and  that,  though  oo  verbal  description  of  it  is 
possible,  the  educated  sense  of  touch  must  Irequcntly  be  our 
sole  guide. 


nUID   SVHM8TftlCAL  TUMUURS   IN   THE    UPPER   AND    MIODLB 
ABDOMBN. 

Cjats  of  tht  PancrtM. — Though  not  always  accurately  sym- 
metriciil,  cysts  of  the  pancreas  Ite  mainly  in  the  middle  line. 
A  rounded  thin-wallcd  cyst,  distinctly  fluctuating,  deeply  and 
finnly  lixed,  not  moving  with  respiration,  and  situated  above 
the  umbilicus,  may  be  a  pancreatic  cyst.  Exploratory  punc- 
ture reveals  a  fluid,  viscid  or  opalescent,  alkaline  in  reaction, 
and  containing  a  considerable  amount  of  albumen,  which  is 
coagulated  by  heat  and  nitric  acid. 

Prritomal  and  Mtsnteric  Cyitt.  Ewysttd  Dropsy  of  the  Peri- 
teneum. — Like  pancreatic  cysts,  these,  though  chiefly  occupying 
the  middle  line,  are  rarely  exactly  median.  It  is  impossible  to 
diagnose  them  with  precision.  They  clearly  contain  fluid, 
though  fluctuation  is  usually  obscure;  it  is  rarely  possible  to 
make  out  a  distinctly  outlined  cysl-wall,  as  intestine  is  frequently 
intimately  attache<)  to  its  surface,  and  the  percussion  notes  are 
liable  to  var)'  at  different  times  of  examination.  Some  degree 
of  mobility  is  usually  present.  Such  collections  are  usually 
situated  either  at  the  level  of,  or  twlow,  the  umbilicus ;  occasion- 
ally,  however,  ihcy  are  found  elsewhere. 


I 


rt-UID  SVUUBTRICAL  BKLAXCBUBNTS  IK  THB  tOWBR  ABDOMKN. 

AuiUi.  Ptrilental  Drtfiy. — A  fluctuating  fluid  collection  in 
the  ab<lominal  cavity  thai  changes  position  with  the  movements 
of' (he  patient,  always  gravitating  to  the  lowest  part  of  the 
cavity  and  causing  dulncss  on  percussion  there,  but  leaving 
resonant  the  highest  part,  or  situations  from  which  bowel  cannot 
be  displaced,  is  prolnbly  ascites.     In  tlie  supine  position,  there 
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is  dulness  in  the  flanks ;  and  if  the  amount  of  6uid  is  oot  very 
great,  there  it.  resonance  in  front,  over  a  circular  or  crescentic 
area  the  concavity  of  which  is  towards  the  chest.  (Fig.  3.)  If 
ibe  parieles  aie  not  greatly  distended,  the  abdomen  is  flattened ; 
if  its  walls  are  lax,  there  may  be  bulging  in  the  flanks,  la  cases 
of  great  diitlcn»ion,  the  umbilicus  protrudes.  Vaginal  exami- 
nation gives  negative  results. 

Ovanan  Cyttoma, — A  rounded  or  irregular  tumour  in  the 
middle  line,  or  slightly  to  one  side,  always  showing  its  presence 
in  front  to  palpation  or  {wrcussion,  never  changing  its  sliape, 
and  movable  only  in  mass  or  not  at  all,  may  be  an  ovarian  cyst. 
In  the  supine  posture  there  is  a  circular  area  of  dulness,  sur- 
rounded by  a  "tympanic  corona";  if  no  ascites  is  present,  there 
is  resonance  in  the  flanks.     (Fig-  }■)    There  is  no  protmsion  of 
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Dttgnmt  ihvt^  dmlDfm**t  tf  tmu  </  Adiiitt  I*  aulitt  fFif.  3).  tmi  In  etarHni 
tiimamr(Fif.  1}      DtrkirshMAHtg  Mkattt  an  urhtr  lUge  0/  diuMi. 

the  umbilicus.  Vaginal  examination  reveals  close  or  remote 
connection  with  the  uterus,  with  displacement,  and  sometime^: 
enlargement,  of  that  organ. 

Parovarian  Q'rfj. — This  variety  of  growth  h-is  the  character 
of  the  preceding,  as  to  dulness  in  front  and  resonance  in  the 
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flanks.  The  cyst  is  thin-wallcd,  and  fluctuation  is  very  evident. 
By  the  vagina  it  may  frequently  be  palpated,  when  its  thin  wall 
and  connection  with  the  uterus  thiough  the  broad  ligament  will 
confirm  the  diagnosis. 

PafiUomahus  Cysts  of  tkt  Broad  Ligamtnt. — These  arc  not 
usually  diagnosed  from  ovarian  cystoinala.  They  are  firmly 
fixed  low  down  in  the  pelvis,  and  are  frequently  closely  incor- 
porated with  the  uterus.  One  or  more  targe  cysts,  not  often 
Bynimctiical,  and  with  sulci  between  them,  occupy  the  abdo- 
men :  by  vaginal  examination,  several  cysts  of  smaller  size  may 
be  detected  in  the  pelvis.  Small  growths  of  this  nature  are 
one-sided. 

Fibnf-cyslit  Disease  ef  the  Uterus. — It  is  probable  that  ovarian 
or  broad  ligament  cysts  have  been  not  infrequently  described  as 
cystic  disease  of  the  uteniit.  True  cystic  di.sease  is  undoubtedly 
very  rare.  In  very  few  cases  can  it  be  diagnosed  from  ovaitan 
cystoma.  It  has  most  of  the  signs  of  the  latter,  and  is  always 
sessile  on  the  uterus,  moving  consentaneously  with  that  organ. 
Many  ovarian  tumours  are  very  iutimatety  attached  to  the 
uterus. 

Pregiuuiey. — A  pregnant  uterus  stands  out  from  the  pelvis 
more  prominently  than  an  ovarian  or  other  tumour  of  the  same 
size:  raoic  of  the  fundus  is  palpable  than  in  other  tumours. 
The  uterine  walls  are  of  a  peculiar  density,  Suctuation  is 
obscure,  and  the  fcetus  may  be  felt  by  palpation  or  ballottenient. 
By  the  vagjna,  there  is  detected  a  characteristic  softening  of  the 
cervix— ~not  merely  the  superficial  softening  of  swollen  mucous 
membrane,  but  a  softening  all  through  its  tissue,  extending  up 
to  the  globular  capsule  of  muscular  fibre  which  contains  the 
fcetus.  The  lower  portions  of  the  uterus  tnove  in  harmony 
with  the  fundus.  The  other  well-known  signs  of  pregnancy 
will,  of  course,  be  looked  for. 

Hydramuiei,  Dropsy  ef  tht  Amaicn. — In  pregnancy  compli- 
cated with  albuminuria  the  amniotic  fluid  may  be  in  excess, 
giving  rise  to  a  condition  that  may  be  not  unlike  ovarian  or 
parovarian  cyst.  The  uterine  walls  are  very  thin,  and  fluc- 
tuation may  readily  be  elicited,  while  the  fwtus  may  be  Ireyond 
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the  reach  of  palpation.  Special  weight  is  to  be  given  to  the 
cooditioo  of  the  cervix — softened,  as  in  ordinary  pregnancy, — 
and  to  the  other  evidences  of  gestation. 

Hxmalomtlra. — A  round  globular  collection  of  flnid  in  the 
lower  abdomen  and  peivis  of  a  young  woman  who  has  not 
menstruated,  but  who  has  passed  the  period  of  puberty,  may  he 
a  collection  of  blood  inside  the  uterus.  The  cervi>;  uteri  is  not 
softened  nor  swollen,  and  there  are  no  signs  of  pregnancy.  The 
amount  of  cervical  tissue  feit  will  depend  on  whether  the  atresia 
is  at  the  external  or  the  internal  os.  Sometimes  there  is  complete 
atresia  of  the  vagina,  which  in  itself  suggests  the  diagnosis. 

Hsniatokoijifn.  Rttaintd  Memes. — The  various  conditions  in 
the  vagina  or  hjtncn  which  prevent  the  outflow  of  the  menstrual 
fluid  at  pubert>-  may  cause  the  appearance  of  a  cystic  tumour 
in  the  lower  abdomen.  The  ordinary  &ign  of  a  fluid  encysted 
enlargement,  with  the  abnormality  easily  discovered  by  vaginal 
exiiminaiion,  in  addition  to  amunorrhcca,  will  make  the  diagnosis 
easy.  Hscmatokolpos  bulges  more  into  the  pelvis  than  ha:mato- 
metra  ;  it  may  even  cause  distension  of  the  perineum,  and  visibly 
protrude  through  the  vulva.  The  uterus  sessile  on  the  top  of 
the  cyst  may  sometimes  be  palpated  through  the  abdomen. 

HjfJromtira. — When  occlusion  of  the  cervical  canal  at  its 
external  or  internal  opening  takes  place  after  the  menopause, 
there  is  a  collection  of  fluid  in  the  uterus  that  is  not  blood, 
but  a  clear  or  blood-stained  watery  or  viscid  fluid.  The  uterine 
walls  are  much  attenuated,  and  fluctuation  is  well  marked.  As 
a  clinical  curiosity,  an  hour-glass  dilatation  of  the  uterus,  from 
occlutnon  of  the  external  as  well  as  the  internal  os,  may  be 
mentioned.  Such  collections  of  watery  fluid  inside  the  uterus 
do  not  usually  attain  to  large  size,  and  they  arc  of  very  slow 
growth.  If,  as  very  rarely  happens,  the  contents  suppurate,  we 
get  the  condition  called  pyo-iuitra. 

Extra-uteriue  Pngnancy. — While  the  fuetus  is  still  alive,  and 
the  fluids  arc  in  normal  amount,  an  extra-uterine  gestation  may 
appear  in  the  lower  abdomen  as  a  thin-walled  obscurely  fluc- 
tuating cyst,  with  linn  and  deep  connections  in  the  pelvis.  By 
the  vagina,  an  enlarged  and  probably  anteverted  uterus,  inti- 
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mately  connected  with  the  growth,  will  be  detected.  General 
malting  and  induration  in  Douglas's  pouch,  and.  very  likely, 
part  of  the  contour  of  a  fcctus.  may  be  felt.  The  signs  of  preg- 
nancy, modified  and  misleading,  will  be  present. 

Cytls  of  ihi  Urathtt. — Small  cysta  of  the  urachus  containing 
a  feu-  drachms  of  fluid  arc  sometimes  found  at  abdominal 
operations.  Large  cysts  arc  rare.  They  arc  exactly  median, 
rise  a  little  higher  than  ovarian  tumours  of  the  same  size,  have 
DO  connection  with  the  uterus,  and,  if  not  large,  may  leave  a 
resonant  area  between  their  lower  nLirgins  and  the  pubcs. 
Tliey  fluctuate  freely  in  all  directions.  Sometimes  there  is  a 
history  of  urinary  trouble. 


FLUID  NON-SYHMBTRICAL  TUMOURS    FOUND  OK    CtTlieR   StDS  Of 
THE    ABDOMP.K. 

FimJ  Etdargtmmts  comtcUd  with  tkt  Kidmy. — These  are : 

Renal  cysts, 
Hydatids, 
Hydro-ncphrosis, 
Pyo-ncphrosis. 

The  special  diagnosis  of  these  conditions  must  be  carried 
out  by  methods  other  than  the  purely  physical.  Certain  phy- 
sical signs  which  they  have  in  common  may  here  be  enimicrated. 
A  cystic  enlargement  of  the  kidney  lies  in  close  contact  with ' 
t)»e  paiietes  in  the  lumbar  region,  causing  absolute  dulness' 
there  and,  according  to  its  size,  over  the  anterior  surface;  and 
is  either  fixed  or  but  slightly  movable,  having  it§  main  attach- 
ment deep  in  the  loin.  Growing  from  the  side  towards  the 
nuddle  line,  as  well  as  upwards  and  downwartU,  it  may  occupy 
the  whole  abdominal  cavity.  But  it  nearly  always  leaves  reso- 
nance in  the  opposite  flank,  and  can  rarely  be  detected  by 
vaginal  palpation.  The  passage  of  colon  over  it  may  be, re- 
vealed by  pcKussion  and  palpation. 

Nifhrie  aid  Ptri-iuphnc  Abi(us.—\  collection  of  fluid  in  the 
region  of  the  kidttey,  associated  with  signs  of  suppuration,  may 
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be  abscess  in  Itie  organ  Usdf  or  in  the  outlying  tissues.  It  U 
not  always  possible  to  diflerentiale  the  two  conditions;  in  fact, 
they  arc  often  dissociated.  In  cases  of  any  sending  there  is 
discolouration  of  the  overlying  skin,  with  inflammatory  thick> 
cniog  in  the  deep  parts,  and  tenderoe&s  on  pressure.  The  lum- 
bar muscles  are  fixed,  tense,  and  brawny.  Positive  signs  of  fluid 
are  frequently  absent :  tn  most  cases  the  early  condition  of  renal 
suppuration  is  that  of  a  solid,  and  not  of  a  fluid,  enlargement. 
Fluid  CcUcitioM  in  lite  Fallopian  Ttibes. — These  arc ; 

Hydro-salpinx, 

HxmatD'salpinx, 

Pyo-salpinx, 

It  is  not  often  that  cystic  enlargements  of  the  Fallopian 
tubes  become  abdominal  tumours.  They  are  usually  confined 
to  the  pelvis,  and  discovered  by  vaginal  and  rectal  palpation, 
or  by  the  ordinary  bimanual  method.  An  ovoid  or  irregular 
fluid  collection  of  small  size  lying  in  the  letro-uterioe  space, 
and  usually  on  one  side  of  it,  may  be  a  cystic  dilatation  of  the 
Fallopian  tube.  It  is  evidently  closely  connected  with  one  side 
of  the  uterus  at  the  fundus.  If  painless,  it  is  possibly  hydro- 
salpinx; but  this  cannot  be  difTcrentiated  from  small  cysts  of 
the  ovary.  If  painful  on  palpation — and  pain  is  often  a.  very 
prominent  symptom — it  is  probably  pyo-  or  ha;mato-salpinx_; 
but  may  be  ovarian  abscess,  or  localised  pelvic  suppuration, 
other  primary  or  resulting  from  pelvic  ha;matoccle.  The  diag- 
noMS  of  lesions  of  the  Fallopian  tubes  is  attended  with  con- 
ttderable  dililiculty. 

Extra-uUriitf  PrfgrmiKy,  and  especially  Fallopian  pregnancy 
(which  all  these  cases  probably  arc},  is,  in  its  early  stages, 
unilateral,  and  is  obscurely  cystic.  When  rupture  takes  placet 
the  enlargement  is  chiefly  median. 

Oiviniin  Ahiost. — A  suppurating  ovary  is  usually  dislocated 

'downwards.     It  is  rarely  larger  than  a  hen's  egg,  very  tender  on 

,  pressure,  tense  and  obscurely  fluctuating.     It  usually  lies  in  the 

recto.uterine  pouch,  on  one  side  or  the  other,  and  cannot,  on 

account  of  adhesions,  be  moved  from  this  situation. 
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FLUID  NOS-SYMM ETHICAL    TUUOU8S   OH    THE    RIGHT   SIDE   OP  THB 

AllDOUKN. 

Abscess  of  Cite  Liver. — Only  in  its  lalor  stages  can  the  presence 
of  fluid  in  a  liepatic  abscess  be  delected  by  palpation.  There 
■Sgeticral  enlargement  of  the  area  of  hepatic  duliiess;  the  liver 
margin  can  be  palpated  under  the  ribs,  and  pressure  there 
causes  pain :  there  are  the  usual  signs,  not  always  well  marked, 
liowever,  of  »iippuralioii ;  and  in  advanced  cases,  where  the 
growth  of  the  abscess  is  mainly  downwards,  there  may  be  a 
palpable  and  visible  protrusion  of  the  parictes.  Exploratory 
puncture  reveals  the  presence  of  pus. 

Hydatid  Diitast  of  tkt  Liver. — A  hydatid  cyst  usually  appears 
as  a  smooth,  painless  globular  enlargement  in  the  right  hypo*' 
chondriac  or  epigastric  regions,  obscurely  fluctuating,  elastic 
and  resisting.  The  characteristic  hydatid  fremitus  is  not  always 
detected.  If  the  cyst  lies  de«p  in  the  hepatic  tissue,  or  on  its 
posterior  aspect,  it  produces  no  signs  other  than  hepatic  en* 
largcmoot.  Exploratory  puncture  reveals  the  existence  of  clear 
hydatid  fluid,  with  perhaps  portions  of  the  entozoa.  Hydatid ' 
cysts  sometimes  suppurate,  and  then  are  indislinguisliable  front 
abscess. 

Oistmsim  of  the  Call- bladder , — A  pyriform  or  ovoid  cystic 
swelling  in  the  right  hypochondrium,  fixed  under  the  liver, 
but  movable  elsewhere,  painless  or  but  slightly  juinful,  will 
probably  be  distended  gall-bladder.  The  exact  nature  of  its 
oontenta — watery,  or  purulent,  or  bilious — will  be  revealed  by 
the  consideration  of  accessory  symptoms. 


FLUID    NON-SVUUBTRICAL  ENLARCBMBKTS  OF  THB    LEFT    SIDE  OF 
THE   ABDOME!!. 

SfUnit  Abstess. — Abscess  of  the  spleen  is  of  rare  occurrence; 
and  unless  it  is  of  large  size,  and  shows  a  tendency  to  burst 
through  the  parietes,  it  is  iwt  often  diagnosed.  Fluctuation  is 
always  obscure,  often  unrecognisable.  Thougli  the  symptoms 
are  usually  acute  and  atleniied  with  pain,  they  are  sometimes 
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very  clironic,  and  little  more  mity  appear  in  evidence  of  splenic 
abscess  than  a  boggy  serai  -  clastic  tumour  in  the  left  hypo- 
ehondriurn.  I  have  seen  a  case,  in  the  practice  of  a  colleague, 
where  a  large  abscess  of  the  spleen  was  opened  and  a  piece  of 
sloughed  ^lenic  tissue  removed,  nearly  as  large  as  an  orange, 
which  showed  slight  and  unimportant  signs  of  its  presence. 

Hydatids  of  th*  Spleen. — This  condition  is  abo  rare.  A  pain- 
less tumour  in  the  region  of  the  spleen,  smooth  on  the  surface, 
but  sometimes  tobulatcd,  obscurely  fluctuating  or  only  boggy, 
painless,  and  perhaps  exhibiting  the  hydatid  trembling,  is 
probably  hydatid  cyst  of  the  spleen.  Exploratory  puncture 
renders  the  diagnosis  certain. 


General  Examination  of  the  Patient. 

What  has  been  said  refers  merely  to  the  diagnosis  of  the 
growth  or  disease  for  which  operation  is  contemplated.  But 
before  such  operation  is  decided  upon,  we  must  also  make  an 
investigation  of  every  vital  organ — diagnose  the  condition  of 
the  patient,  in  ia.ct.  The  importance  of  this  cannot  be  loo 
strongly  insisted  upon.  Many  of  the  catastrophes  of  at>dominal 
surgery  arc  to  be  attributed  to  overlooking  some  lesion  of  an 
important  organ,  such  as  an  exhaustive  and  skilful  investigation 
of  the  whole  of  the  system  might  have  detected.  The  grand 
&ct  of  the  diagnosis  of  tlie  timiour,  and  everything  connected 
with  it,  is  too  apt  to  overshadow  the  di»gnosis  of  other  things. 
\Vc  take  a  pride,  and  justly,  in  the  rapidity  and  accuracy  with 
which  we  can  diagnose  the  nature  and  connections  of  an 
nbdominal  tumour;  and  this  cultured  and  impressive  skill  is 
liable  to  make  us  impatient  of  the  tedious  medical  examination 
of  the  whole  system.  The  condition  of  the  heart,  lungs,  kid- 
neys, no  one  would  dare  to  overlook  who  was  not  recklessly 
foolish ;  but  any  abnormal  symptom,  however  apparently  trivial, 
ought  to  be  followed  up  to  ^ts  origin.  For  instance,  in  two 
cases  of  abdominal  tumour,  1  had  seen  bleeding  from  tliel 
rectum,  as  an  effect  of  pressure,  which  disappeared  when  the 
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growth  was  removed.     A  third  case  had  similar  bleeding,  but 
for  certaio  reasons  was  not  at  once  submitted  to  operation. 
Later  on,  the  continuance  of  the  bleeding  demanded  a  special 
examination,  and  revealed  cancer  of  the  rectum.     Had  I  oper- 
ated upon  this  patient  when  she  was  iirst  seen,  1  should  havej 
done  so  in  ignorance  of  this  condition.     Dr.  Henry  C.  Coe*j 
records  a  case  which  he  lost  from  having  overlooked  a  stricttiro  . 
of  the  colon ;  and  many  other  similar  cases  could  be  quoted. 
Therdbre,  we  ought  never  lightly  to  pass  over  a  symptom  thatJ 
migkt  be  caused  by  the  disease:  wc  ought  to  be  certain  before' 
operating  that  the  symptom  is  so  caused. 


Exploratory  Incision. 

There  is  no  doubl  that  a  good  deal  of  rashness  and  a  certain 
amount  of  incompetence  is  sought  to  be  concealed  by  the  prac- 
tice of  "  exploratory  incisions."  No  incision  ought  to  be  merely 
exploratory :  at  the  utmost,  it  ought  to  be  ultimately  diagnostic  { 
in  a  case  of  extreme  doubt  and  difficulty.  The  exploratory' 
incision  of  the  skilled  surgeon  is  widely  different  from  tliat  of 
the  tyro.  Where  the  former  will  make  a  correct  diagnosis  in 
ninety  nine  out  of  a  hundred  cases,  the  latter  will  (ail  over  his 
tenth  case;  but  he  may  not  conclude  that  the  justification  of 
exploratory  operation  is  assured  merely  because  he  is  in  doubt  in 
this  case.  Perhaps  surgeons  of  large  experience  are  somewhat  to 
blame  for  so  freely  speakmg  of  this  tentative  proceeding  as  being  ' 
frequently  justifiable  and  necessary.  What  is  justifiable  in  their 
experienced  hands,  may  not  be  so  in  the  hands  of  less  experienced 
men.  Before  submiiting  our  patient  to  what,  after  all,  is  a  serious 
operation  and  a  trying  illness,  wc  ought  again  and  a^ain  to 
return  to  the  examination  of  the  disease,  read  and  re-read  the 
exhaustive  history,  and  decide  only  after  having  done  this.  At 
different  examinations  the  mind  focuses  its  attention  on  dilTercnt 
points,  and  travels  in  different  directions ;  and  each  examination 
may  give  us  new  information.  The  help  of  a  skilled  friend  is 
*  N.  V.  Mi4.  JfwtM..  May  gih,  tSSj. 
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always  valuable,  but  too  much  weight  must  not  be  given  to  it. 
Responsibility  begets  trustworthiness :  the  man  who  operates  is 
the  man  who  must  diagnose,  and  additional  acumen  is  given  to 
his  powers  by  the  heavy  responsibility  that  waits  upon  their 
fruition. 

Having  made  this  "  exploratory  incision,"  we  must  not  be 
too  rash  in  converting  it  into  an  operative  one.  We  ought  to 
be  sure,  before  inflicting  the  slightest  injury  upon  the  growth, 
that  we  can  remove  it.  To  have  been  forced  to  submit  the 
patient  to  exploration  by  incision,  is  grievous  enough ;  but  to 
have  added  thereto  additional  risks  from  sheer  meddlesome- 
ness, is  unpardonable.  Difficulties  and  dangers,  legitimate  and 
unavoidable,  are  numerous  enough,  in  all  conscience,  in  abdom- 
inal surgeiy :  let  us  not  to  these  add  risks  that  are  illegitimate 
and  avoidable. 


Section  II. 


ABDOMINAL    OPERATIONS    CONSIDERED 
GENERALLY. 


ITomenclature.    Historical. 

The  operation  of  abdominal  section  has  for  a  verj-  long 
time  been  known  by  the  term  Gastrotomy,  from  '^aar^p — belly, 
and  To;i^— incision.  As  the  proceeding  was  at  first  carried  out 
only  for  the  purpose  of  removing  a  foetus  from  the  womb,  the 
name  came  to  have  a  limited  application  to  C^esarean  section. 
Thus,  in  the  dictionary  by  Blancard  of  Middleburg,  in  Zealand, 
published  near  the  end  of  the  seventeenth  century,  and  trans- 
lated into  English  in  1702,  " Gastrotomia "  is  defined  as  "the 
cutting  open  of  the  abdomen  and  womb,  as  in  sectio  Caesarea." 
Gastrorraphy  about  this  time  was  chiefly  used  as  meaning 
simple  suture  of  wounds  in  the  abdomen ;   but   it  was   also 
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applied  (o  the  introduction  of  sutures  in  the  bowel.  In  these 
instances  the  word  -fmrrqp  was  used  in  its  original  and  legitimate 
sense,  corresponding  to  the  vulgar  rather  than  the  anatomical 
word,  "  stomach ; "  but  when  ihe  stomach  proper  came  within 
the  spliere  of  practical  surgery-,  Gastrotomy  was  often  used  for 
the  operation  of  removal  of  foreign  bodies  from  that  viitciis. 
S6dilIot  introduced  the  word  Gastrostomy  (*To>a — mouth)  to 
indicate  the  formation  of  stomachic  fistula;  and  Gastrorraphy 
has_  cpiilc  recently  been  used  by  Billroth  and  others  to  signify 
closure  of  an  opening  in  the  stomach  by  suture.  In  the  begin- 
niog  of  this  century  the  term  Laparotomy  {Xariipa — flank)  came 
into  use  for  opcrntions  such  an  herniotomy,  or  the  operation  for 
artificial  anus  made  in  the  loin.  Soon  it  came  to  have  a  wider 
significance,  and.  now  it  is  applied  to  any  and  every  operation 
in  which  section  of  the  abdominal  walls  is  performed.  As,  io 
the  words  Gastrostomy,  Gastrotomy,  Gastrorraphy,  ^nimjf.  is 
probably  now  permanently  appropriated  to  the  anatomical 
stomach,  Laparotomy  is  probably  the  best  word  to  use  generally 
for  the  operation  of  abdominal  section.  "  Vcntrotomy "  has 
recently  been  proposed  as  a  convenient  term  for  abdominal 
scciioQ.  Unfortunately,  there  is  abundant  precedent  for  the 
introduction  of  barbarous  words  into  our  terminology;  but  the 
practice  scarcely  deserves  encouragement.  Petit*  would  limit 
the  word  Gastrotomy  to  indicate  in  a  general  way  the  operations 
practised  on  the  abdominal  wall;  Laparotomy,  for  Ihe  oper- 
ations performed  for  intestinal  obstruction ;  and  Stomachic 
Incision  (TaiU«  stomacalc),  for  removal  of  foreign  bodies  from 
the  stomach.  But  abdominal  terminology  in  England  has 
already  got  beyond  the  possibility  of  using  these  hmitations. 
Tlie  special  operation  is  sought  to  be  indicated  by  affixing 
certain  terminal  words  to  the  Greek  name  of  the  organ  indi- 
cated. Thus,  "-tomy"  {to/t^ — incision)  is  added  to  indicate 
mere  incision,  as  in  nephrotomy,  hepatotomy,  cholecyslotomy. 
The  termination  "  •ectomy  "  (it,  out  of;  to^)  is  added  to  indi- 
cate cutting  out  or  removing  the  organ ;  as  in  nephrectomy, 
splenectomy,  colectomy,  pylorcctomy,  &c.    The  suffix  "-stomy" 

*  Ditl.  ettytl.  Jfs  St.  Mii..  lome  VIJ..  iS»»v/P'."  Cwvio'^'e" 
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(>r>u;«i — mouth)  indicates  the  formation  of  an  opening  in  a 
hollow  viscus  that  is  intended  to  be  pennancnt ;  as  in  gastro- 
stomy,  gastro-cnlcrosComy.  In  colotomy,  an  opening  is  made 
that  is  usually  permanent,  and  the  word  colostomy  would  then 
be  more  exact;  enterotomy  would  sometimes,  but  not  always, 
be  better  indicated  by  the  won)  enterostomy.  The  terininatioa 
"  -rraphy  "  or  "  -rhaphy"  (/hi^&t — suture)  is  used  as  meaning  any 
suturing  of  an  organ  for  wound,  as  gastrorraphy ;  or  to  fix  it,  if 
movable,  as  nephrorraphy.  The  latter  term  might  also  be  very 
properly  used  to  indicate  the  suturing  of  a  wound  or  laceration 
of  the  kidney. 

The  history  of  each  operation  will  be  given  its  proper  place. 
Here  it  need  only  be  noted  that  tlie  progress  of  abdominal 
surgery  has  not  been  simply  forward  in  a  straight  line,  but  in 
waves  of  advancement  and  retrogression.  There  can  be  no 
doubt  that  the  technique  of  abdominal  surgery  was  more  perfect 
oeaily  two  centuries  ago  than  it  was  lifty  years  ago.  Minute 
and  excellent  directions  for  making  and  for  suturing  wounds  in 
the  abdominal  walls  were  given  in  several  works  on  surgery 
published  during  the  seventeenth  and  eighteenth  centuries,  in 
more  than  one  of  the  works  of  this  period  instructions  as  to  the 
inclusion  of  the  peritoneum  in  suturing  the  abdomen  arc  given 
with  scientific  precision.  Hcister,  who  wrote  about  the  middle 
of  the  eighteenth  century,  so  far  anticipated  modern  art  as  to 
advocate  drainage  of  the  lower  abdomen  by  a  cannula,  and 
washing  it  out  by  "  vulncrar>- decoctions."  In  C<csarcan  sec- 
tion, Koussctus  advised  this,  as  well  as  drainage  of  the  uterus 
by  a  cannula  inserted  into  its  cavity.  The  directions  given  for 
dosing  an  abdominal  wound  by  Dionis,  in  bis  Count  of  Surgual 
OptnUitms  (1733),  might  almost  be  quoted  bodily  as  the  practice 
-of  the  Samaritan  Free  Hospital  to-day. 

AU  this  good  work  was  ignored,  and  more  which  followed  it ; 
and,  in  times  comparatively  modem,  much  good  practice  that 
bad  been  tried  and  proved  by  past  masters  in  the  art  was 
neglected  and  overlooked.  The  clamp  in  ovariotomy  was  a  dis- 
tinct step  backward;  but  the  amount  of  advance  which  followed 
its  aboirttooi3>cing.«s'iw;hronous  with  the  introduction  of  anti- 
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septics,  cannot  accurately  be  estimated.  I  think  there  can  be 
no  doubt  that  the  most  important  single  contribution  to 
abdominal  surgery  is  the  gospel  of  surgicul  cleanliness  preached 
by  Lister;  but  along  with  this  we  must  reckon  the  greater 
perfection  of  finisli  in  every  operation,  rendering  the  work 
of  the  best  operators  something  approaching  the  ideal  in  surgical 
art. 


The  Operative  aurgery  of  the  Abdomen. 


[The  practical  surgery  of  the  abdomen  presents  many 
features  special  to  itself.  The  manipulations  have  to  be 
performed  in  an  area  exquisitely  sensitive  to  traumatic  in- 
fluences, and  in  the  midst  of  organs  whose  integrity  is 
peculiarly  necessary  to  life.  The  peritoneal  fluids  are  very 
prone  to  take  on  septic  contamination,  and  the  inflammation 
thereby  induced  is  doubly  dangerous,  from  the  great  amount  of 
_  surface  over  which  it  may  extend,  and  from  the  involvement 
of  the  structures  of  the  sympathetic  system,  which  are  so 
abundantly  distributed  under  the  peritoneal  membranes. 

Before  an  abdominal  operation  can  be  performed  section 
of  the  parietes — a  proceeding,  in  itself  demanding  some  surgical 
skill  and  knowledge — has  to  be  concluded ;  and,  when  the 
operation  proper  is  finislied,  the  accurate  closure  of  this  wound, 
in  a  manner  fully  to  meet  tlie  immediate  and  remote  demands 
made  upon  its  union,  requires  more  care  than  does  an  ordinary 
surgical  wound.  The  manipulations  in  the  cavity  have  to  be 
rformed  frequently  at  some  distance  from  the  surface,  some- 
times out  of  sight,  and  are  often  of  a  difficult  and  delicate 
nature.  Through  the  whole  proceeding,  careful  avoidance  of 
injury  to  vulnerable  organs  by  rough  handling  or  exposure,  and 
minute  and  continuous  attention  to  secure  absolute  cleanliness 
in  hands,  instnimcnts,  and  sponges,  are  especially  important. 
Lastly,  certain  wcll-cstahlislicd  rules  as  to  the  environment  of 
the  patient,  and  the  management  of  the  case,  must  be  attended 
to.  These  and  such  questions,  being  common  to  all  abdominal 
operations,  will  now  be  considered  in  detail, 
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SNVIRONUBNT  OF  PATISNT. 

TJfc*  Sirf-rwM, — There  is  no  disputing  the  fact  that  the" 
best  results  in  abdominal  surgery  arc  got  in  specially  prepared 
rooms  or  wards.  It  is  true  also  that  the  mortality  in  large  general 
hospitals  is  greater  than  in  small  specially  designed  hospitals. 
Cut  it  is  further  a  fact  that  the  most  experienced  operators  are 
attached  to  the  small  special  hospitals ;  and  il  is  therefore 
im]x»sible  to  >ay  how  far  the  good  results  are  to  be  attributed 
to  the  surroundings  of  the  patient,  and  how  far  to  the  skill  of 
the  surgeon.  That  an  a  ^nW probability  of  the  greatest  success 
would  be  got  in  specially  designed  hospitals,  fully  under  the 
control  of  a  highly  skilled  surgeon,  there  is  no  question;  and 
this  would  hold  true  of  any  surgical  operation  in  the  hands  of  a 
man  who  specially  devoted  himself  to  it.  But,  at  the  present 
time  at  least,  it  is  perhaps  nearly  as  true  of  abdominal  as  of 
other  operations,  that  extra  care  in  avoiding  all  matters  con* 
ducivc  to  gepticism  will,  with  surroundings  such  as  most 
surgeons  can  command,  justify  their  being  carried  out  either 
io  general  hospitals  or  in  priv.-ite  dwcltingit.  Very  few  surgeons 
can  begin  an  operation  of  any  sort  with  the  consciousness  that 
the  patient  is  being  submitted  to  the  best  conceivable  conditions 
for  recovery :  much  that  i«  justifiable  is  not  perfect. 

This,  of  course,  is  no  arguuient  against  every  elTort  being 
made  to  secure  for  the  patient  the  best  possible  surroundings. 
An  ideal  room  —  situated  io  an  open  and  elevated  localityt 
ventilated  with  wanned  (and  perhaps  filtered)  air,  wall  and 
floor  impermeable  to  moisture  and  readily  and  easily  washed, 
and  with  many  other  excellences  which  could  be  detailed — is 
rarely  in  this  country  at  the  disposal  of  surgeons.  Such  rooms, 
abundant  enough  in  .\merica  and  on  the  Continent,  arc  usually 
erected  at  the  private  expense  of  the  operators.  In  only  a  few 
hospitals  in  England  are  there  specially  prepared  private  wards 
for  abdominal  surgery. 

If  the  operation  has  to  be  performed  in  a  private  dwelling,  a 
laige,  bright  room  with  a  southern  aspect,  and  which  can  be 
kept  comfortably  warmed  and   well   ventilated,   ought   to   be 
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sdected.  A  room  that  has  not  beea  coDslsatly  occupied  as  a 
bedroom  is  likely  to  be  more  fresh  and  sweet  than  one  that  has 
been  so  occupied.  Carjiuls,  curtains,  and  everjihing  that  may 
harbour  du&t  and  filth,  ought  to  be  removed.  A  well-kept 
bedroom,  in  a  home  of  gentlefolks,  will  require  nothing  changed 
or  removed. 

If  the  windows  arc  kept  open  for  twenty-four  hours  or  so, 
while  a  large  fire  is  kept  burning  in  the  grate,  the  room  will  be 
freshened  and  purified,  and  thus  made,  not  only  a  more  pleasant, 
but  3  more  safe  habitation  for  the  patient. 

Admiisien  of  Visitort.  —  The  question  of  the  presence  of 
visitors  at  the  operation  has  been  much  discussed.  Some 
surgeons  admit  no  visitors  beyond  their  immediate  assistants; 
others  admit  a  limited  number,  who  declare  that  they  have  not 
recently  l>e«n  in  contact  with  aejitic  products;  not  many  admit 
victors  without  restriction  of  any  sort.  If  the  room  is  small, 
one  would  certainly  rather  not  have  the  air  made  foul  by 
crowding ;  and  in  every  case,  one  would  not  care  to  have  in  the 
room  individuals  who  have  recently  come  from  contact  with 
cases  of  pyiemia  or  erysipelas.  But  if  one  has  full  confidence 
in  the  antiseptic  spray,  and  the  room  is  large,  1  see  little 
necessity  in  heing  particular  as  to  the  admission  of  onlookers, 
wherever  they  may  have  come  from,  and  whatever  be  their 
number.  In  the  Bristol  Infirmary,  I  operate  in  the  general 
theatre,  placing  no  restrictioiut  whatever  on  visitors:  and  it 
happens  by  a  somewhat  clumsy  arrangement,  that  the  adminis* 
trator  of  anesthetics  is  also  the  pathologist.  The  results,  over 
more  than  sixty  cases  (I  purposely  exclude  private  operations), 
are  equal  to  those  got  in  any  speci.-(l  hospital. 

Puri/tcation  of  AlmosphfTt. — Some  surgeons  seek  to  improve 
the  purity  of  the  atmosphere  in  which  the  operation  is  to  be 
perlormed  by  making  a  steam  antiseptic  spray  play  in  the  room 
for  a  few  hours.  There  is  no  strong  objection  to  this :  if  it  does 
twthing  else,  it  lays  the  dust.  But  if  the  room  has  been  properly 
cleansed  and  ventilated,  and  the  surrounding  air  is  of  the 
moderate  purity  and  freshness  that  may  be  found  almost  any- 
where in  England,  the  spray  in  the  room  is  perhaps  uncalled 
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for.  If  any  objection  couM  I>c  raised  to  the  proceeding,  I  think 
it  ought  to  be  on  ihc  ground  of  saturating  the  atmosphere  with 
tnoistuie.  Respiration  is  not  so  easy  in  an  atmosphere  laden 
with  mnsture,  as  in  one  that  is  dry ;  and  if  a  patient  has  to 
undergo  a  prolonged  and  dangerous  operation,  wc  shonld  desire 
to  have  the  recovery  from  shock  promoted  by  cverj'  possible 
surrounding  benefit — one  of  which  is  certainly  not  a  wet, 
depressing  atmosphere  to  breathe. 

As  to  the  Ms  and  Mding,  no  special  directions  need  be 
given.  A  narrow  bed,  preferably  with  spring  or  woven-wire 
bottom,  on  which  is  laid  a  good  horsehair  mattress,  will  satisfy 
all  requirements.  1  prefer  to  have  two  beds;  the  patient  being 
lifted,  in  the  sheet  on  which  she  Iie«,  from  one  bed  to  the  other 
ever)'  night  or  morning,  or  both  night  and  morning,  and  the 
unused  mattress  being  taken  out  of  the  room  to  be  dried  and 
aired.    This,  however,  is  a  hixury,  and  not  a  necessity. 

For  elctking,  I  think  the  best  plan  is  to  entirely  discard  the 
night-dress,  and  use  instead  a  jacket,  made  of  5ne  flannel, 
which  reaches  as  far  as  the  loins.  If  the  patient  desires  it,  Uneo 
drawers  may  be  worn.  Free  access  to  every  part  of  the  abdomen^ 
with  warmth  and  lightness,  are  the  chief  requisites  in  the  cloth- 
ing of  such  patients. 

Tki  Nurtf. — For  nursing  abdominal  cases,  no  special  skill  is 
necessary  in  the  attendant  beyond  ability  to  pass  the  catheter 
with  gentleness  and  dexterity,  and  without  moving  or  exposing 
the  patient.  Clumsiness  in  this  art  worries  the  patient  ig  an  un- 
Dcccssarj- degree:  and  this  worry  the  surgeon  may  know  nothing 
of,  as  the  patient  believes  it  to  be  a  necessary  part  of  the  treat- 
ment, and  does  not  complain ;  while  the  nurse  is  not  likely  to 
epcak  of  her  own  awkwardness.  It  is  extraordinary  how  rarely 
we  Bnd  even  the  most  skilled  nurse  able  to  calhelcrisc  a  patient 
ueundum  arttm.  It  will,  therefore,  be  well  to  see  the  nurse  pass 
the  catheter  at  least  once  on  each  new  patient.  If  she  f;iils  in 
dexterity,  a  hint  as  to  any  peculiarity  of  conformation,  and  the 
way  to  overcome  it,  will  give  her  confidence  in  future  acts  of 
caihelerisation.  Beyond  tliis,  the  nurse  must  have  a  perfect 
familiarity  with  the  use  of  the  rectum  tut>e,  which  may  be  left  to 


her  tliscretion;  and  a  practical  knowledge  in  the  administration 
of  enemas.  A  perfect  nurse  is  a  perfect  woman,  rarely  to  be 
had ;  but  good  temper,  implicit  and  uncomplaining  obedience, 
gentleness,  cleanliness,  and  some  degree  of  physical  strength 
and  endurance,  are  absolutely  essential. 

In  simple  cases,  one  nurse  will  be  sufficient,  as  after  the  first 
few  days  she  may  have  full  rest.  In  bad  cases,  it  is  wise  to 
have  a  day  and  a  night  nurse.  Not  only  will  they  give  better 
nursing,  but  they  will  give  some  variety  to  the  patient,  and  be 
more  bright  and  cheerful  in  the  sick-ioom  than  if  they  were 
tired  and  over- worked. 


PRSLIMINARIBS  TO  OPERATION. 

PMfianiim  of  Palitut. — In  most  cases,  all  that  is  wanted  by 
way  of  preparation  is  the  administration  of  a  purge  the  day 
before  operation — supplemented,  where  deemed  expedient,  by  a 
simple  enema.  The  last  two  or  three  meals  should  be  of  such  a 
nature  that  no  residue  will  be  left  in  the  bowel  at  the  time  of 
operation.  If  peritonitis  or  enteritis  Gupcrvenc,  it  will  be  one 
point  in  favour  of  good  progress  that  there  are  no  irritating 
matters  in  the  liowel.  Starvation  for  two  or  three  days  before 
operation,  as  has  been  recommended,  is  unnecessary  and 
detrimental.  The  advantage  of  having  to  operate  with  collapsed 
bowel  inside  the  abdomen  is  more  than  counterbalanced  by  the 
weakening  of  the  patient  which  such  a  procedure  induces. 

I  think  that  the  advantages  of  catheterism  before  operation 
are  somewhat  exaggerated.  1  am  convinced  that  it  is  unneces- 
sary, and  1  never  have  it  done.  The  patient  may  pass  water 
before  operation :  if  there  is  some  abnormal  condition  in  the 
bladder  which  prevents  her  being  able  to  empty  it,  I  would 
as  soon  fmd  this  out  after  operation  as  before.  We  can  see 
and  feel,  and  accurately  loc.ite,  an  enlarged  bladder  if  it  is  dis- 
teoded ;  lying  Hat  and  empty  over  b  growth,  we  may  unwittingly 
injure  it.  if  the  bladder  contains  so  much  urine  as  to  be  in  the 
way  of  the  operator,  it  may  be  emptied  by  an  assistant :  this, 
howcA'cr,  will  rarely  be  necessary. 

If  the  patient  is  of  the  lower  classes,  it  will  be  well  that  she 
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should  have  a  waim  bath,  and  have  het  skin  well  cleansed  with 
soap  and  water.  Apart  from  the  increase  of  comfort, — a  result 
not  to  be  lightly  estimated, — the  advantages,  in  aiding  free 
cutaneous  action  by  removing  layers  of  efTolc  epidermic  scales 
and  accumulated  dirt,  must  be  considerable,  especially  in  cases 
where  the  renal  functions  are  not  quite  normal.  At  the  site  of 
the  wound,  particular  care  is  to  be  taken  with  the  cleandng 
process.  The  parts  are  soaked  for  twenty-four  hours  previously, 
by  several  layers  of  lint  containing  i-ao  carbolic  lotion ;  and 
the  umbilicus  and  pubes  are  scrubbed  with  a  nail-brusli.  The 
pubic  hair  need  not  be  shaved :  septic  matters  lodge  rather  in 
the  hair  follicles  than  upon  the  hair  itself. 

Operating  Table. — Any  ordinary  operating  table  will  suffice.  It 
sliould  be  narrow,  and  it  sliould  not  be  low.  A  simple  deal 
board,  about  two  feet  broad,  placed  between  trestles  or  tables, 
or  any  other  solid  support,  makes  an  excellent  operating  tabic. 
The  height  of  it  should  be  regulated  according  to  the  height  of 
the  surgeon.  Nothing  is  more  tiring  than  to  bend  over  the 
work  during  a  long  operation ;  and  such  weariness  would 
undoubtedly  tell  upon  manual  dexterity.  A  table,  three  feet  to 
three  feet  four  inches  in  height,  will  elevate  the  patient  so  that 
the  surgeon  can  stand  up  to  his  work.  The  patient's  arms  arc 
confined  by  a  piece  of  bandage  or  broad  webbing  earned  round 
the  operating  table,  and  fixed,  by  a  clove-hitch  or  other  con> 
venieot  means,  around  the  wrist.  The  legs  are  confined  by 
tyiDg  the  bandage  over  the  knees  and  under  the  table.  For 
confining  the  aims  1  am  in  the  habit  of  using  the  well-known 
wristlets  invented  by  Mr.  Prichard  for  lithotomy;  the  hooks 
being  fixed  into  holes  ni.ide  in  a  broad  piece  of  webbing  which 
is  passed  under  the  operating  table.  Apparatus  specially  made 
for  the  purpose  may  be  purchased. 

Covtringt. — In  every  case  the  patient  sliould  be  so  wrapped 
up  that  as  little  as  possible  of  the  body  heat  will  be  lost.  Two 
warmed  blankets  are  placed  on  the  operating  table,  and  folded 
separately,  so  that  one  can  be  turned  over  the  front  of  the  lower 
limbs,  and  the  other  over  ihe  chest  and  upper  abdomen.  If  it 
seems  advisable  to  take  extra  care  to  keep  the  patient  warm,  a 
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Uycf  of  coltoo  wool  over  the  chest  and  under  the  flannel  jacket, 
and  rolls  of  wool  around  the  limbs  under  the  blankets,  may  be 
Added. 

When  the  patient  is  properly  protected  aftaiast  cold,  the 
whole  body,  front  chin  to  feet,  in  covere<)  \vith  a  lilieet  of  mac- 
intosh in  which  an  opening  has  been  made,  of  size  and  shape 
convenient  (or  exposing  the  area  in  which  the  operation  is  to  be 
done.  An  oval  opening,  about  seven  inches  long  by  four  broad, 
will  be  found  suitable  for  the  majority  of  operations ;  the  slieet 
itself,  so  as  completely  to  cover  the  patient  and  to  hang  over 
the  sides  of  Ihc  table,  roust  be  about  six  feet  square.  The 
opening  is  made  about  two  feet  from  the  top. 

On  the  under  suiface  of  this  macintosh  sheet,  around  the 
maxipn  of  the  opening,  is  spread  adhesive  material,  such  as  is 
used  on  ordinary  adhesive  plasters ;  the  edges  of  the  opening 
are  thereby  made  to  adhere  closely  to  the  skin,  leaving  exposed 
only  as  much  of  the  abdominal  wall  as  is  necessary  for  operating. 
The  impervious  sheet  prevents  loss  of  heat  by  evaporation,  and 
fcceps  the  patient  and  her  coverings  clean. 

In  every  aI>dominal  operation  I  should  use  this  sheet  of 
macintosh.  Its  virtues  may  be  more  conspicuous  in  the  removal 
of  large  cj'stic  growths,  where  it  keeps  the  patient  dry  and 
serves  to  guide  the  fluid  into  the  receptacle  provided,  than  in 
small  or  solid  growths,  where  such  uses  may  not  be  called  for. 
But  bowels  may  be  extruded  in  any  abdominal  operation  ;  and 
blankets,  towels,  or  slieets  may  become  displaced  and  get  in  the 
way.  The  impervious  rubber  sheeting,  when  washed,  provides 
a  field  for  operation  which  is  always  clean,  and  it  keeps  every- 
thing else  out  of  the  way. 

A  sponge-cloth,  wrung  out  of  warm  antiseptic  lotion,  laid 
over  the  macintosh  below  the  field  of  operation,  will  be  found 
very  useful  for  wiping  soiled  fingers  upon,  and,  if  requisite,  for 
ihrowiog  over  extruded  intestioes. 

WtrmtM. — It  is  not  wise  to  operate  in  a  room  under  60^  Fah. ; 
bat  the  necessity  of  warming  the  room  up  1070'  l-'ah.  need  not  be 
insisted  upon.  Evaporation  is  the  chief  cause  of  cooling  of  the 
peritoneum ;  and  this  is  prevented  by  packing  into  the  exposed 


SB 


OPERATIVE  SURGERY  OF  ABDQMEV. 


cavity  soft  warmed  sponges,  and  by  protecting  extruded  viscera 
with  large  flat  sponges,  or  several  layers  of  thick  soft  cloth. 
General  warmth  of  tlic  body  is  maiataincd  by  the  method 
indicated. 

Light. — The  use  of  artificial  light  during  daylight  for  the 
purpose  of  searching  for  bleeding  points  in  the  deep  parts  has 
becD  recommended.  For  this  purpose  an  electric  lamp  is,  for 
obvious  reasons,  undoubtedly  the  l>est.  I  have  no  experience 
of  the  electric  Ump,  and  have  never  found  the  necessity  for  its 
use ;  though,  in  a  badly-lighted  room  on  a  dark  day,  I  can 
readily  conceive  that  it  might  prove  of  great  assistance.  A 
hand  mirror  is  often  useful  for  throwing  reflected  light  into  the 
cavity. 

AssiUance. — Besides  the  anarsthclist,  one  assistant  is  all  that 
is  wanted  for  most  abdominal  operations.  Such  an  assistant 
ought  to  be  familiar  with  the  methods  of  the  operating  surgeon ; 
able,  with  swiftness,  precision,  and  dexterity,  to  second  and 
facilitate  his  proceedings  at  every  step.  He  must  have  no 
opinions  of  his  own  as  to  operative  details,  but  try  to  follow 
implicitly  the  mental  direction  of  his  chief.  His  duties  are 
simply  those  of  the  operator ;  he  acts  as  his  third  or  fourth 
hand.  A  skilled  assistant  is  thus  on  the  high  road  to  becoming 
a  skilled  operator;  and  he  frequently  reaches  this  goal.  If  an 
unskilled  assistant  has  to  be  used,  I  think  a  medical  student  is 
of  more  use  than  a  tried  surgeon  who  has  no  experience  in 
abdominal  surgery.  The  student  will  do  what  he  is  told,  and 
no  more.  As  a  matter  of  fact,  in  most  cases  of  abdominal 
surgery,  an  assistant  of  any  sort  is  a  hixury  rather  than  a 
necessity.  As  personal  experience  increases,  the  two  hands 
become  capable  of  doing  more  and  more ;  and,  with  the  excep* 
tion  of  some  minor  manipulations,  which  might  ea^ly  be  per- 
formed by  a  nurse,  the  surgeon  can  do  most  things  without 
assistance  of  any  sort.  But  the  unexpected  often  happens  in 
abdominal  surgery,  and  the  presence  of  a  skilled  assistant  in  any 
of  the  numerous  accidental  emergencies  will  so  frequently  be  of 
conspicuous  advantage,  that  it  will  be  wise  never  to  operate 
without  his  presence. 


ANTISEPTICS. 
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ANTISBPTICS. 

The  most  perfect  surgery  is  aseptic,  rather  than  antiseptic. 
All  antiseptics  arc  more  or  less  irritating,  and  thereby  to  some 
extent,  however  small,  harmful  to  the  peritoneum  ;  if  there 
ts  no  septic  material  in  the  air,  fluids,  Angers,  sponges,  or 
instniments  that  come  into  contact  with  the  wound  or  peri- 
toneum, they  are  also  useless.  That  perfect  purity  of  every 
material  which  touches  the  inside  of  the  abdomen  is  absolutely 
essential,  all  are  agreed  :  the  only  questions  in  dispute  are,  as 
to  whether  the  air  also  ought  to  be  purified — that  is,  whether 
the  steam  spray  should  or  should  not  be  used;  and  whether  aati* 
septic  lotions  should  be  used  lor  cleansing. 

When  the  spray  is  condemned  as  harmful  by  such  men  as 
Keith  and  Tail  on  the  one  hand,  and  upheld  as  beneilcial  by 
such  men  as  Thornton  and  Wells  on  the  other,  we  may  safely 
conclude  that,  under  any  circumstances  which  may  be  common 
to  all  their  patients,  it  is  unimportant.  Spray,  or  no  spray,  is 
probably  a  choice  of  evils,  and  of  not  very  great  evils.  On  the 
one  side,  the  evil  is  irritation  of  the  peritoneum,  from  the 
germicide:  cooling  of  the  peritoneal  surfaces,  from  welting  and 
evaporation;  and  poisoning,  from  absorption  of  the  antiseptic 
agent  used.  On  the  other  side,  the  evil  is  a  danger  to  bo 
livoided — namely,  septic  peritonitis,  from  conlamination  by  the 
surrounding  air. 

Now,  there  is  no  doubt  whatever  that  the  greatest  risk  of 
peritonitis  arises  from  impurity  of  hands,  sponges,  and  instru- 
ments, and  not  from  air.  The  spray  has  little  influence  over 
these:  but  repeated  cleansing  with  soap  and  water  will  render 
tbem  practically  pure.  An  antiseptician  who  scrupulously 
attends  to  cleansing  of  liands  and  instruments  is  in  a  better 
position  than  one  who  places  all  his  trust  in  the  spray.  And, 
as  a  matter  of  fact,  those  who  object  to  the  spray  do,  all  of 
tbcm,  most  thoroughly  and  efficiently  purify  fingers,  sponges, 
and  instruments.  It  has  become  evident  that  many  surgeons, 
with  implicit  belief  in  Listerism,  trust  too  much  to  carbolic  acid 
or  its  Biiics,  and  pay  too  little  attention  to  the  cleansing  of 
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Sponges  and  fingers,  by  simply  removing  the  filth,  ratlier  than 
disinfecting  it.  Herein  non-antisepticisns — or,  as  they  might 
more  justly  be  called,  asepticians — teach  a  lesson  which  it 
would  be  well  for  all  to  follow. 

The  dangers  of  the  spray  in  ordinary  operations  are  un- 
doubtedly very  small.  It  is  easy  enough  to  protect  the  peri- 
toneum by  sponges,  and  to  prevent  cooling  of  the  abdominal 
surface  by  a  macintosh  cloth.  Carboliiria  in  these  cases  is  very 
rare ;  and  even  if  it  comes  on,  it  is  practically  always  slight  aixl. 
evanescent.  In  the  case  of  prolonged  and  difficult  operations, 
where  tlie  peritoneum  must  lie  exposed  for  the  separation  of 
adhesions,  the  dangers  of  the  spray  arc  undoubtedly  real,  if 
they  are  not  great.  Here,  personal  experience  is  everything. 
Thornton  lias  strongly  expressed  his  belief  in  its  freedom  from 
danger;  and  other  operators,  American  and  continental,  agreai 
with  him.  Personally,  speaking  from  an  experience  of  cases 
which,  from  various  causes,  have  been  of  more  than  average 
difficulty,  I  have  seen  the  spray  do  no  harm. 

The  practical  outcome  of  the  teaching  of  modem  surgery  is  i 
probably  this.  All  bodies  that  come  into  contact  with  the 
wound  or  peritoneum  are  to  be  made  thoroughly  clean  and 
aseptic.  The  operation  must  be  performed  in  air  that  is  not 
only  free  from  contamination,  but  very  approximately  pure. 
If  the  air  is  not  in  this  wholesome  condition,  then  Jt  must  be 
purified  by  the  use  of  an  antiseptic  spray,  either  in  the  room 
before  operation,  or  over  the  abdomen  during  the  operation. 
In  all  cases  of  doubt  as  to  the  condition  of  the  air — and  such 
cases  must  be  common — it  is  wise  to  use  the  spray.  And  some 
weight  must  be  given  to  the  personal  experience  and  habits  o(j 
the  surgeon.  A  man  who  is  thoroughly  conversant  with  the  us*' 
of  tlie  spray,  who  knows  exactly  how  strong  it  may  be  made, 
and  how  best  its  evil  eifects  may  be  minimised,  will  be  loth  to 
dispense  with  the  security  it  affords,  even  where  surroundings 
appear  to  be  most  favourable.  Another,  who  uses  it  as  a  sort 
of  experiment  (and  there  are  still  many  such),  or  who  has 
already  come  to  have  confidence  in  his  own  methods  without 
sptay,  will  probably  decide  against  it.     If  it  is  possible  to  create 
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a  bias  one  way  or  the  other,  I  think  it  ought  to  be  towards  the 
spray.  If  the  points  in  dispute  are  narrowed  down  to  carbolic 
poisoning  on  the  one  hand,  and  septic  poisoning  on  the  other, 
I  should  not  hesitate  as  to  which  I  should  seek  to  ward  off  from 
my  patient. 

The  Steam  Spray. — If  the  antiseptic  spray  is  used,  certain 
practical  details  must  be  attended  to.  We  must  employ  the 
least  amount  of  spray  compatible  with  efficiency.  One  nozzle 
is  sufficient,  if  it  throws  a  large  finely  divided  cloud.  A  cloud 
that  is  dense  and  coarse  is  particularly  to  be  avoided.  It  will 
be  found  that  different  apparatus  throw  out  very  different  qualities 
of  spray.  Some  instruments  at  ordinary  pressure,  with  carbolic 
lotion  of  the  strength  of  i-2o  in  the  bottle,  will  cast  a  spray  of 
1-50;  while  others,  under  the  same  conditions,  will  cast  a 
spray  of  1-30  strength.  Every  spray- producer  should  be  tested 
by  putting  measured  quantities  of  water  and  of  lotion  into  the 
boiler  and  the  bottle,  and  estimating  the  amounts  used  up  after 
a  given  time.  The  position  of  the  spray  also  is  important. 
I  believe  that  carboluria  may  be  caused  by  inhalation  of  spray 
(the  writer  always  has  this  symptom  after  a  prolonged  operation 
in  a  carbolised  atmosphere) ;  and  to  avoid  this,  the  apparatus 
must  be  placed  so  that  the  cloud  does  not  envelope  the  patient's 
head.  This  will  be  secured  by  placing  the  instrument  opposite 
the  patient's  left  shoulder,  at  a  distance  of  about  six  feet  or 
more  from  the  wound. 

SURGICAL   ARMAMENTARIUM. 

sponges :  their  SeUctim,  Preparation,  and  Purification. — The 
very  finest  Turkey  sponges  should  be  used.  It  is  difficult, 
even  in  large  collections,  to  find  the  sort  of  sponge  that  is 
suitable  for  abdominal  surgery. "  They  must  be  very  soft,  of  the 
finest  texture,  elastic  and  compressible,  and  of  various  shapes 
and  sizes.  Several  very  large  thin  and  flat  sponges  are  neces- 
sary to  cover  extruded  bowels  or  omentum  on  which  a  number 
of  compression  forceps  may  have  been  placed.  A  number  of 
somewhat  flat  sponges,  of  about  the  area  of  the  open  hand,  are 
requisite  for  packing  inside  the  abdomen,  to  prevent  extrusion 
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of  Iwwds,  and  to  absorb  blood  and  fluid  during  the  separation 
of  adhesions.  Lastly,  small  round  sponges  arc  necessary  for 
general  purposes — for  spongiDR  the  wound,  for  packing  into 
spaces  where  large  ones  will  not  go,  and  for  mopping  out  the 
peritoneal  cavity. 

The  preparation  and  purification  of  sponges  requires  the 
most  careful  and  close  attention.  This  duty  cannot  safely  be 
relegated  to  assistants;  the  surgeon  must  do  it  with  his  own 
hands.  The  sponges  arc  first  cleansed  from  the  sand  which 
occupies  their  meshes  by  repeated  washings  in  water.  At  the 
end  of  about  a  week,  the  water  having  been  changed  at  least 
twice  daily,  all  the  large  fragments  will  have  been  washed  out. 
They  are  left  for  three  or  four  d.iy)i  longer  in  water  acidulated 
with  hydrochloric  acid,  in  amount  sufficient  to  make  the  fluid 
taste  distinctly  of  the  chemical.  This  bleaches  the  sponges  a 
little,  but  scarcely  alters  their  texture.  They  are  then  (accordiogj 
to  one  method],  after  washing  in  pure  water  to  remove  the  acidfl 
placed  in  a  solution  of  ordinary  washing  soda  (about  a  pound  of 
soda  to  the  dozen  sponges  is  the  proportion  that  Tait  advises),, 
and  left  there  for  not  more  than  twenty-four  hours.  They  are 
washed  and  squeezed  several  limes  in  this  fluid,  which  they  render 
slightly  cloudy.  They  arc  now  very  soft.  Finally,  after  lieingi 
taken  through  clean  water  to  remove  the  soda,  they  arc  soaked 
for  a  few  hours  in  1-20  carbolic  lotion,  squeezed  as  dry  as  possible, 
and  artificially  dried  by  heat.  When  they  are  perfectly  dry, 
tbey  arc  laid  aside  in  a  dry  place,  well  covered  up,  till  they  are 
wanted. 

After  an  operation,  the  sponges  may  be  purified  in  a  some- 
what similar  manner.  After  being  washed  in  water  to  removej 
as  much  of  the  filth  as  possible,  they  are  placed  in  the  sodfti 
solution,  which  cBectually  dissolves  out  the  blood  and  fibrine, 
and  repeatedly  waslied  and  squeezed  in  it.  The  soda  solution 
is  changed  several  times.  When  every  particle  of  filth  has  been 
removed,  they  are  cleansed  in  water,  dipped  in  carbolic  solution, 
squeezed  and  dried,  and  kept  in  a  dry  place  til)  further  use. 

Another  very  excellent  mode  of  cleansing  sponges  is  recom- 
mended by  Borham.    A^er  giving  it  a  full  trial,  I  have  adopted 
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i(  entireiy  in  preference  to  other  methods.  The  sponges  zre  first 
soaked  in  a  one-per  cent,  solution  of  perman^nate  of  potash ; 
the  permanganate  is  then  washed  out  by  repeated  squeeziags  ia 
fresh  water.  This  part  of  the  proceeding  may  be  neglected ;  I 
doubt  if  it  is  of  much  value.  The  sponges,  ten  or  twelve  in 
number,  are  then  placed  in  a  gallon  of  water,  in  which  half  a 
pound  of  sodium  hyposulphite  has  been  dis$<^vcd :  the  amount 
of  solution  being  increased  according  to  the  number  of  sponges. 
Then  about  four  ounces  of  oxalic  acid  are  added,  arid  a  chemical 
actioo  takes  place  which  rapidly  bleaches  the  sponges  and  dis- 
sdvcs  out  any  fibrinc  contained  in  their  meshes.' 

The  sulphur  dioxide  is  a  powerful  disinfectant  as  well  as  a 
bleaching  agent,  and  being  generated  in  the  meshes  of  the 
sponges,  reaches  every  part  of  them.  The  sodium  oxalate  acts 
as  a  softening  agent  and  dissolves  out  the  6brine.  tt  takes  a 
good  many  washings  in  water  to  get  rid  of  the  free  sulphur;  but 

*  BIr,  W.  A.  ShcAMODc.  Chefniul  M^mct  bi  Ctifion  College.  ta»  v«ry 
kiadl;  snppUed  me  with  the  (oUowing  expUaation  of  ibe  reaction  • — 

Th«  BM  of  todioai  hyfiMolphite  (propcrlj  todinm  lh«iaMlplui«)  oo  doobt 
Atpttuda  DpoDUieionaatMMof  atolntionof  nilphiirdioiide.  SO,,  accerdingta 
thecqaatioo— 

Na,  S,0,  +  H,  C,0,  =  Na,C,0.  *-  SO,  +  8  +  H,0. 

The  railicr  tanly  apporance  of  the  prcdplutc  of  aolphBr  bdag  pouibly 
dae  to  fbrautioa,  in  ifac  6nt  JnMance.  of  bjrposnlpfancovu  acid.  II,  S,  O,, 
whkli.  however,  if  fonaed  )peedil]r  vadagocs  decempmitkv  accordiag  to  th« 
•qmioa— 

H,S,0,  a  H,0  +  SO,  +  8 

U  ilie  predpilate  or mtphur  ibat  accompiniu  ihc  mlphordieinilebeotgected 
to,  •odium  tulpbitc  (Na,SO,  ;H,0),  ta^j  coavatteaily  be  ■obMitatad  for  the 
aodiaia  k^posalpfaiiv. 

SnntI  qmaiitiM  of  sulphoiic  acid  arc  forotcd  in  (he  bleacliiog  proccM, 
•ad  ■  tolalioit  of  mlphut  dioxide  ibaorba  oxygen  frooi  ibe  air  with  pro- 
daetioB  of  aalptitiric  add.  therefore,  aa  the  preuncc  of  ihlx  compouiid  in 
tb*  wtur  Ibat  rvnuia*  Adherml  to  the  sponga  when  tbey  are  placed 
aiide  to  dry  tend*  lo  roi  Ibent.  ibcy  miul  be  very  (hocaoghly  wuhed  with 
pare  «at«r  after  treatment  with  llie  bleachinic  lifiuid.  Ffom  the  above 
eqnatiaa  ■(  will  Ix  *aa  llial  Ibe  hypotulphite  and  the  acid  may  conveniently 
hi  ■acd  la  molecular  proportioas.  Both  oialic  acid  anJ  sodium  hypOMilphilc 
cfy«aUiae  with  water  of  crystalUsatioa  liow^vrr  lNa,S,0,  0H,O  and 
H,C,Ot  SH,0).  and  Ihereforc  ibcy  ahoutd  be  uud  in  the  fi>llowi(i|t  pto- 
poniOBi.  VII.  1^8  part*  of  cryslalliicd  Mdium  hyposulphite  tu  ij6  pant  of 
oialic  actd.  In  practice  two  pana  of  the  nit  to  one  ol  tb«  acid  will  be  a 
MAdeaily  cloae  approiimaiioD  to  these  iheowical  Dombcr*. 
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Ihis  is  rather  an  advantage  than  otherwise,  for  if  we  follow  the 
nilo  never  to  consider  the  sponges  cleansed  tiU  the  water 
squeezed  out  of  them  is  quite  clear,  this  freedom  from  sulphur 
is  a  good  working  test  of  the  purity  of  the  sponges.  Sulphur 
itself  is  a  mild  antiseptic  (from  slow  oxidation  and  formation 
of  sulphur  dioxide);  and  the  sponges  may  at  once  bo  dried 
and  laid  aside  after  washing.  1  usually  dip  them  in  carbolic 
acid,  however,  before  doing  so.  If  the  precipitate  of  sulphur  is 
objected  to,  sodium  sulphite  may,  as  Mr.  Shenstonc  suggests,  be 
used  instead  of  sodium  hyposulphite. 

The  sponges,  for  reasons  explained  in  the  foot-note,  must  not 
remain  in  the  solution  longer  than  ten  minutes. 

Ligatnrts  and  Sutiira. — For  ligatures,  the  best  material  is  silk 
of  the  variety  known  as  Chinese  twist ;  for  sutures,  cither  silk- 
wom]  gut  or  plaited  silk  such  as  arc  used  in  rod-fishing. 

As  material  for  ligature  there  is  no  strong  objection  to  cat- 
gut; I  have  used  it  and  nothing  else  in  more  than  twenty 
ovariotomies,  and  found  it  perfectly  reliable.  Its  drawbacks  are, 
the  trouble  necessary  for  its  perfect  prep;iration,  and  its  tendency 
to  deteriorate  by  keeping;  such  drawbacks  being,  in  my  opinion, 
of  BufBcient  w«ight  to  justify  its  being  displaced  by  the  moro 
handy  and  equally  trustworthy  silk  twist. 

Chinese  twist  is  made  to  different  sixes;  the  sizes  ^,  3,  4, 
and  6  are  quite  suflicicnt  for  all  practical  purposes  in  abdominal 
Burgcf>'.  The  thickest  is  strong  enough  to  bear  as  much  strain 
as  a  very  powerful  man  can  put  upon  it,  and  is  used  for  tying 
thick  pedicles :  the  thinnest  is  adapted  for  the  finest  work,  such 
as  suture  of  wounds  in  bladder  or  intestine.  The  medium  sixes 
are  used  for  tying  thin  pedicles  and  ordinary  adhesions.  For 
holding  these  four  varieties  of  silk,  1  have  had  a  stand  made 
which  is  very  portable  and  always  ready  for  use.  It  consists  of 
a  solid  rubber  case,  on  to  which  is  screwed  a  cap  which  keeps  it 
practically  air-tight.  (Fig.  4.)  Into  this  case  fits  a  leaden  disc, 
which  is  heavy  enough  to  remain  stationary  while  the  silk  is 
being  drawn  oul ;  and  on  this  disc,  supported  by  upright  rods  of 
metal  arc  placed  the  four  reels,  A  glass  plate,  perforated  in 
four  i^aces  for  the  threads,  is  screwed  on  to  the  top  of  a  central 
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Before  using  tt,  the  leaden  disc  with  (he  reels  and  thread 
is  placed  la  boiling  water  for  tea  minutes,  and  tlica  returned  to 
its  case,  into  which  sufficient  t-20  carbolic  lotion  has  been 
placed  to  cover  tltc  glass  plate.  To  prevent  titeir  \>e\ag  acted 
upon  by  boiling  water  the  reels  arc  made  of  metal,  and  to 
prevent  ruslinf^  all  the  metal  is  nickel-plated.  After  being 
used  the  lotion  is  poured  out  and  the  cap  screwed  on. 
The  silk,  treated  and  protected  in  this  way,  may  be  used 
daily,  without  further  boiling,  for  several  weeks :  none  is 
wasted;  it  is  just  as  trustworthy  at  the  end  of  six  weeks 
as  at  lliu  end  of  six  days ;  it  is  always  ready  for  use  and 
the  apparatus  is  so  simple  that  it  cnn  scarcely  get  out  of  order. 
For  suturing  the  parietal  wound,  I  have  come  to  the  con- 
elusion,  after  giving  it  an  ex- 
tensive trial,  that  no  material 
is  superior  to  silk-worm  gut  as 
introduced  by  Uanlock.  In 
every  variety  of  surgical  oper- 
ation I  have  tried  it,  and 
everywhere  it  exhibits  the 
same  virtue  in  causing  no 
irritation.  I  have  purposely 
left  it  in  the  tissues  for  weeks, 
and  even  months,  and  I  have 
Dfiver  seen  its  presence  fol- 
lowed by  the  formation  of 
pus.  In  the  sense  of  being 
unirhtating  it  is  superior  to 
any  suture  material  wilh 
which  I  am  acquainted.  lis 
drawbacks  arc,  that  it  is 
somewhat  stiff,  not  very  easy 
to    manipulate    till   one    is 

familiar  with  ii,  and  rather  friable,  being  liable  to  break  if  the 
second  cast  in  the  knot  is  pulled  too  tightly.  The  stiffness  may 
I  be  partly  removed  by  sonking  in  warm  water  for  ten  minutes 
operation,   and  the   danger  of    its  breaking  may  be 
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leMCned  l)>-  making  the  first  cast  a  double  one  and  tying  the 
second  one  very  lightly.  Another  objection,  which  at  the  same 
time  speaks  in  its  favour,  is  that,  when  the  suture  is  being 
removed,  it  lies  so  lirmly  embedded  in  the  tissues  that  a  some- 
what shaq)  tug  is  required  to  drag  it  out  of  its  bed.  This, 
however,  may  be  because  the  suture  needle  which  I  use  is 
smaller  than  ordinary.  The  strongest  objection,  in  my  opinion, 
to  silk-worm  gut  arises  incases  where  there  is  much  straining 
and  vomiting;  then  il  may  cut  through  the  tissues.  In  one  such 
case  where  the  incision  extended  through  the  urabihcus,  the  gut 
cut  clean  through  the  thin  tissues  and  permitted  protruMon 
of  bowels.  Care  in  selecting  only  such  threads  as  arc  round 
and  thick  may  obviate  this;  but  I  should  alwaj'S  advise  the 
placing  of  a  few  thick  silk  sutures  at  points  where  the  parietes 
are  Ihia,  in  cases  where  abdominal  strain  h  likely  to  be 
produced. 

The  gut  is  thai  oidinarily  used  by  fishermen,  and  need  not  be 
described.  1  liave  found  the  best  gut  in  the  shops  of  good 
fishing-tackle  makers ;  in  the  ordinary  trade  bundles,  perhaps  a 
dozen  threads,  specially  smooth,  round,  and  thick,  arc  found 
suitable  for  surgical  purposes. 

After  silk-worm  gut,  as  suture-material,  t  should  place  the 
plaited  silk  recently  patented  for  use  as  fishing  lines, 

Its  chief  advantage  over  twisted  silk  is  that  it  does  not  kink 
in  the  eye  of  the  needle  or  in  the  suture- openings,  while  it 
is  more  closely  knit  and  docs  not  offer  so  large  a  surface  for 
absofplion  of  inflammatory  products.  It  is  also  vcr)'  strong. 
The  trade  reels  of  plaited  silk  used  in  the  suture  instrument  to 
be  presently  descriticd  make  a  liandy  and  efBdetit  suture 
apparatus. 

iHitrummls. — The  instruments  to  be  used  in  an  abdominal 
spcration  must  be  thoroughly  clean ;  ihe>'  must  be  conveniently 
placed  within  reach  of  the  operator's  hand ;  and  they  must  be 
of  a  known  number. 

Cleanliness,  in  the  fullest  sense  of  the  word,  is  an  absolutely 
CttCDtial  quality  of  every  instrument.  To  ensure  this,  all  steel 
instnunenls  (not  cutting)  should  in  the  first  place  be  nickel*  - 
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plated.  Then  filth  is  less  likely  to  be  overlooked,  and  not  liable 
to  be  mistaken  for  rust  or  tarnish.  After  every  operation  they 
should  be  thoroughly  cleansed  and  dried;  and  before  every 
ojwration  they  must  again  be  purified.  Some  surgeons,  before 
operation,  hold  every  instrument  for  a  little  while  in  the  flame  of 
a  spirit  lamp ;  others  subject  them  to  boiling.  Practically  it  will 
be  found  that  scrtihbiiig  with  a  brush,  and  the  use  of  an  anti- 
septic lotion,  will  efficiently  purify  every  instrument.  Smooth 
surfaces  may  be  wiped  several  times  with  a  spongc-cloth  soaked 
in  lotion ;  irregular  surfaces  and  joints  must  be  scrubbed.  The 
notched  blades  and  the  joints  of  c3tch-fo:ceps  require  most 
attention.  A  good  plan  is  to  dip  the  blades  of  each  forceps  into 
a  dish  containing  soft  soap,  and  then  scrub  it  with  the  brush 
dipped  in  hot  water  ttU  lather  ceases  to  form.  Nothing  softens 
filth  belter  than  soft  (potash)  soap;  and  when  every  particle  of 
soap  has  been  scrubbed  out  of  the  notches  and  recesses  of 
instruments,  we  may  be  certain  that  no  filth  is  left  behind. 
After  they  are  scrubbed  the  instruments  are  thrown  Into  hot 
•water  and  left  there  for  a  few  moments.  Then  they  are  placed 
in  fluid,  water  or  lotion,  as  the  case  may  be,  to  be  ready  for  use. 
Carbolic  lotion  of  the  slrengtli  of  1-40  is  the  best  antiseptic 
fluid  for  placing  instruments  (n;  corrosive  sublimate  being 
inadmissible,  because  of  its  action  upon  steel. 

Flat  trays,  an  inch  or  more  in  depth  and  of  various  sizes,  are 
used  for  pUcing  the  instruments  in.  Porcelain  liays  such  as  are 
used  by  photographers  archest,  becauscthcy  arc  easily  cleansed, 
are  impervious  to  actds,  and,  being  white,  show  up  instru- 
ments laid  in  them.  As  they  me,  however,  somewhat  cumber. 
some  and  fragile,  they  arc  not  very  convenient  for  being  carried 
about  to  private  operations.  For  use  in  private  hard  rubber 
trays  are  best.  They  may  be  procured  in  "  nests  "  of  all  sizes ; 
and  four  or  five  such,  of  dimensions  suitable  to  the  nature  of  the 
instniments  to  be  used,  may  be  put  in  the  operation  bag,  the 
total  !^ce  occupied  being  no  more  than  the  largest  tray.  Kach 
tray  has  its  variety  of  instrument.  In  one  are  the  cutting 
iitstrumcnts ;  in  another,  the  small  catch-forceps;  in  another, 
lai^  forceps ;  in  another,  trocars  or  clamps,  or  drainage  tubes; 
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and  so  on  according  to  the  instruments  to  be  employed.  Every 
instntment  is  removed  from  its  tray  by  the  surgeon  himself  as  he 
wants  it.  and  after  being  used  is  at  once  replaced  in  the  fluid. 

The  instruments  sJiould  be  counted  before  each  operation,  so 
that  there  Rtay  be  no  possibihiy  of  leaving  instruments  in^de. 
In  the  case  of  bulky  inslrumcnls  this  mistaltc  is  not  likely  to 
happen.  It  is  a  good  plan  to  always  work  with  simple  multiples 
of  each  instrument ;  for  example,  in  the  case  of  pressure  forceps, 
which  are  most  likely  to  be  lost :  twelve  pairs  of  smallest  size  in 
one  tray;  six  pairs  of  medium-size  in  another  tray;  and  six 
pairs  of  large  size  in  a  third  tray.  The  habit  of  having  two  or 
three  instruments  of  one  sort  laid  out,  in  case  one  is  found 
faulty,  is  not  a  good  one :  each  instrument  should  be  tested  and 
ascertained  to  be  perfect  before  operation.  The  surgeon  who 
has  two  or  three  scalpels  and  two  or  three  pairs  of  scissors  laid 
out  for  operation  is  not  likely  to  be  so  well  served  as  he  who  has 
only  one  of  each. 

Pirn  QJ  Operating  Room, — The  placing  of  patient,  assistants, 
nurses,  instruments,  and  operators  so  that  the  operation  may  be 
carried  out  with  the  greatest  cflicicncy  and  the  least  amount  of 
friction  is  of  some  importance.  The  annexed  diagram  (Fig.  j). 
modified  from  the  one  in  Doran's  valuable  work,*  shows  at  a 
glance  the  arrangement  which  I  consider  best.  For  reasons  I 
liavc  already  explained  the  steam  spray  is  so  placed  that  the 
patient  is  not  forced  to  inhale  its  vapour.  The  direction  of  the 
cloud  is  obliquely  across  the  field  of  operation,  and  envelopes  the 
hands  of  the  assistant  and  of  the  operator  as  well  as  the 
instruments  and  the  field  of  the  operation.  In,  the  arrangement 
shown  in  Doran's  work,  I  think  it  is  a  disadvantage  that  the 
instruments  are  placed  outside  the  spray-cloud ;  and  a  danger  to 
have  the  spray  directed  towards  the  paticnt*s  mouth.  The 
operator  stands  on  the  right  of  the  patient  and  the  assistant  on . 
the  left.  The  instruments  are  arranged  in  trays  placed  side  by 
side  on  a  table,  which  is  situated  within  easy  reacli  of  the 
operator's  right  hand.  The  feet  of  the  patient  arc  towards  the 
window :  and  the  table  is  so  placed  that  the  best  light  falls  upon 
*  CyaMi'li<£ictl  OffratUHi.  p.  :ot>.     Landon,  tSSj, 
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the  field  of  operation.  The  ourse  stands  behind  the  assistant, 
and  takes  from  him  soiled  sponges  and  supplies  him  with  cle&n 
ones.  The  fewer  hands  that  sponges  pass  through  the  bett«r; 
one  DtiTGC  can  easily  clean  the  sponges  and  supply  the  assistant 
with  clean  ones.  If  a  basin  containing  lotion  is  placed  under 
the  left  hand  of  the  assistant,  and  the  nurse  places  the  sponges, 
which  she  has  cleaned  in  a  large  pan  full  of  hot  water,  in  this 
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basin  as  Ihey  are  cleaned,  the  assistant  can  help  himself  at  once 
to  any  sponge  he  wants,  and  as  he  helps  himself  he  squeezes  the 
sponge  dry — aduty  which  the  nurse  often  fulfils  very  imperfectly. 
It  is  not  [feasant  to  hear  the  assistant  call  out  for  a  "  large 
flat  sponge "  or  a  "small  round  sponge"  as  the  surgeon  wants 
it ;  it  should  be  lying  ready  to  his  hand,  and  he  should  be  able 
silently  to  help  himself  the  moment  the  surgeon  wants  it,  or  he 
foresees  its  usefulness. 

For  ovariotomy  a  receptacle  is  placed  partly  under,  partly 
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by  the  side  of,  the  table  for  holding  ovarian  fluid.  A  kin^ 
narrow  trough,  which  is  out  of  the  way  of  the  surgeon's  legs  and 
includes  half  the  length  of  the  table,  is  most  convenient. 

[f  a  second  assistant  is  wanted,  he  may  stand  on  the  left  side 
of  and  behind  the  operator. 

AN-eSTllBTIC. 

Ether,  properly  administered  by  means  of  a  Clover's  in- 
haler, is  generally  believed  to  lie  tlie  best  anx»thet:c.  For 
old  patients,  or  for  patients  who  arc  hronchitic,  chloroform 
is  perhaps  safer.  Chloroform  and  ether  mixed  is  favoured  by 
some  surgeons  of  repute.  Bichloride  of  methylene,  which  is 
used  at  the  Samaritan  Free  Hospital,  has  not  been  generally 
adopted.  In  all  cases,  I  believe  that  safety  and  efficiency 
depend  more  on  the  capacity  of  the  administrator,  than  on  the 
nature  of  the  anxsthetic. 

THB    OI>ER&TION    ITSKLF. 

Tht  iHcisitm  through  ikt  Pamlts. — A  sharp  scalpel,  a  few  catch 
forceps,  and  a  pair  of  scissors,  are  all  the  instruments  required 
for  this  purpose.  The  surgeon  may  suit  his  own  fancy  as  to  the 
scalpel  he  uses;  the  only  essential  is  that  it  be  sJiarp.  The 
most  delicate  workmanship  is  secured  if  the  cutting  edge  of  the 
knife  is  situated  at  a  distance  from  the  finger-tips,  which  is 
rendered  habitual  by  frequent  practice  in  other  directions.  This 
is  undoubtedly  the  position  of  the  point  of  a  pen  in  writing. 
The  point  of  the  scalpel  should  be  at  the  same  distance  from  the 
grasping  finger-tips  as  the  point  of  a  writing-pen  or  drawing- 
pencil,  as  these  are  held  by  the  individual  operator.  The 
advantages,  in  the  way  of  sensitiveness  and  estimation  of  move- 
ments, are  self-evident.  In  most  cases  this  would  mean  a  blade 
shorter  than  that  in  ordinary  use.  The  handle  of  the  scalpel 
should  not  be  too  small,  nor  too  light.  Clean,  straight  cuts  from 
end  to  end  of  the  wound,  and  not  nibbling  dissection,  with  for- 
ceps and  director,  arc  to  be  made.  The  scalpel  pcnclralcs 
exactly  the  same  distance  from  one  end  to  the  other,  and 
divides  the  same  structure  at  each  stroke. 
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It  is  an  advantage  to  have  the  scissors  elbowed  a  little ;  and 
a  ^rther  advantage  consists  in  having  the  lower  hiade  probe* 
pointed,  to  fuciHtntc  it%  being  pushed  along  under  the  fnscix  or 
muscles  that  may  requite  division.  The  proceeding  differs  some- 
what, according  to  the  situation  elected  for  incision.  la  the 
Unea  alba  lidow  the  umbilicus,  where  the  great  majority  of 
incisions  to  enter  the  cavity  are  made,  no  muscle  is  divided- 
la  other  situations,  as  for  gastrostomy,  nephrectomy,  or  co- 
lotomy,  several  layers  of  muscle  require  division.  For  dividing 
muscle,  I  believe  the  scissors  to  be  a  superior  instrument  to  the 
scalpel.  Few  English  surgeons  make  a  practice  of  using  scis- 
sors, and  some  little  practice  is  necessary  to  enable  one  to 
appreciate  its  virtues.  Scissors-cuts  arc  clean  and  straight: 
they  do  not  bleed  much,  because  compression  is  a  factor  in  the 
division;  and  if  one  is  moderately  familiar  with  the  use  of 
scissors,  the  dissection  is  more  rapid  than  with  the  scalpel. 

The  scissors  usually  recommended  for  ovariotomy,  and  in 
use  at  the  Samaritan  Hospital,  is  a  large  instrument  with  flat 
blades,  bent  on  the  flat  near  the  hinge,  and  very  blunt-pointed. 
It  is  an  admirable  instrument  for  such  modes  of  cutting  as 
ovariotomy  offers,  being  wcU  adapted  for  dividing  adhesions, 
cutting  through  the  pedicle,  and  enlarging  the  parietal  wound. 
But  (or  more  delicate  work,  such  as  division  of  layers  of  muscle, 
dissecting  closely  adherent  organs  from  their  atl.tchmcnts,  or  re- 
section of  intestine,  I  do  not  consider  it  so  handy  as  a  smaller 
instrument,  elbowed  a  little  and  with  smaller  and  more  rounded 
points.  But  much  depends  upon  habit  And  practice.  The  shape 
aod  size  of  an  instrument  are  of  small  importance  as  compared 
with  the  surgeon's  familiarity  with  it. 

If  a  vessel  spouts,  a  catch-forceps  is  at  once  placed  on  it,  and 
left  there  till  the  peritoneum  has  been  opened,  or  as  long  as 
desirable.  A  few  minutes'  compression  by  forceps  produces  perfect 
hxmostasis ;  ligature  or  torsion  is  quite  unnecessary.  Whenthe 
subperitoneal  fat  is  reached,  a  little  area  is  cleared  out  of  it,  and 
the  peritoneum  caught  up  by  catch  forceps  and  pulled  forward. 
A  second  pair  of  forceps  is  placed  on  the  raised  fold  of  peri- 
toneum, and  the  membrane  divided  between  them.    The  fore* 
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finger  is  inserted  at  this  opening,  and  the  peritoncuoi  divided 
upoa  it,  upward  and  downward,  by  scissors,  to  the  extent  of  the 
wound  on  the  piiriele». 

In  the  division  of  layers  of  muscle,  it  is  just  as  foohsh  to 
look  for  anatomical  divisions,  as  in  the  operation  of  herniotomy, 
to  look  for  the  individual  coverings  of  the  sac.  It  ts  more 
workmanlike  to  estimate  by  touch  the  general  thickness  of  the 
abdominal  wall,  and  to  divide  (he  muscles  with  a  few  large  cuts 
by  scissors,  than  to  plod  through  the  individual  layers  with 
director  and  scalpel.  When  the  suhpciitoneal  fat  is  reached,  it 
is  time  to  be  minutely  careful.  The  director  is  a  clumsy  and 
useless  instrument  in  abdominal  surgery;  in  the  hands  of  the 
most  skilfid  operators,  it  is  conspicuous  by  its  absence. 

The  length  of  the  incision  is  a  matter  of  some  importance. 
Elaborate  statistics  have  been  compiled  to  show  that  a  long 
incision  is  attended  with  an  increased  mortality;  but  this  is  not 
caused  by  the  incision  itself,  but  by  the  serious  nature  of  the 
work  inside  the  abdomen  which  necessitates  the  long  incision. 
The  smallest  inci^on  compatible  with  the  provision  of  sufficient 
room,  without  bruising  the  edges  of  the  wound,  is  to  be  adopted. 
All  lengths,  from  something  under  two  inches  in  cases  of  oopho- 
rectomy or  simple  ovarian  cysts,  to  the  whole  length  of  the 
sbdomen  from  sternum  to  pubes,  as  for  some  cases  of  myomotomy, 
are  in  use. 

^^'llen  the  tumour  is  adherent  to  the  parietal  peritoneum, 
some  care  must  be  ot»served  in  elTecling  an  entrance.  It  is  quite 
possible  to  mistake  the  adherent  peritoneum  for  the  cyst-wall, 
and  begin  to  strip  it  from  the  parictcs.  Wc  may  expect  to  find 
peritoneum  adiierent  to  tumour  if  there  is  more  than  ordinary 
bleeding  in  making  the  parietal  incision,  if  (he  intermuscular 
fsscis  are  pink  in  colour,  or  if  the  subperitoneal  fat,  instead  of 
being  pale  ycUow  or  white,  is  rosy-red  or  injected.  But  here 
also  experience  is  the  best  guide :  familiarity  with  the  aspects  o£ 
the  (issues  will  always  prevent  mistakes  of  this  sort. 

Iiitra-AM«muuit  Miimpnialiens. — During  the  various  procedures 
necessary  for  the  removal  of  an  abdominal  growth,  every  efTort 
mast  be  made  to  protect,  and  keep  out  of  the  way,  the  intestines. 
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Sponges  of  suitable  size  and  shape  are  packed  in  wherever 
bowels  appear,  and  the  growth  is  isolated  from  the  rest  of  the 
abdoiDicial  content;;  as  far  an  the  availftblc  space  will  permit. 
By  means  of  spongc-pacliing  we  seek,  in  fact,  to  make  Ihc 
manipulations  necessary  for  removal  as  nearly  extra-abdominal 
as  possible.  Wherever  we  can,  we  work  against  or  upon  sponges, 
and  not  against  bowel  or  upon  peritoneum. 

Sponges  not  only  protect  delicate  organs ;  they  absorb  and 
gather  up  any  blood  and  fluid  that  may  escape.  And  every 
spongeful  of  fluid  so  removed  is  a  saving  of  time  and  trouble 
against  the  time  when  it  becomes  necessary  to  perform  the  final 
toilet  of  the  peritoneum.  \Vhenever  a  sponge  appears  to  be 
saturated,  it  ought  to  be  replaced  by  one  that  has  been  squeezed 
dry.  Of  course,  it  must  be  taken  out  of  fluid  that  is  warm : 
carbolic  lotion,  of  the  strength  of  two  and  a  lialf  per  cent.,  is  as 
suitable  a  fluid  for  sponges  as  any. 

Most  of  the  dilTiculties  in  removing  abdominal  tumours  arise 
from  the  separation  and  management  of  adhesions.  When  they 
arc  visible,  or  within  easy  reach  of  the  fingers,  their  separation 
may  be  comparatively  easy  ;  when  they  lie  deep,  or  out  of 
sight,  their  division  may  be  attended  with  difliculty  or  danger. 
Special  difliculties  arise  when  delicate  organs  are  glued  to  thin 
or  inflamed  walls  of  cystic  growths,  or  where  bowels  are  em- 
bedded in  sulci  of  the  tumour,  or  where  any  of  the  large 
abdominal  vessels  or  the  ureters  are  in  close  contiguity.  Ad- 
hesions to  the  omentum  arc,  as  a  rule,  most  easily  dealt  with; 
adhesions  to  the  bowels  in  tlie  pelvis,  or  to  the  under  surface  of 
the  liver  or  diaphragm,  are  among  the  most  diflicult  of  all. 
Tumours  in  the  broad  ligaments  may  require  a  prolonged  and 
tedious  dissection  to  separate  them  from  uterus  and  bladder. 
Each  case  has  its  own  variety  of  adhesion,  which  must  be  dealt 
with  by  methods  peculiar  to  itself. 

Forceps,  sponges,  fingers,  scissors,  and  ligatures  are  in 
coostaot  use  during  the  surgical  management  of  adhesions. 
SUght  adhesions  are  best  separated  by  means  of  a  sponge ;  the 
adherent  organ  is  sponged  off  the  tumour,  so  to  speak.  At 
every  step,  bleeding  points  arc  looked  for,  and  forceps  placed  on 
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them.  Adhesions  of  some  de- 
gne  of  firmness,  if  broad,  must 
be  separated  by  fin((ers :  if  long 
or  thin,  or  of  the  bulk  that  might 
be  classed  as  bands,  they  are 
divided  by  scissors  between 
pairs  of  catch -forceps.  Very 
dense,  broad,  and  sessile  adhe- 
sions arc  divided  by  scissors; 
while  forceps  or  ligature,  as  may 
seem  most  suitable,  checks  the 
bleeding  as  it  arises. 

The  best  form  of  forceps  for 
adhesions  is,  I  ihink,  Tail's 
modification  of  Koeberli's  in* 


sirument.  (Fig.  6.)  But  Wells's  in- 
strument is  almost  equally  good,  and 
surgeons  who  may  lia^'C  become 
accustomed  to  its  use  will  desire 
none  better.  The  advantage  that 
Tail's  forceps  possesses  is  in  its 
sharp  points,  which  can  scarcely 
be  included  in  the  ligature.  Both 
instruments  are  superior  to  P£an's 
older  forceps,  in  being  much 
stronger,  smaller,  and  more  easily 
handled.  These  instruments  are  so 
well  known,  being  in  the  hands  of 
almost  every  operating  surgeon,  that 
detailed  description  is  unnccessarj-. 


Fig.  7. 

Wttli'i   Ltrgi  Pftumtt  Patttft, 

Atiiiri  Unt  M  oitm*  tafte, 

Ont-tiiM  litt. 
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Besides  these  straight  small  forceps,  others,  bent  at  various 
angirs  (Figs.  7  &  8).  or  T-shapcd  (Thornton's,  Fig.  9)  and  of 
larger  size,  will  be  constantly  found  of  use.  Wells's  large  forceps 
(Fig.  10),  on  the  same  plan  as  his  small  one,  is  invaluable  for 
many  purposes.  Straight  forceps  of  medium  size  are  vcty  useful. 
I  have  invented  an  instrument  which  combines  cutting  with 
crusHing,  and  which  I  have 
found  of  benefit  in  giving  a 
bloodless  division  of  thin 
flat  adhesions.  A  knife  is 
concealed  in  the  powerful 
blades  of  a  compression 
forceps,  and  divides  the 
adhesion  between  the  lines 
of  crushing.  (Fig.  11.)  A 
very  large  and  powerful 
T-shapcd  forceps  I  have 
found  very  valuable. 
Special  instruments  are 
necessary  for  special  opcr- 
ations:  these  will  be 
described  in  their  proper 
places. 

At  the  end  of  a  difficult 
operation,  as  many  as  two 
Of  three  dozens  of  catch 
forceps  may  be  clinging  at 
points  where  bleeding  had 
taken  place.  By  many  sur- 
geons it  is  considered 
necessary  to    apply   a 

ligature  to  each  of  these,  and  the  time  spent  in  doing  so 
is*  of  necessity  very  considerable.  I  have  always  acted  upon 
the  principles  of  general  surgery,  regarding  a  small  bleeding 
point  which  has  been  effectually  compressed  as  secured  against 
hemorrhage.  Lvss  than  a  third  of  the  vessels  compressed  by 
forceps  require  ligature.    Most  of  them  will  have  been  crushed; 
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and  on  many  of  tliein  the 
forceps  will  have  been 
han^^ing  for  ten  minutes 
or  a  quarter  of  an  hour, 
so  that  coagulation  will 
probably  have  taken 
place  above  the  crushed 
point.  I  am  convinced 
that  we  overdo  the  deli- 
gation  of  adhesions :  I 
believe  tliat  perfectly 
trustworthy  hie  most  ass 
may,  in  the  great  ma- 
jority of  bleeding  points 
left  after  separation  of 
adhesions,  be  effected  by 
forcipressure  alone. 


Fig.  9. 


TI«ra(M'i  T-tk^fti  Ptiitmn  Poruft, 
Ldfp  iitt.    H»l!  llu. 

Tmia  of  tk4  Ptrilontum.—Of  the 
many  good  practices  which  Keith 
has  introduced  into  abdominal  sur- 
gery', not  the  least  valuable  is  that 
of  removing  from  the  cavity  all 
blood  ar>d  escaped  fluids  before 
closing  the  parietal  wound.  Most 
of  such  foreign  matter,  if  fluid,  will 
be  removed  with  the  sponges  placed 
in  the  cavity  during  operation.  A 
Anal  cleansing  by  means  of  a  sponge 
held  between  tlie  blades  of  a  grange* 
holder  (Fig.  12)  and  carried  into 
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Douglas's  pouch  and  into  csch  loin,  may  suffice.  But  if 
purulent  or  colloid  fluids,  or  the  contents  of  a  dertnoid  cj-st, 
or,  generally,  any  materials  which  cannot  easily  be  removed 
by  a  sponge  after  moderate  use  of  it,  lie  in  the  cavity,  then 
Tail's  plan  of  washing  out  the  abdomen  ought  to  l)e  adopted. 
Xf  a.  tumour  has  been  removed,  and  the  parieles,  being  relaxed, 
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Fig.  I  a. 

Sfonp-keld^  Forttf-t.    Onf-IMri  ttit. 


can  be  ptillet!  forward,  the  cleansing  fluid  may  be  poured  in 
.Itom  a  jug.  Bui,  for  most  cases,  irrigation  is  the  best  mode  of 
cleansing.  If  a  special  irrigating  apparatus  is  not  at  hand,  the 
fluid  may  be  conducted  from  an  ordinary  basin  by  arranging  the 
tubing  of  an  ordinary  trocar  as  a  siphon. 

For  conducting  the  irrigating  fluid  inside  tlie  abdomen,  I 
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have  bad  made  simple  glass  tubes  of  different  sizes  at  the 
nozzle,  according  to  the  size  of  the  stream  we  may  wish  to 
employ,  but  all  of  one  size  at  the  other  end,  so  that  they  may 
fit  into  the  large  rubber  tubing  attached  to  Tait's  trocar,  Tait's 
trocar  used  at  the  end  of  the  rubber  tube  has  this  disadvantage 
in  cases  where  it  id  desirable  to  direct  the  stream  upon  a  certain 
small  area,  that  the  fluid  flows  out  through  two  openings  near 
the  point,  and  not  through  one  opening  at  the  point.  Some- 
times it  is  desirable  to  direct  a  small  stream  with  considerable 
force  upon  a  very  limited  urea,  then  a  small  nozzle  may  be  used 
and  the  irrigating  reservoir  elevated ;  at  other  times  it  is  desir- 
able gently  to  fill  the  cavity  with  a  large  body  of  water,  then 
llie  largest  nozzle  is  used  with  moderate  elevation.  The  size  of 
ihc  stream  and  the  force  of  it  can  thus  easily  be  regulated. 

To  aid  in  the  removal  of  particles  of  filth,  the  bowels  are 
moved  about  by  the  fingers,  and  the  abdominal  walls  arc  gently 
kneaded  and  s^iueexed.  The  amount  of  foreign  matter,  such  as 
little  clots  of  blood,  small  shreds  of  tissue,  and  pieces  of  coag- 
ulated fibrine,  which  may  escape  from  the  abdomen  during 
irrigation,  is  sometimes  truly  surprising.  A  conspicuous  advan- 
tage of  irrigation  is,  that  it  will  always  make  visible  the  existence 
of  bleeding.  A  very  small  quantity  of  fresh  blood  makes  itself 
apparent  in  water. 

The  residual  tluid  left  after  squeezing  the  parietes  is  removed 
by  sponges.  It  is  often  a  good  practice  to  place  a  large  sponge 
in  Douglas's  pouch,  with  forceps  attached,  and  leave  it  there 
till  the  sutures  are  placed.  Fluid  is  attracted  to  a  sponge  front 
all  parts  of  the  abdomen,  except  perhaps  from  the  lumbar  hol- 
lows, and  sometimes  it  may  be  advisable  to  place  sponges  there 
also.  After  irrigation,  elaborate  sponging  is  not  required;  Ihc 
fluid  which  remains  after  squeezing  the  parieles  is  quietly  soaked 
up  by  llie  sponge  or  sponges  left  inside  while  the  sutures  are 
being  inserted.  A  few  ounces  of  clear  fluid  left  inside  do  no 
harm  whatever ;  indeed,  it  is  conceivable  that  under  certain 
circumstances  such  fluid  may  do  good.  In  four  cues  where 
I  employed  irrigation,  after  re-oiM:n!ng  the  abdomen  for  peri* 
lonitis  following  ojwration,  I  did  not  attempt  to  suck  out  any  of 
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llic  fluid,  but  simply  let  it  flow  away  through  a  drainage  lube. 
Sometimes  as  much  as  a  pint  would  be  left  inside,  and  very 
little  of  this  would  come  away  in  the  next  twenty-four  hours. 
All  the  patients  recovered.  In  most  cases  where  irrigation  has 
been  called  for,  a  drainage  tube  will  be  inserted,  and  left  in  for 
at  least  one  day. 

Before  the  parietal  woimd  is  dosed,  all  sponges  and  instru- 
ments arc  counted,  to  make  sure  that  nothing  has  been  left 
inside  the  cavity.  Judging  from  the  number  of  catastrophes 
which  have  been  caused  by  leaving  foreifin  bodies  in  the  abdo- 
men, the  necessity  of  doing  this  would  sc^m  to  be  very  real. 
Dr.  Wilson^  has  collected  twenty-one  such  cases,  in  most  of 
which  the  foreign  body  was  a  whole  sponge  or  part  of  one, 
and  in  a  minority,  forceps.  It  is  a  good  rule  always  to  begin 
operation  with  a  fixed  and  deflnile  number  of  sponges  and 
instruments. 

Draitiagt. — The  wounded  or  irritated  peritoneum  secretes 
fluid  in  amount  varying  according  to  the  extent  of  the  trau- 
matism. Sero- sanguineous  oozing  from  raw  surfaces  adds  to 
the  exudations.  The  peritoneum,  in  its  healthy  regions,  has  a 
great  power  of  absorption,  and  in  most  cases  these  fluids  are 
absorbed  as  rapidly  as  they  are  secreted.  But  sometimes  secre- 
tion is  too  rapid  for  absorption,  and  wc  then  get  a  collection  of 
fluid  which  has  a  tendency  to  gravitate  Into  Douglas's  pouch. 
This  fluid  is  peculiarly  li.ihle  to  undergo  decomposition — 
lisuallyt  no  doubt,  from  septic  influences  introduced  from  the 
outside;  but  occasionally,  1  believe,  from  contamination  through 
the  coats  of  the  large  bowel.  In  any  case,  the  accumulation  of 
fluid  in  the  pelvis  after  abdominal  operations  is  a  thing  to  be 
guarded  against.  If  we  have  any  apprehension  that  the  amount 
exuded  will  be  considerable,  we  ought  to  drain;  and  in  any 
case  of  doubt,  it  is  wise  to  drain.  While  bleeding  is  going  ooi 
the  lube  should  not  be  removed ;  and  if  bleeding  is  apjire- 
h«nded,  Ihc  tube  should  be  inserted  and  left  till  the  danger  has 
passed.  Whenever  purulent  or  decomposing  fluid  has  escaped 
into  the  abdominal  cavity,  drainage  should  be  employed.  It  is 
*  Tmni.  of  Amcri^im  C]ihj<,  Set.,  vol.  Ix. 
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said  tliat,  the  older  the  patient  is,  the  less  is  absorption  by  the 
jieritoncun).  and  therefore  the  greater  the  necessity  for  drainiiij{. 
The  special  indications  for  drainage  in  special  opentlons  will 
he  named  further  on. 

The  lw*t  drainage  tubes  for  general  use  arc  Keith's  modifi- 
cation of  KocberWs,  (Fig.  13.)  They  are  glass  tubes,  open  at 
both  ends,  with  se%'cral  perforations  near 
the  end  of  the  tube  which  is  insetted  into 
the  cavity,  and  a  protruding  lip  near  the 
outer  extremity  where  it  p-isscs  through  ihe 
wound.  The  intra-abdoniinal  pressure  being 
greater  than  that  of  the  outer  air.  most  of 
the  iluid  will  escape  through  any  opening 
provided.  A  tube  perforated  through  all  its 
length  may  permit  some  of  the  fluid,  as  it 
rises  from  the  pelvis,  to  escape  amongst  the 
bowels,  and,  if  this  fluid  is  decomposing, 
to  infect  an  amount  of  peritoneal  surface 
greater  than  necessary. 

It  is  necessary  lo  be  certain  that  the 
tube  is  pervious,  and  that  it  is  in  the  midst 
of  the  fluid.  It  may  become  blocked  by 
clotting  of  the  discharges ;  this  may  be 
AV.rt-1  da,,  Dr^lnvt,  P"»'ded  against  by  using  a  syringe  or  sue 
T*U.  IMf  iiu.  tion  instrument.  Or,  pieces  of  bowel  may  be 
drawn  into  the  openings,  and  so  prevent  the 
entnnee  of  fluid :  pulling  the  tube  out  a  little  way,  and  rotating 
it,  will  put  this  right.  The  fluids  may  be  very  thick,  becoming 
colloid  or  even  clotted,  and  then  it  will  be  necessary  to  use  an 
exhausting  syringe.  The  httlc  apparatus  of  Tail  (Fig.  14)  is 
very  efficient  for  this  purpose.  It  is  essentially  a  rubber  bag 
attached  to  the  end  of  a  piece  of  glass  tubing.  To  the  side  of 
the  tut>e  is  attached  a  glass  globe,  into  which  the  extracted 
fluid  (alls:  to  the  free  extremity  is  attached  a  piece  of  rubber 
tubing,  small  enough  to  pass  don'n  the  drainage  tube.  The 
tube  is  inserted  while  the  bag  is  empty;  as  the  bag  expands, 
the  fluids  are  sucked  up. 


Fig.  [3. 
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In  cases  where  there  is  bleeding,  it  Is  a  golden  tule  to  keep 
the  abdomen  dry.  This  may  be  done  by  the  freiiuent  use  of 
(he  exhausting  syringe — every  few  minutes  or  cvciy  few  hours, 
According  to  the  case.  No  doubt  the  efficacy  of  this  plan 
depends  to  some  extent   on   the  removal  of  secreted   serous 

fluid,  which  would  dissolve  up 
the  blood-clot.  Just  as  bleeding 
is  encouraged  after  Iccch-bites 
by  the  application  of  hot  wet 
cloths,  so  is  it 
encouraged  after 
division  of  ves- 
sels in  the  iib- 
domioal  cavity 
by  their  being 
bathed  in  nbun> 
dant  thin  serous 
lluid.  Keeping 
the  abdomen  dry 
permits  clotting, 
and  thereby  pro- 
motes hiemosta- 
sis. 

For  the  drain- 
age of  simple 
serous  fluids,  a 
tube  on  the  plan 

of  Koeberlc's  original  one  is  best. 
This  is  essentially  an  ordinary 
lest  lube,  with  numerous  perforations  along  its  whole  length. 
Koeberl^'s  tube  is  slightly  conical,  and  this  shape  renders 
it  liable  to  slip  out  of  the  opening:  in  the  tube  shown  in 
the  engraving  (Fig.  15)  the  neck  is  the  narrowest  point,  and 
escape  from  the  cavity  is  thereby  prevented.  The  bulbous 
end  brings  a  larger  surface  of  intestine  into  contact  with  it, 
which  is  perhaps  an  advantage.  Tait  has  recently  recom- 
mended a  tube  which  is  cylindrical,  exactly  like  a  test-tube. 
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Fig.  14. 

TM't  EdttMtiKg  Sjrrait. 


Fig.  15. 

Xatirtlt't  Ciau 
litaiHa^t  Tutt.   Htl/ 


OPERATIVE  SURGERY  OF  ADDOUEN. 


The  rounded  extremity  of  the  tubes  on  Koebcrli's  plan  is  less 
likely  lo  cause  perforation  of  the  rectum  than  the  annular 
extremity  of  Keith's  tube.  Its  numerous  perforations  are  aa 
advantage  in  draining  abundant  fluid,  and  no  disadvantage  if 
the  fliid  is  not  septic,  Keith's  tube,  on  the  other  hand,  has  the 
enormous  advantage  of  permitting  the  extraction  of  pieces  of 
clot,  Of  lymph,  or  other  aggregated  material. 

Drainage  of  fluid  may  be  promoted  by  capillary  action.  A 
shred  of  gauze  rolled  up  and  laid  in  the  tube,  serves  this  pur- 
pose admirably.  The  free  end  of  the  roll  of  gauze  is  placed  in 
contact  with  the  absorbent  dressing,  or  sponge,  which  is  laid 
over  the  end  of  the  tube.  . 

The  manner  of  collecting  and  removing  the  discharges  from 
the  drainage  tube  is  of  some  importance.  The  end  of  the  tube 
is  completely  isolated  by  a  square  of  rubber  cloth,  through  the 
cenlrc  of  which  a  hole  has  l>een  cut,  large  enough,  with  a  little 
Stretching,  to  encircle  the  tube  below  the  collar.  The  absorbent 
material  being  placed  over  the  end  of  the  tube,  the  cloth  is 
folded  over  it,  so  as  to  completely  envelope  the  dressing,  and 
ihc  whole  is  retained  in  position  by  a  loose  binder.  The  dress- 
ing is  changed  as  often  as  it  gets  nearly  saturated  by  simply 
unfolding  the  rubber,  and  without  disturbing  the  coverings  of 
the  wound.  Sponges  arc  usually  employed  lo  absorb  the  dis- 
charges :  but  the  obvious  objections  to  the  use  of  sponges  for 
this  purpose  make  me  prefer  absorbent  wool  or  gau/e.  Sal> 
alembrolh  wool,  properly  prepared,  is  an  excellent  absorbing 
material,  not  so  cumbersome  as  sponges,  and  is,  besides,  a 
powcKul  antiseptic. 

Closing  ikt  Wimn4  in  tht  Parula. — When  the  time  has  come  for 
closing  the  cavity,  a  flat  sponge  of  convenient  size  is  placed  over 
the  bowels  under  the  opening.  This  keeps  the  bowels  out  of 
the  way  and  absorbs  the  blood  that  is  shed  by  the  needle  punc- 
tures- A  drachm  of  pure  blood  can  usually  be  squeezed  from 
this  sponge  after  inserting  sutures  in  a  wound  three  or  lour 
inches  long. 

Many  plans  of  suturing  the  abdominal  wound  are  in  vogue. 
Some  surgeons  use  two  or  three  silver  tension-sutures  through 
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muscle  and  peritoneum,  and  close  the  rest  of  the  wound  by 
supcrficiul  sutures.  I  had  used  (his  plan  in  a  good  few  cases, 
finding  it  answer  admirably,  nil  I  had  a  bronchitic  patient, 
whose  constant  coughing  caused  the  silver  sutures  to  partly  cut 
their  way  through ;  and  then  I  abandoned  it.  The  best  mode 
of  suturing  the  wound  is,  I  believe,  by  interrupted  silk  or  silk- 
worm  gut  sutures  placed,  about  three  to  the  inch,  close  to 
the  margins  of  the  wound,  and  every  one  including  perito- 
netim.  In  these  sutures  some  surgeons  arc  careful  to  include 
only  skin,  fascia,  and  peritoneum ;  others  include  miiscle 
as  well.  It  matters  little,  as  regards  immediate  union, 
what  tissues  are  included  in  the  suture;  but  it  is  impor- 
tant to  provide  against  the  remote  risks  of  a  ventral  hernia, 
by  having  as  broad  a  basis  of  union 
as  possible.  After  a  few  months  all 
uniting  cicatricial  tissue  becomes  lax 
and  distcnsilc;  the  more  that  there  is  of 
it,  the  stronger  will  it  be.  I  therefore 
always  push  the  needle  straight  through 
everything,  at  the  same  distance  from 
the  surface  in  muscle  and  in  peritoneum 
as  in  skin.  When  the  sutiiics  arc  tied, 
the  line  of  incision  then  bulges  outwards ; 
when  only  skin,  fascia,  and  peritoneum 
are  included,  the  sutured  wound  appears 
depressed. 

Many  surgeons  close  the  wound  by 
means  of  indi\'idual  sutures,  to  each  end 
of  which  a  needle  is  attached.  Keith 
uses  a  peculiarly  fine  straight  needle ; 
others  use  an  ordinary  long  glover's 
needle.  For  some  time  past  I  have 
used  a  suture  instrument  (Fig.  t6)  with 
needles  made  on  Hagedorn's  plan,  but 
with  mudi  shorter  cutting  poiuts,  and  I 
have  found  it  exceedingly  convenient  for 
the  purpose.     It  is  essentially  a  handled 
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□eecDc.  tlic  handle  of  which  contains  a  reel  on  which  the  suture 
silk  is  wound ;  aod  it  may  also  contain  lotion  in  which  the  thread 
is  soaked.  With  this  instrument,  after  a  Itttic  practice,  sutures 
may  be  inserted  with  much  greater  rapidity  and  precision  than 
with  the  ordinary  needle.  It  also  saves  the  trouble  of  threading 
and  otherwise  looking  a^er  numerous  needles  and  sutures.  The 
end  of  the  handle  is  large  enough  to  contain  the  ordinary  trade 
reel  of  plaited  silk,  and  the  thread  runs  through  the  cavity  of 
the  handle,  which  contains  lotion,  to  the  end  of  the  needle. 
While  the  bulbous  end,  containing  the  reel,  lies  in  the  hollow  of 
tiie  palm,  the  tips  of  the  fingers  rest  at  the  end  near  the  needle, 
and  manipulation  is  easy  and  comfortable.  The  needle  may  be 
inserted  in  the  axis  of  the  handle,  or  at  ri^ht  angles  to  it :  and 
various  sizes  of  needles  may  be  used  for  different  thicknesses  of 
the  abdominal  walls. 

The  nee<llc  is  made  to  transfix  skin,  fascia,  muscle,  and 
peritoneum,  on  the  right  side  of  the  wound ;  and  then  peritoneum 
muscle,  fascia,  and  skin  on  the  left  side;  the  loop  of  thread  is 
caught  in  the  finger,  the  free  end  drawn  out,  the  needle  with- 
drawn, and  the  sutures  cut,  each  about  six  or  eight  inches  long, 
and  their  ends  handed  over  to  an  assistant.  About  three 
sutures  to  an  inch  is  a  fair  proportion.  When  all  the  sutures 
are  inserted,  the  sponge  is  removi»],  the  suture  threads  are  tied, 
and  the  ends  cut  off.  If  the  stitches  arc  neatly  inserted,  the 
whole  length  of  the  wound  will  be  perfectly  and  accurately 
closed,  and  no  secondary  or  superficial  sutures  are  necessary. 

For  placing  silk-worm  gut  sutures,  I  employ  the  same 
needle.  The  needle  is  passed  unthreaded,  the  giit  is  pushed 
through  the  eye  of  the  needle  and  pulled  through  the  tissues  as 
the  needle  is  withdrawn.  As  the  eyeof  the  needle  is  large  and  gut 
is  a  material  very  easily  threaded,  this  manccuvre  can  be  carried 
out  with  great  catc.  The  assistant,  holding  a  bundle  of  sutures 
in  his  band,  may  thread  the  needle  each  time  it  is  passed. 

Hagedom's  rteedle  and  holder  are  employed  by  several  well- 
known  surgeons.  I  have  used  it  somewhat  extensively  in 
general  surgery,  and  like  it  for  many  purposes.  In  suturing  very 
thick  parietcs  the  long,  straight  needle  supplied  in  Hagcdom's 
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set,  and  passed  by  means  of  his  holder,  wtU  be  found  very  use- 
ful. But  for  general  use  in  suturing  the  abdomen  1  consider  the 
handled  nc«dlc  most  convenient.  In  very  short  wounds,  such 
as  one  made  in  uncomplicated  ovariotomies,  three  or  four 
stitches  may  be  all  that  are  required,  and  tlien  it  matters  very 
little  wlial  needles  are  employed. 

Drttsittgt. — In  a  few  hours  after  operation  (he  peiitoneal 
surfaces  will  have  united,  and  the  parietal  wound  will  then  be, 
to  all  intents  and  purposes,  a  superficial  one.  It  matters  very 
little  what  the  dre&sing  is,  if  it  is  unirritating  and  absorbent.  A 
pad  of  alcmbroth  wool,  or  salicylic  silk,  or  carbolised  gauze,  or 
a  few  (olds  of  boracic  lint,  will  Berve  the  purpose  adcnirably. 
The  dressing  need  not  be  disturbed  for  a  week,  when  tlit;  wound 
will  be  found  quite  healed,  and  the  stitches  may  be  removed. 
Oa  the  dressing,  when  removed,  we  expect  to  find  a  thin  layer 
of  dried  sero-sanguinolcnt  discharge,  iwo  inches  broad. 

After  removal  of  a  targe  tumour,  I  think  the  plan  of  covering 
the  whole  abdomen  with  long  broad  layers  of  slrajiping  should 
be  adopted.  The  sudden  decrease  of  abdominal  tension  that 
follows  removal  of  an  abdominal  tumour  no  doubt  favours 
gaseous  distension  of  the  bowels ;  and  strapping  is  undoubtedly 
a  better  means  of  preventing  this  than  a  tight  binder.  The 
strips  of  plaster  act  as  a  firm  unyielding  splint,  keeping  the 
parts  immovable,  and  permitting  the  patient  whatever  liberty  of 
movement  she  may  desire.  Not  only  arc  changes  of  position 
from  the  back  to  the  side  very  agreeable  to  the  patient;  but 
lying  on  the  side,  with  the  knet.t  drawn  up,  favours  the  passage 
of  flatus  and  the  use  of  the  rectum-tube.  Hollows  under  the 
strapping  arc  to  be  filled  up  by  firm  pads  of  some  sort; 
folded  towels  do  very  well.     A  binder  is  unnecessary. 

If  drainage  is  used,  the  dressing  and  strapping  stop  short  at 
the  point  where  the  lube  emerges.  Special  dressings  are 
arranged  around  the  end  of  the  tube  in  the  manner  already 
described  (p.  82).  The  most  scrupulous  attention  ought  to  be 
paid  to  ihc  securing  of  perfect  cleanliness  in  the  means  adopted 
for  collecting  discharges  from  the  abdomen. 

Stitcli.abscesses,  causing  some  elevation   of   temperatnre^ 
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are  menlioneil  ns  possible  accidentH  duriDg  the  uniting  of  the 
parietal  wound.  These  are  never  seen  in  wounds  treated  anti- 
septicaUy,  and  I  think  they  can  be  caused  only  by  the  use  of 
sutures  that  are  not  absolutely  free  from  filth.  Perhaps  too 
much  tension  in  the  stitches  might  ciuse  suppuration  in  their 
track;  but  if  everything  were  aseptic,  this  would  not  cause 
much  elevation  of  temperature. 


In  the  manipulative  part  of  the  operation,  absolute  precision 
and  exactitude,  as  far  as  hands  and  mntcrials  can  secure  these, 
arc  necessary  to  the  most  perfect  success.  Not  only  must  no 
part  of  the  work  be  hurried  over  or  scamped,  but  every  detail 
must  be  finished  and  rounded  olTwiih  a  thoroughness  as  minute 
and  genuine  as  if  that  detail  were  the  turning  point  of  success, 
And,  practically,  it  is  a  fact  that  imperfect  attention  to  almost 
any  detail  may  result  in  a  catastrophe. 

But  the  avoidance  of  bungling,  oversight,  or  neglect  is  not 
enough.  It  is  possible  to  ovcrjo,  as  well  as  to  underdo.  The 
clamp  is  an  example  of  overdoing,  and  the  calamities  that 
followed  its  use  are  our  warning.  We  may  run  to  excess  in 
the  means  adopted  for  stemming  haemorrhage,  by  means  other 
than  the  clamp.  We  sec  this  in  the  double,  triple,  or  even 
quadruple  ligation  of  the  most  ordinary  pedicles  by  certain 
operators;  in  an  elaborate  sponging  of  the  peritoneal  cavity, 
that  is  prolonged  beyond  cleansing  into  irritation ;  in  separate 
suturing  of  peritoneal  surfaces;  and  in  many  other  ways  that 
could  be  mentioned. 

It  mufit  not  be  forgotten  that  shock  is  one  of  the  chief 
dangers  in  all  abdominal  operations,  and  that  tardiness  in 
operating  is  an  important  factor  in  conlributing  thereto.  In 
addition  to  the  risk  from  extended  traumatism,  wc  must  reckon 
with  that  from  prolonged  ana^sthesia.  These  propositions  have 
only  to  be  suted,  to  be  admitted ;  but  not  all  who  admit  them 
act  upon  them.  Rapidity  in  operating  is  a  prime  virtue  in 
abdominal  surgery ;  but  this  rapidity  must  specially  be  cul- 
tivated over  the  more  subsidiary  details,  as  in  making  the 
parietal  wound  and  closing  it.     In  other  matters  so  time  must 
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be  speot  in  deliberating.  The  surgeon  must  be  prepared  with 
mind,  hand,  and  instrument,  to  meet  every  emergency  as  it 
arises  according  to  the  best  rules  of  his  art.  A  man  who 
enters  the  abdominal  cavity  ought  to  be  able  to  do  anything, 
from  ligature  of  a  vessel  to  resection  of  the  intestine;  and  he 
should  bo  prepared  to  do  this  in  a  manner  which  defies  the  criti* 
ciam  of  his  brethren.  We  can  rarely  diagnose  perfectly  the  state 
of  matters  inside  an  abdomen  before  we  open  it,  and  we  ought 
therefore  to  be  able  to  treat  anything  wiiich  we  find  when  wc  enter. 
Dexterity  here  comes  from  knowledge  as  much  as  from  pcaclice. 
To  be  piepared,  at  the  appearance  of  any  complication,  to 
apply  the  best  known  surgical  technics:  to  do  what  is  wanted, 
and  no  more  than  is  wanted ;  to  have  the  manner  and  method 
of  each  procedure  mentally  laid  down  in  clear  and  definite  lines; 
and  generally  to  perform  the  operation  in  steady,  straight- 
forward, workmanlike  manner  through  the  endless  complications 
that  may  arise,  is  no  triSing  call  on  the  capacities  of  a  human 
being.  Much  of  it  may  be  learnt  by  intelligent  practice,  at 
the  expense  of  the  patients ;  much  may  be  leamt  by  careful 
study  and  practice  on  the  dead  body  ;  but  most  of  all  will  the 
young  surgeon  derive  information  from  a  close  and  intelligent 
personal  attendance  at  the  operations  of  our  great  masters. 
Abdominal  surgery  is  no  longer  a  ficid  for  legitimate  and  versatile 
experiment;  certain  fixed  and  useful  laws  and  customs  have 
been  laid  down  by  the  dearly-bought  experience  of  great  men : 
the  abdominal  surgeon  ought  to  begin  fully  e(]uip|>ed  with  such 
knowledge  as  has  been  gathered  for  him. 


After-Treatment  of  Cases  of  Abdominal  Operation. 

A  golden  rule  in  the  treatment  of  cases  of  laparotomy  is — 
to  let  tlie  patient  alone.  Everything  approacliing  to  metldle- 
somcncss  is  to  be  condemned  The  patient  must  not  be  upset  by 
fussy  applications  of  tentative  therapeutics :  when  an  emergency 
arises,  it  is  to  be  met,  promptly  and  decisively,  by  a  method 
which  has  been  approved  trustworthy. 
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Comfirt  may  be  regfarded  as  a  therupeutic  measure  of  some 
importance.  Besides  the  ordinary  measures  that  would  be  adopted 
with  a  patient  who  is  seriously  ill,  certain  minor  attentions  in 
abdominal  cases  may  be  carried  out  wilh  benefit.  The  luxury 
of  a  change  into  a  second  bed,  with  clean  fresh  linen,  will  be 
highly  appreciated  and  will  often  be  a  means  of  securing  a 
good  night's  rest.  Changes  of  position— moving  the  patient 
from  back  to  side,  raising  the  head  and  shoulders  a  little,  bending 
rhe  knees  over  pillows,  or  raising  the  lower  !iml»s  on  supports — 
all  tend  to  lessen  the  irksomcness  of  confinement  to  bed,  and  by 
so  much  to  increase  the  chances  of  recovery.  Sponging  the  arms, 
legs,  and  chest,  or  washing  them  with  soap  and  warm  water, 
will  always  \te  grateful.  These  and  similar  proceedings  are  well 
worthy  of  consideration,  as  being  items  in  the  not  inconsiderable 
total  of  the  patient's  comfort. 

As  to  the  administration  of  food  and  drink  to  the  patient,  it  is 
impossible  to  give  definite  rules.  Generally  .ipeaking,  the 
gravity  of  the  case,  and  our  apprehension  of  danger,  will  |}c  our 
piides.  A  dmple  case  of  odphoreclomy  or  ovariotomy,  after  the 
first  twenty-four  hours,  will  require  little  change  from  the  ordinary 
diet  of  health.  In  cases  of  serious  operation,  where  some  degree 
of  iaflammalioD  of  injured  viscera  is  bound  to  super\*efic,  dieting 
may  be  of  supreme  importance.  In  such  cases  irritability  of  the 
wholcdigestive  tract,  with  vomiting  and  tympanites,  may  co-exist 
with  an  urgent  necessity  for  supporting  the  patient's  strength  by 
Stimulating  nourishment.  The  judicious  management  of  these 
cases  will  tax  the  surgeon's  capacity  to  the  utmost. 

In  gcner.tl,  milk  is  a  had  food  for  abdominal  cases.  It  is  not 
digested  by  the  stomach,  and.  as  curd,  it  may  pass  a  long 
way  down  the  intestine ;  also,  it  is  a  food  that  causes  flatulence. 
Pepioniscd  milk  has  not  these  drawbacks,  but  patients  rarely 
like  it.  Good  home-made  beef  tea,  or  any  of  the  numerous 
concentrated  beef  jellies,  taken  cither  solid  in  tea-spoonfuls  at  a 
time,  or  much  diluted  if  the  patient  is  thirsty,  are  usually 
agreeable  to  the  patient,  and  are  of  great  value.  Oatmeal  gruel 
bihI  liquid  arrowroot,  with  kiniilar  articles  of  diet,  varied  accord- 
ing to  the  patient's  taste,  may  be  given. 


CATHETBRISM. 


"  Little  and  often  "  is  to  be  the  rule  of  administration  ;  but 
not  too  little  nor  too  often.  The  stomach,  like  other  organs, 
wants  occasional  rest ;  and  to  keep  it  in  constant  action  for 
three  or  four  days  on  end  by  hourly  or  half-hourly  exhibitions 
of  small  quantities  of  nourishment,  will  result  in  functional 
irritation,  or  even  exhaustion  of  the  organ.  The  peculiarities 
of  the  case,  and  the  tolerance  of  the  stomach,  must  direct  us. 
In  all  cases  we  must  not  forget  that  foods  when  peptonised  may 
be  retained  and  absorbed,  when  they  would  be  rejected  in  their 
unprepared  condition. 

As  a  nilc,  in  cases  of  average  gravity,  it  will  be  found  a  wise 
plan  to  give  the  patient  only  warm  water,  or  toast-water,  by  the 
mouth  for  the  Rrst  twenty-four  or  forty-eight  hours,  and  then 
begin  the  administration  of  foods  such  as  have  been  mentioned. 
Cold  water,  and  particularly  "  ice  to  suck,"  for  thirst,  are  to  be 
avoided:  they  do  not  allay  thirst  so  well  as  warm  water;  and 
my  experience  coincides  with  that  of  others,  that  they  are  more 
commonly  rejected.  If  the  patient  complains  of  thirst,  a  pint  of 
tepid  water  slowly  administered  as  enema  will  rapidly  and 
effectually  alleviate  it.  It  is  unwise  to  upset  the  functional 
capacities  of  the  stomach  by  ingestion  of  large  quantities  of 
fluid  to  allay  thirst,  when  this  end  may  be  attained  by  rectal 
absorption. 

In  operations  upon  females,  special  attention  must  be  paid  to 
the  management  of  the  fiinctipits  of  the  bladJn.  It  used  to  be 
conndcred  necessary  to  draw  off  the  water  by  catheter  at 
frequent  and  stated  intervals  for  some  days  after  operation. 
This  is  quite  unnecessary.  The  catheter  need  not  be  passed  till 
the  patient  feels  a  desire  to  micturate ;  and  as  soon  as  slie  can 
pass  water  herself,  she  may  be  permitted  to  do  so.  Some 
patients  do  not  require  the  use  of  the  catheter  at  all.  In  the 
first  twenty-four  hours,  the  secretion  of  urine  is  usually  scanty, 
and  the  instrument  may  not  have  to  be  used  at  all  in  this  time. 
In  few  cases  will  it  have  to  be  passed  oftener  than  thrice  in 
the  day. 

Cystitis,  often  of  a  troublesome  nature,  is  occasionally  pro- 
duced by  catheterism.     To  avoid  this,  the  catheter  must  be 
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cleansed  with  scrupulous  care ;  and  a  new  one  should  be  pro- 
vided after  one  has  been  used  haU-a-dozen  times.  A  male 
rubber  or  celluloid  catlieler,  of  the  size  of  No.  6  or  8  English 
make,  is  the  best  instrument  to  use. 


The  above  account  refers  to  the  managomcnt  of  simple 
straight  forward  cases  which  proceed  ea»ily  and  rapidly  towards 
recovery.  But  sometimes  we  have  to  deal  with  conditions 
which  are  partly  outcomes  of  gravity  of  operation,  and  partly 
special  to  abdominal  cases.  Among  the  former  wc  may  reckon 
shock  or  collapse,  reiiClessness,  and  pain ;  among  the  latter, 
vomiting,  tympanitic  distension,  and  peritonitis. 

Severe  skocli  after  operation  is  treated  on  ordinary  surgical 
principles,  by  hot  bottles,  hot  blankets,  stimulating  applications 
to  the  epigastrium,  elevation  of  limbs,  and  so  forth.  Surrounding 
the  limbs  in  packs  wrung  out  of  hot  water  has  often  an  excellent 
effect.  Hypodermic  injections  of  ether,  ammonia,  or  brandy, 
and  rectal  injections  of  diSTusive  and  alcoholic  stimulants,  arc  fre- 
quently administered.  Gill  Wylie*  speaks  highly  of  the  value  of 
irrigation  of  the  cavity  with  hot  water  {105* — 1 10'  Fah.)  as  pre- 
ventive of  shock :  and  others  have  borne  testimony  to  the  same 
efitKt.  Restlessness  and  jactitation  must  be  treated  by  a  hypo- 
dermic injection  of  a  quarter  of  a  grain  of  morphia,  to  be  followed 
in  an  hour  by  a  sixth  of  a  grain  or  more,  according  to  the  elTect 
of  the  lirst  dose.  Morphia  is  not  to  be  used  unless  there  is  strong 
necessity  for  it.  Illowerslhc  functional  activity  of  the  intestines, 
and  favours  the  production  of  tympanites — an  effect  which  is 
specially  to  be  avoided.  The  patient  is  to  be  encouraged  to  bear 
the  pain  :  it  rarely  lasts  for  a  long  time ;  and  it  will  be  better  for 
bcr,  in  the  event  of  further  troubles  arising,  that  she  should  meet 
them  with  a  system  unimpregnated  with  morphia.  The  routine 
employment  of  morphia  is  to  be  condemned.  The  patient  is 
always  brighter  and  better  without  it,  if  there  is  no  urgent  call 
for  its  exhibition. 

In  grave  cases  it  is  wise  to  begin  at  once  feeding  by  the 

rectum  in  the  manner  to  be  described.    Collapse  is  a  cause  of 

*  N.  Y.  Mfi.  Rtc.  Mar.  tglh.  1SS7. 
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vomiting;  and  want  of  food  and  stimulants  for  the  customary 
twenty-four  hours  may  encourage  the  very  symptom swc  wish  to 
ward  olT.  Free  stimulation,  by  brandy  or  other  spirit,  adminis- 
tered in  enema,  during  the  first  day  or  two  after  a  very  serious 
operation  on  a  weak  patient,  is  a  therapeutic  measure  of  supreme 
value.  In  many  cases  a  glass  of  liot  spirit  and  water,  taken  the 
last  thing  at  night,  will  act  as  a  soporific. 

VemUing  is  perhaps  the  most  troublesome  single  symptom 
that  wc  have  to  deal  with,  after  abdominal  operations.  Arising 
soon  after  operation,  and  lasting  over  ten  or  twenty  hours,  it 
may  be  nothing  more  than  an  eilect  of  the  aosesthetic.  When 
it  exists  on  the  thinl  or  fourth  day,  and  continues,  we  may 
conclmic  that  it  indicates  peritonitis  or  enteritis,  or  some  allied 
inflammaloty  condition,  which  causes  paralysis  of  the  functions 
of  the  bowels.  In  this  case  we  must  take  prompt  measures  to 
deal  with  events  which  may  have  grave  issues. 

The  vomiting,  in  this  case,  is  not  of  the  sort  that  can  be 
controlled  by  medicine.  Indeed,  it  is  more  than  doubtful  if  it  is 
desirable  to  seek  to  control  it.  It  is  almost  uniformly  accom- 
pantetl  by  distension  of  the  bowels  with  gas  and  fluid,  and 
vomiting  alTords  relief.  It  is  certainly  not  wise  to  let  the  patient 
continue  feeling  sick  and  vomiting  frequently  small  quantities  at 
a  time;  but  it  may  be  wise  to  encourage  free  vomiting  for  a  few 
minutes  together.  I  hax-e  found  that  the  administration  of  as 
much  fluid  as  the  patient  will  drink — soda-water,  or  weak  lea, 
or  simple  warm  water—is  followed  by  the  evacuation  of  large 
quantities  of  bilious  fluid  and  gas,  and  makes  the  patient 
comfortable  for  some  hours.  In  more  than  one  bad  case,  I 
have  found  Kussmaul's  treatment  of  washing  out  the  stomach 
by  the  stomach  pump  of  conspicuous  henelit. 

The  indication  is  rather  to  remove  the  cause  of  the  vomiting, 
than  to  check  it  when  it  has  set  io.  For  this  end,  we  must  at 
once  stop  the  administration  of  everything  by  the  mouth,  and 
support  the  patient  entirely  by  rectal  feeding.  By  lying  on 
the  side,  and  wearing  the  rectum  tube  as  much  as  possiblCi 
the  passage  of  flatus  downwards  is  encouraged.  And  at 
least  once  a  day,  large  quantities  of  warm  water,  with  a  little 
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turpentine,  are  injected  into  the  rectum,  so  as  to  completely 
remove  whatever  gas  may  be  in  the  large  bowel,  and  encourage^ 
more  of  it  to  descend  from  the  small  bowel. 

We  may  at  the  same  time  have  to  deal  wiih  ptritouitis, 
local  or  general.  I  am  hy  no  means  alone  in  believing  that  the 
administration  of  opium  is  not  always  the  best  treatment  for 
peritonitis.  Where  great  restlessness  accompanies  the  vomiting, 
ofMum — or.  better,  the  hypodermic  injection  of  morphia — may 
be  given  at  frequent  intervals ;  but,  as  a  rule,  the  use  of  sedatives 
is  to  be  condemned.  Holding,  as  1  do,  that  the  tympanites 
which  accompanies  peritonitis  is  a  real  cause  of  obstruction,  and 
thereby  induces  vomiting,  1  have  for  some  years  l>een  in  the 
habit  of  cautiously  prescribing  a  saline  purge,  in  the  hopes  of 
carrying  off  this  flatulence.  The  results  were  beyond  expecta- 
tion, and  when  1  had  found  it  had  been  (or  some  time  a 
routine  treatment  in  Tail's  practice,  I  had  no  hesitation  in 
extending  it.  A  purge  carries  off  great  (]uantitieK  of  gas  and 
fltiid,  relieves  the  distension,  and  probably,  by  its  physiological 
action,  relieves  engorgement  of  intestinal  vessels.  A  Seidlitz 
powder  or  a  dose  of  Epsom  siilts  will  sometimes  act  like  a  charm 
in  these  cases,  putting  an  altogether  new  complexion  on  the 
case.  I  believe  also  that  a  saline  purge  may  be  of  advantage 
where  there  is  fluid  collecting  in  the  pelvis.  The  engorgement 
of  its  veucls  living  relieved,  the  peritoneum  is  able  to  absorb 
more  fluid.  Tait  tells  us  that  in  many  cases  where  others  would 
drain,  he  purges. 

Over  and  over  again  I  have  been  able  to  demonstrate  to 
students  and  medical  men  the  value  of  a  s-iline  purge  in  cases  of 
tDcipieot  peritonitis.  A  case  seen  with  distension,  sickness  and 
restlessness  at  the  visit  on  one  day,  has  a  Seidlitz  powder  pre- 
scnt>cd,  to  be  followed  by  a  hot- water  or  turpentine  enema  ;  and  it 
is  almost  taken  for  granted  that,  at  the  visit  next  day,  the  patient 
will  have  a  Hat  abdomen,  the  sickness  will  have  disappeared, 
and  she  will  express  herself  as  feeling  infinitely  better,  but  weak 
from  the  exertion  necessary  in  )>assing  motions.  A  brandy 
enema  at  once  counteracts  any  feeling  of  weakness.  Food  ts 
now  tolerated ;  and  the  patient  is  practically  out  of  danger.     In 
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grav«  nixloiiiinal  cases,  I  positively  like  to  see  (linrrh(£n— natural 
or  artificial :  diarrhcca  very  rarely  goes  with  vomiting.  It  is  one 
mode  of  draining  the  peritoneum,  as  weU  as  being  an  antagonist 
to  tympanitic  distension.     It  may  be  that  purges  do  good  rather 

■  as  tennoving  gas  than  as  draining  the  i>critoneiini  and  reheving 
engorgement  of  vessels :  how  they  do  good  matters  not  so  much 
as  the  fact  that  they  do. 

Slowly  but  turely  the  therapeutic  virtues  of  purges  in  opcra- 

Ltion — peritonitis  arc  being  recognised.     Among  the  most  cnlhu- 

tsiastic  supporters  of  the  plan  arc  such  well-known  surgeons  as 
Gill  Wylie,*  Boldy.l  Penrose,;  and  Gardner.^  Thclast  named, 
the  well-known  Professor  of  Gynaecology  in  McGill  University, 
in  recording  his  highly  successful  work  during  the  year  i8S6, 
thus  writes  of  it ;  "  In  my  work  during  the  year  1  have  given 
no  opium,  and  invariably,  immediately  on  the  appearance  of 
distension,  pain,  or  vomiting,  1  have  given  enemas  and  purga- 

'tivcii  with  the  most  signal  advantage.  I  am  convinced  that,  in 
my  own  experience,  i  have  thus  seen  many  lives  saved,  besides 
a  vast  diminution  of  the  trouble  and  difficulty  in  managing  the 

leases  afterwards." 

T/mfanites  is  a  symptom  which  always  accompanies  peri> 
tonitis  and  vomiting.  In  a  slight  degree,  elevating  the  infra- 
sternal  depression,  it  may  mean  nothing  more  than  passive 
accumulation  of  gas  from  relief  of  intra-abdominal  pressure. 
Drum-like  distension  accompanjnng  peritonitis  is  qnilt  another 
affair ;  it  may  cause  distress  from  interfering  with  respiration :  it 
is  certainly  a  cause  of  vomiting,  probably  through  its  acting  as 
an  obstructive,  and  must  be  relieved  as  soon  as  possible.  Tap- 
ping with  a  fine  trocar  may  give  temporary  relief;  but  this  relief 
is  so  slight  and  so  evanescent  as  to  be  practically  of  no  account. 
Speaking  from  a  personal  experience  of  six  cases,  and  from  the 
observation  of  several  more  in  the  practice  of  colleagues  and 
friendfi,  I  would  characterise  tapping  of  the  bowels  for  tympa- 
nites as  a  simple  trilling  with  the  complaint,  and  as  a  dangerous 

*  N.  Y.  Uti.  Sit.  Mu.  19111.  ttSf.       t  N-  Y.  Uid.  Rtt.  Nov.  jtb.  1887. 
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trifling.'  More  advantage  will  be  derived  from  encouraging 
free  vomitinj^'  in  the  manner  indicated  above,  and  by  lac^'e  fluid 
rectal  injections,  isujtplcmented,  where  it  is  considered  advisable, 
by  a  saline  purge.  Spirits  of  peppermiat,  ether,  or  chloroform, 
facilitate  the  eructation  of  gas,  and  may  be  of  some  benefit. 

A  most  valuable  adjuvant  in  the  treatment  of  dislenaioa, 
after  abdominal  operations  is  the  employment  of  the  rectuial 
tube.  The  vaginal  tube  supplied  with  a  Higginson's  syringe, 
or  an  ordinary  lithotomy  tube,  answer  the  purpose  perfectly 
well.  But  sometimes  a  longer  tube,  such  as  that  usi:d  for  wash* 
ing  out  the  stomach,  will  be  required.  If  there  is  fluid  in  the 
rectum,  such  as  remains  of  enemas  or  liquid  faeces,  then  the 
long  tube  should  be  employed  to  carry  the  dischar(;e  well  away 
from  the  patient's  body,  or  a  piece  of  rubber  tubing  should  be 
attached  to  the  ordinary*  tube,  and  carried  outside  the  bed-clothes. 
As  soon  as  there  is  a  collection  of  gas  in  the  bowel  which  the 
patient  cannot  pass,  the  rectum  tube  should  be  inserted  and  left 
in  position.  When  there  is  much  distension,  the  tube  should: 
literally  be  worn  for  as  long  periods  as  possible  consistently  with 
the  ndniinislration  and  retention  of  enemas.  The  patient  very 
soon  appreciates  the  virtues  of  the  rectum  tube,  and  frequently 
will  ask  that  it  be  inserted. 

The  trinity  of  peritonitis,  tympanites,  and  vomiting  arc  the 
furies  of  abdominal  surgery.  When  they  have  taken  firm  hold 
ofa  case,  we  may  make  up  our  minds  for  a  fierce  struggle  before 
tbeycaji  be  ousted.  The  longer  they  abide,  the  more  difficult 
ate  they  to  be  got  rid  of:  therefore,  we  ought  to  be  prepared  at 
ever)'  point  to  meet  them  with  the  most  trustworthy  weapons 
and  the  most  approved  tactics. 


Rtetai  t'ttHiHg.—tht  frequent  necessity,  in  abdominal  cases, 
of  feeding  by  the  rectum  demands  a  practical  familiarity  with 

*  See,  on  (hit  lobjeci.  Ogle.  Lmml.  July  i6ib  and  ijrd.  tSS;.  In  caw 
a[  lynipuij'  occvrrifiK  in  cattle,  (be  pfttt  punctured  it  not  Ihe  Uiwul.  aa  ', 
Dr.  Ogle  Mesii  lo  luppoM.  but  iba  rumen  or  p«uncb.  Not  only  in  ibis 
respect  bni  in  oiben,  neb  m  tfaa  ihiclEa«M  of  tbe  visceral  walls,  axiA  the 
uiarc  of  tbe  contcnls^  the  uulogy  twtn-Mii  hiunan  haagi  and  cattle  it  not 
correct. 
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tKc  best  modes  of  preparing  the  rood,  and  the  best  means  of 
administering  it.  1  have  closely  followed  ihc  accounts  of  modern 
^improvements  in  the  artificial  digestion  of  foods,  and  liave 
Specially  taken  note  of  the  results  found  from  introducing  these 
into  the  system  by  rectal  ahsorplion.  Most  of  the  plans  recom- 
mended I  have  either  tried  or  seen  tried  in  practice.  Now,  it  is 
of  supreme  importance  that  feeding  by  rectum  shall  produce 
a  maximum  of  result  with  a  minimum  of  disturbance.  The 
worry  of  rectal  feeding  must  be  counterbalanced  by  very  definite 
and  [KkljKkblc  results;  it  must  be  something  very  much  more 
than  an  interesting  physiological  eiipcrimc^at. 

I  have  come  to  the  conclusion  that  all  rectal  foods  ought  to 
'possess  two  qualifications— namely,  that  they  should  be  pep- 
tonised,  and  that  they  should  be  very  dilute.  It  is  idle  to  argue 
that  enemas  arc  not  nutritive  unless  they  are  peptonised  ;  long 
and  CJctcnsivc  experience  has  abundantly  proved  the  contrary. 
But  it  seems  fairly  well  estabtislied  that  digested  food  is  more 
readily  absorbed  by  the  mucous  membrane  of  the  bowel  than 
undigested  food,  and  is  possessed  of  a  higher  nutritive  value. 
^The  nutritive  value  of  dried  bullock's  blood,  or  any  of  the 
nutritive  boluses  or  capsules  which  are  now  prepared  by  various, 
chemists  is  no  doubt  considerable.  But,  for  the  treatment  of 
abdominal  cases  at  least,  I  believe  Ihat^the  best  results  are  got 
from  enemas  that  are  dilute. 

It  is  just  possible  that  the  benefits  of  dilute  enemas,  may,  to 
some  extent,  be  accounted  for  by  the  relief  to  thirst  which  they 
give.  Thirst  is  undoubtedly  a  frequent  complaint  in  abdominal 
cases;  and  in  such  as  have  vomiting,  the  thirst  is  often  trying. 
No  doubt  the  fluids  of  the  blood  are  largely  drawn  upon  to 
provide  the  intestinal  fluids  which  are  secreted  so  abundantly; 
but  the  feeling  of  ihiist  may  also  be  partly  accounted  for,  as 
analogous  to  the  thirst  uhich  is  felt  after  shock  or  fainting. 
However  it  is  explained,  there  is  no  doubt  that  the  feeling  is 
emoved  by  the  use  of  liquid  enemas,  when  drinking  of  fluids 
'may  be  inctTectual.  On  the  other  hand,  as  regards  the  supply 
of  nourisliment,  enemas  are  not,  in  operation  cases,  usually  ad- 
ministered because  the  patient  is  famished  for  want  of  food,  but 
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becBose  wc  wish  to  provide  temporary  support,  to  enable  the 
patient  to  tide  over  a  few  days  of  exhausting  sickness.  Only  ia 
the  case  of  tfastiostomy  for  stricture  of  the  cesophagus  have  we 
lo  comliat  rcJil  hunger;  in  other  operations,  it  is  temporary 
support  or  stimulation  which  wc  seek  lo  provide.  Prof.  Bauer* 
insists  Upon  it  that  by  the  help  of  nutrient  enemas,  however 
prepared,  it  is  impossible  to  efTect  the  absorption  of  more  than 
a  fourth  part  of  the  nourishment  necessary  for  suhsisience. 
.This  tells  in  favour  of  the  exhibition  of  stimulants  in  the 
enemas,  which  undoubtedly  are  absorbed. 

Now,  in  practice  these  principles  may  he  carried  out  in  two 
ways — either  by  the  administration  of  enemas  that  are  very 
dilute,  and  therefore  in  considerable  bulk,  or  by  the  administra- 
tion four  or  five  tines  in  the  twenty-four  hours  of  small  con- 
centrated bulks  of  food,  %vith,  once  a  day,  the  ingestion  of  a 
considerable  quantity  of  tepid  water.  Some  patients  will, 
without  discomfort,  retain  a  pint  of  fluid  in  the  large  bowel; 
these  1  should  feed  with  dilute  pcptonised  enemas.  A  few  can 
retain  no  more  than  four  or  six  ounces ;  these  I  should  feed  with 
concentrated  or  solid  peptonised  materials,  supplemented  by  the 
administration,  once  or  twice  daily,  of  a  pint  or  more  of  warm 
water. 

Pynxia. — A  few  surgeons  consider  it  necessary  to  make 
special  provision  for  the  treatment  of  excessive  pyrexia  occur- 
ring after  alxlominal  operations.  Nothing  perhaps  is  more 
remarkable  in  the  whole  range  of  practical  surgery  than  the 
slight  amount  of  febrile  reaction  which  is  observed  after 
abdominal  operations.  Case  after  case  occurs  in  which  the 
maximum  temperature  does  not  reach  loo"  Fall.;  in  fact,  a 
temperature  ol  lOO*  may  l>e  considered  as  abnormally  high.  It 
is  also  true  that  the  greatest  dangers  after  laparotomy  are  not 
associated  with  severe  pyrexia.  Peritonitis  of  the  most  virulent 
sort  may  co-exist  with  a  normal  or  even  sub-normal  temperature; 
and  ordinary  peritonitis,  mild  or  local,  rarely  causes  great  eleva- 
tion of  temperature.  Pyrexia  after  laparotomy  is  not  of  the 
nature  of  the  pyrexia  in  speci6c  diseases  such  as  typhoid  fever ; 
'  VoQ  Zieimmaro'*  lUnJ^k  «f  Gtntral  Thtraftulitt,  vol.  i.  |h  366. 
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it  does  not  continue  for  weeks  together,  and  it  is  not  at  al!  likely 
to  cause  danger  from  mere  continuance  of  excessive  fever  heat. 
It  is  probably  true  that  laparotomy  involves  a  likelihood  of  rapid 
and  dangerous  rise  in  temperature  no  more  than  any  other  major 
surgical  operation ;  and  this  likelihood  must  be  exceedingly 
small.  In  the  unrivalled  experiences  of  Tait  and  Keith,  such 
dangerous  rises  of  temperature  have  not  occurred ;  and  it  may 
reasonably  be  argued  that,  in  the  practice  of  others,  no  special 
preparations  need  be  made  to  meet  them. 

In  the  Samaritan  Hospital,  the  ice-cap  is  kept  in  reserve  and 
frequently  used  for  the  treatment  of  rises  in  temperature.  Cold 
packs  on  the  limbs  are  used  for  the  same  end.  And  in  America 
a  few  surgeons  speak  of  the  value  of  Kibbee's  fever  cot,  which 
is  essentially  a  water-bed,  through  which  cold  water  can  be 
passed,  so  as  to  abstract  heat  from  the  body  with  which  it  is  in 
contact.  If  I  had  to  deal  with  a  temperature  above  104°  lasting 
for  more  thiin  two  hours,  I  should  administer  a  full  dose  of 
antipyrin,  and  possibly  supplement  it  with  sponging  of  the 
cutaneous  surface.  Under  104°,  I  should  adopt  no  special 
treatment  to  reduce  the  temperature ;  the  strong  probability 
is,  that  it  will  soon  drop  of  its  own  accord. 

Panotitis. — Mr.  Stephen  Paget  has  called  Special  attention  to 
the  fact,  that  after  abdominal  injuries  and  operations  a  small 
proportion  of  cases  is  attacked  with  inflammation  of  the  parotid 
gland,  which  may  or  may  not  proceed  to  suppuration.  The 
explanation  of  this  curious  fact  we  cannot  here  discuss.  The 
treatment  is  carried  out  on  ordinary  surgical  principles. 

[See  Bibliography  at  end  of  Book.) 
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OPERATIONS  ON  THE  OVARIES.  THE  FALLOPIAN 
TUBES,  AND  THE  BROAD  LIGAMENTS. 


By  far  the  most  important  and  extensive  part  of  abdominal 
surgery  is  concerned  with  tumours  of  the  ovary.  It  was  here 
that  the  surgery  of  the  abdomen  signalised  its  first  triumphs ; 
and  it  has  been  chiefly  through  the  practical  experience  gained 
in  this  field  that  the  present  proud  position  of  peritoneal  surgery 
has  been  established. 

In  this  section  we  have  to  deal  with  the  ovaries,  the  broad 
ligaments  and  parovarium,  and  the  Fallopian  tubes.  For  the 
sake  of  practical  convenience,  inflammatory  diseases  of  the 
ovaries  are  considered  along  with  diseases  of  the  Fallopian 
tubes;  the  whole  being  collectively  treated  under  Removal  of 
the  Uterine  Appendages.  Operations  for  growths  in  the  broad 
ligament  and  parovarium,  though  they  are  usually  described  as 
ovariotomies,  are  here  separately  considered. 


Ovariotomy. 


SURCICAI.  A!tATOUy   OF  THE   0%'AitY. 

The  ovaries  lie  in  the  posterior  fold  of  the  broad  ligament, 
at  the  level  of  the  brim  of  the  pelvis.  In  front,  they  are  in 
contact  with  the  broad  ligaments ;  behind,  they  are  separated 
from  the  rectum  by  [lie  coils  of  ileum  which  usually  occupy 
Douglas's  pouch.  Their  position  is  not  fixed  and  stable;  dis- 
pUcemcDts  are  caused,  normally,  by  the  filling  and  emptying 
of  the  bladder  and  the  rectum ;  and,  pathologically,  by  enlarge- 
ments and  malpositions  of  the  uterus. 

The  ovary  is  attached  to  the  broad  ligament  along  one 
border,  and  to  the  uterus  by  a  rounded  fold  of  peritoneum 
containing  muscular  fibre  (the  utero-ovarian  ligament),  which 
is  inserted  into  its  internal  extremity;  at  its  external  extremity 
is  attached  that  part  of  the  upper  border  of  the  broad  ligament 
known  as  tubo-ovarian  or  infundihulo- pelvic.  The  ovary  there- 
fore occupies  the  apex  of  a  ligamentous  triangle,  the  base  of 
which  is  in  the  broad  ligament,  and  the  angles  of  which  lie  at 
the  uterus  and  the  pelvic  brim. 

At  the  junction  of  the  ovary  with  its  fold  of  broad  ligament 
is  the  hilum  of  the  ovary.  Here  is  situated  the  mass  of  spongy 
vascular  erectile  tissue  known  as  the  bulb  of  the  ovary,  and  to 
this  point  converge  the  numerous  small  vessels,  branches  of  the 
ovarian  artery,  which  supply  the  gland.  The  ovarian  artery,  a 
branch  of  the  aorta,  leaving  the  inner  aspect  of  the  iliac  vessels 
At  the  pelvic  brim,  runs  a  tortuous  course  along  the  upper  border 
of  (he  broad  ligament,  between  its  folds,  to  its  bifuication  near 
the  uterus.  On  the  outer  side  of  the  ovarj',  it  gives  off  branches 
to  the  ampulla;  and  on  the  inner  side,  to  the  isthmus  of  the 
Fallopian  tube  and  to  the  round  ligament ;  midway,  it  gives  oS 
ti»e  branches  which  supply  the  ovarj'.  .'\s  many  as  ten  or 
twenty  branches  may  be  given  off.  The  veins  arc  even  more 
numerous,  and  constitute  a  clo9cIy-set  network,  which  com- 
municates above  with  the  pampiniform  plexus,  and  below  with 
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the  vaginal  plexus,  and  is  finally  gathered  into  the  ovarian  vein, 
which  dischariges  itself  into  the  renal  vein  on  the  h(t  sicic,  and 
into  the  vena  cava  on  the  right  side. 

The  fold  of  broad  ligament  containing  these  numerous 
arterial  and  venous  branches  constitutes  the  surgical  pedicle. 
A  ligature  placed  close  to  the  ovary  necessarily  constricts  all 
these,  but  may  not  include  the  trunk  of  the  ovarian  artery. 
Under  ordinary  circuni!>tanccs,  however,  contlriction  of  these 
branches  by  ligature  interferes  with  the  circulation  of  the 
ovarian  artery,  and  may  even  check  it:  if  the  Fallopian  tube 
is  included  as  well,  the  chances  of  complete  occlusion  of  the 
ovarian  artery  arc  increased. 

The  relations  of  the  ovary  to  the  Fallopian  tube  arc  of 
importance.  The  observations  of  Hts,  confirmed  by  Doran, 
Tail,  Hart,  and  others,  seem  to  show  that  the  generally 
accepted  views  as  to  the  mutual  position  of  these  organs  are 
erroneous.  The  ovary  hangs  obliquely  from  its  ligament,  and 
the  Fallopian  tube  forms  a  loop  round  it,  running  from  without 
inwards  and  downwards.  The  limbria;  of  the  tube  thus  lie 
behind  and  below  the  ovary,  covering  a  considerable  portion 
of  its  surface.  It  would  further  .appear  that  the  long  axes  of 
the  ovaries  do  not  lie  transversely,  but  in  lines  extending  for- 
wards and  outwards.  Considerable  variations  in  position  are, 
however,  compatible  with  nonnal  conditions. 

In  tumours  of  the  ovary  which  rise  into  the  abdomen,  tho 
ovarian  attachments  ate  stretched  and  drawn  out,  forming  the 
MKcalled  "  pedicle."  Such  a  pedicle  contains,  not  only  the  (rue 
ligaments  of  the  ovary*  but  also  part  of  the  broad  ligament,  and 
in  the  great  majority  of  instances  the  Fallopian  tube  as  wet). 
The  surgical  management  of  this  pedicle,  not  yet  finally  settled, 
has  been  one  of  the  most  fertile  sources  of  dispute  in  abdominal 
surgery. 

The  weight  of  ihe  heallliy  ovarj-,  according  to  Farre.  varies 
from  60  to  135  grains.  Its  average  diameters  are :  longitudinal, 
I)  in.;  transverse,  }  in.;  perpendicular,  |  in.;  but  these  are 
liable  to  considerable  variations. 

It  is  necessary  to  emphasise  the  fact,  that  in  women  who 
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have  borne  chiMrea,  as  well  as  in  many  who  have  not,  the 
normal  topogniphy  of  the  ovary  may  be  much  clisltirbcd  with- 
out causing  symptoms.  I  have,  for  some  time  past,  noted  the 
position  of  the  ovaries  in  cases  which  have  appeared  on  the 
po&t-mortem  table  of  the  Bristol  Infirmary,  and  I  have  been 
much  impressed  with  the  variety  of  portion  which  the  ovaries 
have  assumed  without  causing  symptoms  which  were  noted 
during  life.  The  most  common  displacement  is  downwards, 
chiefly  from  elongation  of  the  infundibulo>pelvic  ligament, 
permitting  the  outer  extremity  to  drop  lowest,  and  the  whole 
to  gravitate  towards  Douglas's  pouch.  On  the  left  side,  dis- 
placements are  perhaps  most  common.  I  have  found  healthy 
non-adhereni  ovaries  on  the  brim  of  the  true  pelvis  at  the 
insertion  of  the  broad  ligament,  at  the  sacro-iliac  articulation, 
in  front  of  the  broad  ligament,  behind  the  internal  inguinal  ring, 
and  in  an  almost  endless  variety  of  abnormal  situations. 

This  disteiisiliility  of  the  ovarian  ligaments  has  advantages 
from  the  surgical  point  of  view.  It  permits  of  the  glands  being 
brought  to  the  surface  in  abdominal  sections:  or  into  the  vagina, 
where  removal  by  this  method  is  contemf^ated. 


HULTILOCULAR  AND  CLAKOULAR   CYSTS   OP  THE  OVARV.      OVARtAM 

CYSTOMA. 

Patkalegual  Anatomy. — The  investigations  of  our  most  com- 
petent pathologists  would  seem  to  favour  the  view  that  true 
cystic  disease  has  its  origin  in  connection  with  the  natural 
retrograde  metamorpho»»  of  the  Graafian  follicle.*  Tlie-steps 
which  lie  between  the  first  changes  in  the  ovary  and  the 
fuIJy-dcvclopcd  cystoma  have  not  been  clearly  traced.  The 
pathological  appearances  vary  much  in  detail,  but  they  are 
sufEciciiIly  (lefiniie  in  general  to  make  the  recognition  of  an 
ordinary  cystoma  a  matter  of  no  difficulty. 

An  ovarian  cystoma  usually  consists  of  one  large  cyst  and  a 
varying  number  of  small  ones.    As  a  rule,  the  large  cyst  lies 

*  Tbit  and  oihor  quettiont  in  ovarian  paihology  arc  philotophically 
h*ndlod  by  Atbon  Daran.  \a  hm  wo(h  on  Ttimovit  •>/  the  Ovaty.  FaSlttfifiH  Tmlit, 
Mnit  Br>*i  Ligtintnt      London.  1S94. 


lOfi 


OVAIHOTOUY. 


farthest  away  from  llie  pedunculm  attachment  of  the  tumour,  the 
smaller  cysts  being  placed  near  to  this  site  of  attachment ;  but 
there  arc  many  exceptions  to  this  rule.  The  walls  of  the  cyst 
are  composed  of  pure  fibrous  tissues  of  var^'ing  thickness. 
They  are  covered,  on  the  outside,  with  flattened  cubical  cells, 
cloficly  resembling  ordinary  cndothchum;  on  the  inside,  with 
endothelium  and  varieties  of  glandular  cells.  The  fluid  in 
ovarian  cysts  is  typically  of  a  glairy  or  colloid  nature ;  white,  or 
grey,  or  greyish -yellow,  in  colour ;  very  albuminous,  and  of  high 
specific  gravity. 

When  exposed  to  view,  an  uninflamed  multilocular  cyst 
presents  a  white  glistening  or  pearly  surface,  perfectly  smooth 
to  the  touch.  If  secondary  cysts  be  in  the  cyst  wall,  they  may 
protrude  outwards,  forming  smooth  rounded  bosses  of  varying 
size  on  the  main  cyst;  or  they  may  bulge  inwards,  showing 
areas  of  different  colour  and  consistency  on  the  surface  of  the 
C}'St-wall.  The  fluid  found  in  the  chief  cyst  is  usually  of  the 
glairy  nature  already  described ;  but  someiimcs  it  is  water}*  and 
colourless,  when  we  are  told  to  expect  papillomatous  growths 
inside;  and  not  infrequently  it  is  dark  red,  brown,  or  chocolate- 
coloured,  from  admixture  with  blood.  When  masses  of  glandular 
semi-solid  material  arc  developed  in  the  centre  of  the  cyst,  the 
fluid  is  said  to  become  thick  and  colloid,  aUnost  coherent.  In 
the  secondary  cysts  the  nature  of  the  fluid  is  still  more  variable. 
Some  of  these  have  pale  watery  contents;  others,  almost  pure 
blood ;  others,  very  thick  stringy  or  colloid  material ;  and  some 
may  contain  fluid  indistinguisliable  from  pus.  In  closely-set 
small  cysts  the  contents  are  most  frequently  colloid  or  jelly-like, 
capable  of  being  lifted  out  by  the  fingers,  and  too  thick  to  be 
drawn  olF  by  cannula. 

Much  has  been  written  on  the  possibihiy  of  diagnosing 
ovarian  fluid  through  its  chemical  composition  and  microscopic 
constituents:  even  the  spectroscope  has  been  called  in  to  aid 
us.  Chemistry  has  certainly  failed,  and  so  has  the  spectroscope; 
and  the  presence  of  certain  peculiar  cells,  which  were  for  some 
time  considered  as  pathognomonic,  has  now  been  proved  almost 
valueless  for  diagitostic    purposes.    The  vacuolated  cells   of 
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Thornton  and  Foulis  are  now  known  not  to  be  charactenslic  of 
malignant  disease,  as  w»$  at  onetime  thought  certain;  and  we 
arc  now  piaclically  left  without  any  single  reliahle  physical 
test  of  the  contents  of  an  ovarian  cyst.  We  can  say  that  a 
fluid  is  ovarian  with  a  greater  probability  of  truth  than  we  can 
say  that  it  is  not ;  and  in  most  cases  the  grounds  of  this  state- 
ment might  rest  as  securely  on  (he  simple  visual  appearance 
of  the  fluid,  as  on  its  composition  or  the  nature  of  the  cells 
contained  in  it.  But  the  value  of  all  such  tests  is  best 
estimated  by  the  weight  which  practical  men  put  upon  it— 
that  is  almost  nil.  We  never  hear  of  the  removal  of 
^ivanan  fluid  for  examination;  the  diagnosis  is  made  by  other 
means. 

Certain  developmental  changes  are  found  in  cystomata. 
Thus,  from  crowding  of  secondary  cysts,  their  contiguous  walls 
may  disappear,  and  the  cavities  may  communicate.  Or  the 
wall  of  the  main  cyst  may  be  ruptured,  and  the  secondary  cysts, 
protruding  through  the  opening,  may  form  the  chief  bulk  of  the 
tumour.  In  such  cases  the  operation  for  removal  is  usually 
difRcult,  on  account  of  the  tenuity  of  the  cyst-walls,  the  density 
of  tlieir  contents,  and  their  tendency  to  become  adherent  to 
abdominal  organs.  A  rare  and  somewhat  puzzling  condition 
arises  when  there  are  two  ovarian  cysts,  and  their  wails  become 
fused,  while  their  cavities  communicate.  In  this  case  there  are 
two  pedicles  to  deal  with.  Solid  matter  inside  a  cystoma, 
Doran'  found  present  in  36  out  of  366  cases,  and  in  14  of 
these  the  structure  was  adeuo-sarcoma.  In  nearly  a  third  of 
his  cases  glandular  material  was  present  in  \'arying  amount. 
Thin-walled  pedunculated  and  sessile  cysts  are  sometimes  found 
attached  to  the  main  wall.  Other  peculiar  developments — as, 
small  localised  masses  of  connective  tissue,  or  wart-hkc  bodies, 
or  even  true  papilloma — may  be  found  growing  on  the  inner 
surface  of  the  cyst.  Certain  changes  or  accidents  liable  to 
taJte  place  in  llie  developed  growth  will  be  referred  to 
further  on. 

.\11  such  growths  have  a  pedicle :   a  so-called  sessile  ovarian 
*  Lit.  Cif..  p.  ai. 


104 


OVAmOTO.VY. 


eyslORia  is  simply  one  with  a  very  short  pedicle.  Tliis  pedicle 
is  a  very  variable  struchifc.  In  length,  it  vaiies  from  six  >nches»J 
or  even  mote,  down  to  a  vanishing  point ;  in  breadth,  it  varies* 
between  that  of  the  whole  length  of  the  broad  ligament  and 
some  fraction  of  an  inch;  and  in  thickness,  its  dimensions  lie 
between  the  tenuity  of  membrane  and  the  hulk  of  the  palm  of 
the  hand,  or  even  more.  The  vessels  that  supply  the  growth, 
also  most  variable  in  size  and  number,  lie  io  the  pedicle. 
Anatomically,  a  true  pedicle  is  composed  of  the  ovarian 
lijiaments,  xome  portion  of  the  broad  ligament,  and  the^ 
Fallopian  tube — all  of  them  hypcrtrophtcd. 


jDM^esif.^There  is  something  characteristic  in  the  appear- 
ance of  an  abdomen  enlarged  by  an  ovarian  tumour.  There  is 
a  bulging  forwards,  not  so  marked  as  in  pregnancy,  where  the 
tumour  appears  to  start  straight  out  of  the  pelvis;  and  more 
marked  than  in  ascites,  where  the  enlttrgcnii;nt  involves  the 
whole  abdomen  and  causes  bulging  in  the  flanks.  The  position 
of  an  ovarian  tumour  of  moderate  size  is  best  suggested  by 
supposing  that  it  rests  chiefly  upon  the  promontory  of  the 
SBcniro.  It  occupies  the  lower  portions  of  the  abdominal 
cavity,  and  causes  stretching  of  the  pariclcs,  chiefly  in  these 
portions.  This  is  apparent  by  the  increase  of  distance  between 
the  umbilicus  an<]  pubes,  greater  tlian  between  the  sternum  aiul 
umbilicus,  and  by  the  appearance  of  linear  albicantes  {whers 
they  exist  at  all)  at  each  side  of  and  below  the  umbilicus. 

Palpation  reveals  a  rounded,  cystic,  and  probably  fluctuating 
growth,  movable  in  itiost  cases,  and  remotely  connected  with 
the  utefus.  Small  tumours  appear  to  l>c  perfectly  globular,  and 
ate  smooth  on  the  suifacc;  large  gtowchs  are  usually  somewhat' 
iiTCgubr  in  shape,  from  the  development  of  secondary  cysts  in 
theit  walls.  In  thin-walled  cysts  which  are  not  greatly  sub- 
divided by  septa,  ot  in  which  one  cyst  considerably  exceeds  the 
others  in  size,  a  Buctuatioo  thrill  may  be  distinctly  felt.  If  the 
cyst>wall  is  thick,  or  if  the  growth  is  very  mutilocular,  or  its 
contents  colloid,  fluctuation  may  l>c  absent. 

A  sensation  of  crepitus  may  be  produced  by  the  friction  of 
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[inflamed  surraces;  such  crepitus,  of  course,  contra-tndicales 
adhesions  at  the  spot  where  it  is  fell.  The  diagnosis  of 
adhesions  is  very  uncertain :  free  mobility  of  parietes  over 
tumour  tndiciktcs  that  there  are  not  c!osely-sct,  dense,  or  short 
adhesions:  long  bands  may  permit  considerable  mobility.  A 
condition  of  fixity  between  cyst-wall  and  parietes,  it  is  very 
difiicult  to  be  assured  of.  Doran  mentions  a  case  in  which  he 
and  several  of  his  colleagues  thought  that  a  cyst  was  fixed  to 
the  abdominal  walls ;  but  not  a  single  parietal  adhesion  was 
found  when  the  operation  was  performed.  I  have  met  with 
several  analogous  instances;  and  I  am  convinced  that  the 
diagDOsis  of  parietal  adhesions  is  most  difficult  and  uncertain. 
Vaginal  palpation  reveals  a  uterus  normal  in  size,  displaced 
either  backwards  or  forwards,  or  to  one  side,  and  most  frequently 
depressed.  The  uterus  is  somewhat  frequently  enlarged — 
always  so,  if  the  growth  is  closely  adherent  to  it.  If  the  tumour 
is  small  and  has  not  escaped  from  the  pelvis,  the  uterus  will  be 
displaced  forwards;  when  the  growth  is  of  considerable  bulk 
and  placed  in  ihc  abdomen,  the  uterus  lies  indifferently  in  front 
of  or  behind  the  growth.  When  it  lies  in  front,  it  is  sometimes 
(luite  easy  to  palpate  its  outlines  through  the  abdominal  wall 
above  the  pul>es.  Rotation  of  the  growth  on  its  tranverse  axis, 
by  Oo  means  a  rare  occurrence,  causes  the  uterus  to  be  dragged 
tipwards.  If  the  growth  is  movable  and  the  pedicle  not  very 
long,  movements  communicated  to  it  are  felt  in  the  uterus.  If 
the  growth  is  large  or  fixed,  and  the  pedicle  short,  or  the  utertis 
adherent  to  it,  passage  of  the  sound  will  show  that  the  fundus 
of  the  uterus  cannot  be  moved  away  from  the  tumour.  This 
sign  introduces  an  element  of  confuiuon  between  ovarian  and 
uterine  growths. 

By  percussion  we  diagnose  the  presence  of  a  non-resonant 
body  in  the  lower,  or  lower  and  middle,  abdomen.  From  the 
point  where  the  growth  comes  into  contact  with  the  pacietes 
above,  down  to  the  pubcs,  dulncss  is  absolute.  Over  the 
anterior  aspect  of  the  tumour  there  is  also  absolute  dulncss ;  at 
the  sides  this  dulness  ts  not  so  absolute,  and  in  the  flanks  thcro 
is  positive  resonance.     Tail  well  describes  the  ovarian  tumour 
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as  being  surrounded  with  a  "tympaDic  corona,"  a  ring  of 
resoaance  marking  the  lateral  and  upper  limits  of  growth, 
where  the  bowel  crowds  round  it  and  comes  into  contact  with 
the  pahctes.  If  the  tumour  is  large,  there  may  be  dulaess  in 
one  or  even  both  flanlc«;  sometime*,  in  very  large  growths, 
resonance  is  absent  over  the  whole  abdominal  area.  Ascites 
associated  with  the  tumour  may  cause  lumbar  dulncss,  as  may 
loaded  bowels. 

Auscultation  reveals  little  of  positive  value  in  the  diagnosis 
of  ovarian  cysts.  Negatively  it  may  be  useful,  as  showing  tfae 
absence  of  sounds  characteristic  of  other  conditions.  Ex- 
ploratory puncture  has  practically  Iieen  abolished  as  a  means  of 
diagnosing  ovarian  cysts. 

As  regards  general  and  subjective  symptoms,  experience 
shows  that  they  are  almost  valueless.  Some  tumours  grow 
quickly,  some  slowly;  some  are  very  painful;  others  attain  to 
enormous  dimensions,  producing  nothing  more  than  discomfort 
from  their  bulk.  Menorrhagia,  amcnorrhoia,  or  normal  uterine 
functions,  are  found  present  with  equal  impartiality.  Dis- 
turbances of  micturition  or  of  dcfurcation  may  exist,  or  they 
may  not.  Sickness  is  not  a  very  common  s)'mptom,  but  there 
are  cases  where  sickness  and  vomiting  are  very  troublesome. 
GEdema  of  legs,  parictes,  or  vulva,  may  be  found  in  small 
growths,  and  they  may  be  absent  in  very  large  ones.  Disturb- 
ances of  the  renal  functions  arc  present  or  absent.  And  so  it  is 
through  the  whole  group  of  rational  and  associated  symptoms : 
there  is  not  one  whose  absence  disproves  ovarian  disease,  and 
Dot  one  whose  presence  proves  it ;  indeed,  there  is  perhaps  no 
association  of  such  symptoms  which  would  be  of  the  slightest 
value  for  accurate  diagnosis.  This  must  rest  on  the  physical 
bases  alone. 


The  diagnosis  of  ovarian  from  other  abdominal  tumours  is  a 
very  large  subject  indeed.  It  is  literally  the  fact  that  there  it 
scarcely  a  single  form  of  abdominal  growth,  of  dimensions  as 
large  as  a  child's  head,  that  has  not  been  mistaken  for  ovarian 
tumour.     No  doubt  some  of  these  mistakes  aie  to  be  accounted 


DIAGNOSIS  OF  OVARIAN  CYSTS. 


107 


for  by  carelessness  or  ignorance;  but  many  of  them  have 
occurred  m  the  hands  of  our  most  distinguislicd  operators. 
^ut  such  mistakes  are  daily  becoming  less  common  ;  advancing 
swiedge  of  aU  tutitours  is  narrowitif;  down  the  diagnosis  of 
each.  The  earher  writers  put  before  us  a  list  of  growths  which 
might  be  mistaken  for  ovarian  that  was  almost  co-extensive 
with  abdominal  tumours:  at  present,  we  should  be  perhaps 
rif^t  in  limiting  our  diBerentiation  to  half-a-dozen.  Ovarian 
cystic  disease  is,  I  think,  most  liable  to  be  confounded  with  the 
following : — 

Encysted  Peritoneal  Dropsy. 
Renal  Cystic  Tumours- 
Cysts  of  the  Broad  Ligament. 
Fibro-cystic  Disease  of  the  Uterus. 
Ascites. 

In  many  cases  mcyjUd  dnpzy  ef  the  fvritoiuum  cannot  be 
diagnosed  from  ovarian  cyst.  The  points  specially  to  be  looked 
into  are :  whether  or  not  there  is  resonance  between  the  pubes 
and  the  tumour — a  condition  sometimes  found  in  encysted 
dropsy,  but  never  in  ovarian  cyst ;  whether,  on  deep  pressure 
at  the  periphery  of  the  cyst,  the  bowels  appear  to  be  sessile  on 
its  walls— or  rather,  whether  the  growth  appears  to  spring  from 
the  midst  of  the  coils  of  intestine.  It  is  rarely  the  case  that 
an  ovarian  cyst  small  enough  to  be  examined  in  this  way  is 
palpably  connected  closely  with  bowel.  The  walls  of  an 
i.encysted  peritoneal  collection  of  fluid  are  thin;  and  there 
is  no  evidence  of  secondary  c)'sts,  and  herein  it  resembles 
parovarian  cyst.  liut  the  latter  is  very  rarely  adherent  to 
bowel,  and  still  more  rarely  appears  to  be  embedded  in  intestinal 
coils.  The  fluid  is  under  low  pressure,  and  fluctuates  freely,  in 
encysted  dropsy. 

In  the  case  of  eyttic  renal  Itimmtrt,  mistakes  are  not  Hkcly  to 
arise  unless  the  growth  is  of  a  large  size,  filling  the  whole  of 
the  cavity,  and  unless  there  is  absence  of  special  urinary 
symptoms.  The  most  impoitant  differentiating  sign  is,  in  the 
iCase  of  renal  growths,  deep  and  firm  fixation  in  one  or  other 
loin.     It  is  not  often  that  an  ovarian  cyst,  even  of  very  large 
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growth,  so  completely  occupies  a  lumbar  hollow  as  a  renal 
growth.  An  ovarian  growth  may  completely  fill  the  costo-iliac 
space,  and  may  cause  the  flaoks  to  bulge:  but  it  does  not 
appear  to  apiing  from  this  region,  having  most  of  its  bulk  in 
and  around  it.  Not  much  viiliie  c.-in  be  attached  to  the  at>sence 
of  signs  derived  from  vaginal  palpation.  A  sign  of  importance 
is  the  palpation  of  large  bowel  on  the  surface  of  a  renal  tumour. 
Cystt  ef  tht  broaJ  ligamtnt  maybe  simple  monolocular  growths 
containing  fluid,  which  are  hcsl  known  a«  parovarian  cysts;  or 
polycystic  growths,  arising  in  the  hilum  of  the  ovary,  or  else- 
where in  the  broad  ligament,  which  most  frequently  contain 
papillomatous  material.  A  simple  parovarian  cyst  is  thin, 
walled,  fluctuates  freely,  and  is  globular  and  smooth  on  the 
surface.  A  papillomatous  cyst  of  the  broad  ligament  is  multi- 
tocular,  deeply  sessile  in  the  pelvis,  and  is  often  intimately 
connected  with  the  uterus,  which  is  usually  dragged  upwards. 
If  the  papillomatous  material  is  abundant,  there  is  bogginess 
rather  than  fluctuation. 

Fibrocystic distate  aftlu  uterus  is  more  rare  than  i&  commonly 
supposed.  It  is  probable  that  most  of  the  cases  described  as 
fibro-cyst  of  the  utenis  would,  in  the  light  of  our  more  perfect 
recent  pathological  knowledge,  have  been  recognised  as  ovarian 
or  broad  ligament  growths  which  had  become  intimately  adlierent 
to  the  uterus.  Beyond  an  intimate  connection  with  the  utei^s, 
which  may  exist  in  other  growths,  there  is  little  to  guide  us  in 
diagnosing  fibro-cyst.  The  striking  cases  described  by  Spencer 
Welh  presented  symptoms  which  were  not  verj-  characteristic. 

AscUtt  is  perhaps  least  liable  of  the  conditions  mentioned 
to  be  mistatcen  for  ovarian  cystoma.  Error  can  scarcely  arise 
unless  the  abdominal  distension  is  very  considerable.  In  dis- 
tinguishing minor  degrees  of  enlargement,  the  most  important 
guides  are  the  sites  of  the  areas  of  resonance  and  dulness.  An 
ovarian  cystoma  grows  upwards  from  the  pubes,  and  gives  a 
circular  area  of  dulness  in  the  middle,  surrounded  by  a  ring  of 
resonance  which  extends  backwards  into  the  flanks.  (Fig.  3.) 
Ascites  increases  from  the  flanks  forwards  (speaking  of  the 
supine  posture),  and  when  tlie  fluid  comes  into  contact  with  the 
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anterior  parietes,  gives  a  crescentk  area  of  diilness,  the  con- 
cavity of  which  looks  upwards,  with  resonance  only  between 
the  sierniim  nnd  this  crcsccntic  hollow.  (Fig.  a.)  In  ascites, 
when  llic  enlargement  is  very  great,  there  may  be  diilness  up  to 
the  stemiun ;  and  when  ascites  is  present  with  ovarian  tumour, 
there  may  be  dulness  in  both  flanks.  Under  these  conditions 
diagnosis  may  be  somewhat  difficult.  Variations  of  posture 
increase  the  resonant  areas  in  ascites  more  than  in  cystoma, 
and  the  Hucttialion  thrill  is  more  distinct  in  ascites.  Also,  in 
ascites,  there  is  more  bulging  or  bagging  of  the  distensilc 
portions  of  the  ab<lominal  sac  at  the  loins,  in  Douglas's  pouch, 
and  at  the  umbilicus;  and  the  whole  belly  is  flatter  than  in 
cystoma. 

DER«OIt)  CYSTS  or  T»H  OVARY. 

About  one  of  ten  ovarian  tumours  is  either  entirely  or 
partially  dermoid.  Their  exact  origin  is  slill  matter  of  un- 
certainly, and  need  not  here  be  discussed.  It  is  generally 
agreed  that  the  rudiments  of  all  dermoid  cysts  exist  at  birth, 
and  that  they  may  remain  quiescent  indefinitely,  or  start  into 
active  growth  at  any  period  from,  or  even  before,  birth  to  old 
age.  Dermoid  ovarian  growths  most  frequently  manifest  them- 
selves after  puberty. 

Dermoid  cysts  are  rarely  of  large  size;  it  is  not  often  that 
tbey  arc  larger  than  a  child's  head.  The  bulk  of  their  contents 
is  composed  of  a  thick  greasy  material,  such  as  is  found  in 
sebaceous  tumours  of  the  scalp.  The  cyst-wall  inside  the 
fibrous  envelope  is  composed  of  structures  simitar  to  those  found 
in  the  skin.  From  within  outwards,  we  meet,  first,  with  a  layer 
of  epidermis,  from  which  sprouts  a  growth  of  hair,  and  in  which 
wc  may  often  detect  rudiments  of  all  the  elements  found  in 
healthy  skin;  outside  of  this  lies  a  layer  of  connective  tissue, 
corresponding  to  the  cutis;  nnd  outermost  of  all,  under  the 
librous  capsule,  is  a  layer  of  fatty  tissue,  corresponding  to  the 
panniculus  adiposus. 

A  dermoid  ovarian  cyst  is  usually  divided  by  septa  into 
separate  portions ;  and  the  contents  may  differ  in  the  various 
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loculi.  The  main  cyst  often  contains  a  greasy  chocotate- 
cotoured  fluid,  while  the  others  are  full  of  the  characteristic 
sebaceous  material.  Hairs  maybe  shed  into  the  cavities  in  large 
quaoiities,  and  sometimes  fonn  masses  which  appear  as  if  they 
had  been  rolled  into  halls.  But  the  moat  striking  contents  are 
pieces  of  true  lione,  most  frequently  stunted  alveolar  pro- 
cesses, with  teeth  cither  free  or  embedded  in  the  alveoli.  As 
many  as  three  hundred  teeth  have  been  found  in  one  dermoid 
cyst. 

There  usually  exists  a  very  perceptible  enlargement  of  the 
sebaceous  follicles  in  the  cyst-wall.  Frequently  they  attain  to 
the  dimensions  of  secondary  cysts,  and  a  similar  development 
may  take  place  in  the  sweat  glands.  Hyaline  cartilage  is  often 
found  in  the  cyst-wall ;  and  nerve-tissue,  unstriped  muscular 
fibre,  and  other  elements  may  be  detected.  Malignant  tumours 
have  been  found  growing  in  dermoid  cysts. 

Both  ovaries  arc  liable  to  be  diseased  in  a  propottion  of 
cases  larger  than  in  cystoma.  Also,  ordinary  glandular  cystic 
disease  is  found  to  co-exist  with  dermoid  cyst  in  a  proportion  of 
instances  larger  than  would  be  likely  if  it  were  mere  coincidence. 
Any  casual  connection  between  the  two  is  not  likely  to  be  more 
than  a  stimulus  to  development  started  by  increased  vascular 
supply  from  the  one  which  hrst  began  to  take  on  diseased 
action. 

The  outer  aspect  of  a  dermoid  cyst  is  different  from  that  of 
an  ordinary  cystoma.  The  glistening  pearly  aspect  of  the  latter 
is  replaced  by  a  muddy  or  opaque  appearance  darker  in  colour, 
sometimes  even  approaching  to  brown.  Adhesions  are  common 
in  dermoid  cysts,  diiefly  because  they  are  liable  to  become 
inflamed. 

DutgHttia. — A  dennoid  cyst  may  be  suspected;  but  it  can 
rarely  be  accurately  diagnosed.  The  history  and  physical  signs  ■ 
of  dermoid  growth  may  be  identical  with  those  of  cystoma 
containing  colloid  material.  In  the  very  rare  event  of  booe 
being  discovered  by  bimanual  palpation,  diagnosis  is  certain; 
and  this  is  perhaps  the  oiUy  sign,  .nhort  of  operation  or  cxplora* 
tory  puncture  or  discharge  of  contents  by  suppuration,  which 
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can  be  looked  upon  as  delinitcly  diagnostic     A  thick  cyst-ivaU, 
boggincss  and  not  fluctuation,  and  a  size  less  than  that  of  a 
man's   head,   nearly  always  found  in  dermoid   cysts,  are  not 
.  iofieqiiently  found  in  other  cystic  growths  of  the  ovaries. 

ACCtDBKTAL  CHANCES   IK    CYSTIC    CROWTHS   OP  TUB  OVARIKS. 

Cystic  ovarian  growths  are  liable  to  certain  accidents  which 
are  not  necessarily  connected  with  their  pathological  develop- 
ment. The  most  important  of  these  are.  Rupture  of  the  Cyst* 
wall.  Twisting  of  the  Pedicle,  and  Inflammation  or  Suppuration 
in  the  growth. 


Rupture. — Any  breach  in  the  continuity  of  the  cj-st-wall  may 
be  defined  as  a  rupture.  Il  may  exist  either  as  a  slow  leakage 
through  a  minute  opening  or  openings,  or  as  a  rapid  evacuation 
of  contents  through  a  large  rent.  The  general  cOccts  of  rupture 
will  depend  on  the  size  of  tlie  cyst,  the  nature  of  its  contents, 
and  the  rapidity  with  which  they  are  discharged  into  the  peri, 
toncal  cavity.  Simple  oozing  or  leakage  may,  if  the  contents 
are  benign,  produce  no  symptoms  beyond  diminution  in  the  size 
of  the  cyst.  A  large  rent  may  result  in  collapse  or  rapid  death, 
or  may  slowly  pass  otT,  or  may  terminate  in  peritonitis.  If  the 
contents  are  suppurating,  death  usually  results  from  peritonitis, 
unless  oiwralion  is  performed;  if  Ihcy  arc  benign  and  waterj', 
recoverj*  may  take  place  without  much  difficulty. 

The  causes  of  rupture  are  varied.  A  frequent  cause  is  over- 
growth of  intra-cystic  solid  matter,  usually  papillomatous;  and 
in  this  case  the  rupture  is  of  the  nature  of  a  slow  leakage 
through  thinned  and  necrosed  portions  of  the  cyst-wall,  and 
does  not  produce  very  acute  symptoms.  Spontaneous  rents 
may  take  place  in  thin  parts  of  over- distended  cysts.  A  tense, 
but  other^v'ise  healthy,  cyst-wall  may  be  ruptured  by  a  blow,  or 
even  by  rough  handling;  and  in  such  a  case  the  immediate 
symptoms  may  be  very  acute  and  very  alarming.  The 
rupture  of  an  acutely  inflamed  or  suppurating  cyst  is  of  the 
nature   of   the  bursting   of  an   abscess   inside  the  peritoneal 
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cavity,  and  is  iinnicdiatcly  followed  by  graive  and  alatmiog 
symptoms. 

Hseniorrhage,  after  rupture  of  a  cyst,  is  not  usually  severe. 
If  bkcding  is  free,  it  is  inort:  likely  to  aii&e  in  the  form  of  a 
passive  oozing  from  the  abundant  vessels  of  inlra-cystic  papillo- 
matous growths,  than  from  the  torn  vpsscIs  in  the  rent. 

Cy&ts  containing  papillomatous  growths  arc  pcculiaily  liable 
to  undergo  rupture — not  once  only,  but  iieveral  limes.  The 
immediate  danger  is  not  great,  because  the  free  flow  of  fluid  is 
prevented  by  the  villi  plugging  the  opening;  but  the  remote 
danger  is  considerable  from  infection  of  the  peritoneum.  In 
multilocular  cyslomata,  the  thin-walled  secondary  cysts  are 
most  liable  to  rupture.  Dermoid  cysts  usually  rupture  into 
some  neighbouring  cavity — bladder  or  rectum  most  iicqucntly — 
rather  than  into  the  peritoneum. 


Tmsiing  of  the  Pedicle, — Rotation  of  ovarian  tumours,  result- 
ing, as  it  sometimes  does,  in  twisting  of  the  pedicle  and  stran- 
gulation of  its  vessels,  may  be  an  accident  of  serious  moment. 
Much  ^)eculation  has  been  offered  as  to  its  cause.  Tait  very 
ingeniously  seeks  to  explain  it  as  caused  by  repented  small  dis- 
placements of  the  growth  round  its  axis,  through  the  passage  of 
the  farces  along  the  sigmoid  flexure  and  rectum.  Slight  twisting 
may  pro<luce  no  effects ;  but  the  result,  if  the  twisting  is  two, 
three,  or  more  times,*  may  be  atrophy,  rupture,  or  gangrene  of 
the  tumour.     Complete  detachment  is  rare. 

In  many  cases  a  twisting  of  the  pedicle  is  attended  with  no 
^mploms.  In  such  the  pedicle  will  probably  he  long,  thin,  and 
lax.  Usually,  however,  with  pedicles  of  ordinary*  conformation, 
signs  of  congestion  or  inflammation  arc  present,  such  as  opacity 
and  want  of  lustre  in  the  cyst-wall,  with  extravasation  of  1>lood 
into  the  cyst-cavity.  The  luemorrhage  into  a  cyst  whose  pedicle 
has  been  twisted  may  he  so  considerable  as  to  produce  symp- 
toms of  loss  of  blood.  Inflammation  may  proceed  to  suppura- 
tion in  these  cases;  and  not  a  few  of  the  described  cases  of 
gangrene  have  t>cen  attributed  to  twisting  of  the  pedicle. 
•  S«  HxiaiCT  in  N.  Y.  .VtJ.  ttie.,  rUJij.  «»u_  p.  jj^. 
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Doran,*  Chaldt.t  myself,;  and  others  have  recorded  some 
remarkable  cases  where  the  vitality  of  the  tumour  has  been 
maintained  by  adventitious  adhesions  after  the  pedicle  hus 
been  twi&ted  through.  It  is  probable  that  many  dermoid 
cysts  of  the  abdomen  that  have  been  described  as  non- 
^ovarian  are  really  ovarian  cysts  that  have  been  separated 
from  their  pedicles. 

Suppuration  I'li  Cyslt. — Suppuration  in  the  growth,  attended, 
\ta  it  always  is,  with  acute  peritonitis,  is  a  most  serious  compli- 
'cation.     The  immediate  causes  of  suppuration  are  various: 
inflammation,  from  trAumatism;   localised  gangrene;  strangu- 
lation of  the  pedicle,   from  twisting ;    introduction  of  septic 
matters  into  the  cystic  cavity,  from  tapping.     Inflammation 
in  the  cyst -wall  is  communicated  to  the  peritoneum,  and  may 
set  up  general   peritonitis  of  the  most   dangerous  character. 
Localised  inflammation  of  a  non-septic  nature  may  exist  in  s 
minor  secondary  cyst  without  producing  alarming  symptoms; 
ifts  a  nile,  however,  suppuration  signifies  its  presence  in  an 
'unmistakable  and  emphatic  manner. 

When  any  of  these  accidents  occur — suppuration,  twisting 
lof  pedicle,  or  rupture, — immediate  operation  is  indicated.  The 
'danger  from  suppuration  is  greatest :  twisting  of  the  pedicle  is 
dangerous  chiefly  when  followed  by  congestion,  whicli  runs  on 
to  gangrene  or  suppuration,  and  is  only  inferred  from  the  exist* 
ence  of  sudi  inflammatory  disturbance;  rupture  is  least  dan- 
gerous as  a  rule,  but  is  sometimes  rapidly  fatal.  In  all,  danger 
to  hfc,  immediate  as  well  as  remote,  is  lessened  by  operation. 
Keith  first  taught  us  how  to  deal  with  suppurating  cysts:  his 
successful  teaching  has  been  extended  to  the  treatment  of  the 
Other  accidents  to  which  pedunculated  cystic  growths  are  liable. 

Some  reference  must  be  made  to  that  peculiar  variety  of 
ovarian  cystoma  called  by  Tait  "Rokitan&ky's  tumour."     It 

•  MU.  CM'.  TniHt..  vol.  Uviii,.  iBSj, 

t  Ann.  At  Cj*    It  d'Obsl.    Mar..   |ulr.  tSS?. 

;  Bril.  Cynat.  jfttnm..  Nor..  1887— where  llierc  i»  a  full  duscription  of  lie 

growth  with  drawiUKs  t>)'  Mr.  niond  Sulton. 
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was  first  described  by  Rokitansky  as  a  special  varietj'  o(  cys- 
toma :  and  Ritchie  first  discovered  the  presence  of  ova  in  its 
cyst».  "  These  tumours  are  always  double,  no  case  having  yet 
been  described  as  having  occurred  on  one  side  only.  They  arc 
always  of  very  slow  growth ;  their  cysts  are  uniformly  small, 
rarely  reaching  the  size  of  an  orange,  and  generally  being  little 
bigger  than  grapes.  The  tumours  are  never  large,  and  it  is  only 
the  fact  that  both  ovaries  are  always  affected  that  makes  them 
objects  of  surgical  interference.  The  contents  of  the  cysts  are 
invariably  limpid,  and  the  ovum  may  nearly  always  be  found; 
and  in  these  two  respects,  as  well  as  in  the  immense  number 
of  the  cysts,  the  tumours  differ  absolutely  from  ordinary 
cystoma."*  Tait  has  operated  upon  two  such  cases,  and  a 
preparation  from  one  of  his  cases  is  placed  in  the  Hunterian 
Museum.  A  full  account  of  this  rare  disease  is  given  in 
Tait's  work. 


TAPPING  OVAtlAI*   CVSTOMATA. 

The  present  position  of  tapping  as  a  surgical  procedure  in 
ovarian  cystoma  is  rather  as  a  measure  for  temporarily  relieving 
symptoms,  than  as  a  plan  of  treatment.  As  an  aid  to  diagnosis, 
it  has  been  practically  discarded.  As  a  method  of  cure,  it  has 
long  been  accounted  futile.  And  even  as  a  means  of  ameliora' 
ting  s>-mptoms,  it  is  doubtful  if  the  combined  risks,  immediate 
and  remote,  arc  not  often  as  great  as  those  following  complete 
removal  of  the  tumour. 

The  occasions  on  which  tapping  may  be  legitimately  adopted 
arc  twofold:  firstly,  when  removal  of  the  growth  is  inadmis- 
sible: and  secondly,  when  the  patient  is  suffering  from  some 
incidental  ailment  which  renders  postponement  of  operation 
necessary.  In  the  first  case,  tapping  is  used  simply  to  promote 
euthanasia  ;  in  the  second,  to  gain  time  for  improvement  of  the 
patient's  condition.  The  coincidence  of  any  grave  and  incur- 
able  disease,  such  as  cancer,  phthisis,  or  advanced  disease  of 
the  heart,  or  in  fact  any  condition  which  negatives  surgical 
operation  of  any  sort,  negatives  ovariotomy.  Here  tapping  may 
*  Tail,  DUrtm  (/  Iht  Ovdriei,  p.  169.  1683. 
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be  advisable,  to  prolong  life  or  to  render  it  less  painful.  On  the 
other  hand,  if  a  patient  is  suffering  from  an  acute  disease — such 
as  bronchitis,  or  pneumonia,  or  typhoid  fever — which  negatives 
ovariotomy,  and  the  progress  of  which  is  likely  to  be  favourably 
influenced  by  relieving  a  distended  abdomen,  tapping  is  expe- 
dient. Also  in  chronic  complaints,  such  as  bron- 
A  chitis  with  dyspncea,  lapping  may  contribute  to 

JUL  the  patient's  improvement,  and  so  increase  the 

II  chances    of    success    for    the    major    operation. 

Ilii^BB  When  the  renal  functions  are  upset,  or  when 
there  is  ccdcma  of  the  limbs  from  pressure,  or 
generally  where  the  condition  of  the  patient  is 
deteriorated  by  the  existence  of  intra-abdominal 
pressure,  tapping  may,  by  temporarily  removing 
this  pressure,  cause  material  improvement  in  the 
patient's  condition. 

The  operation  must  be  conducted  with  a  supreme 
regard  to  antiseptic  purity.  The  skin  at  the  site 
of  puncture  must  be  thoroughly  cleansed;  and  the 
instrument,  inside  as  well  as  outside,  must  be  per- 
fectly pure.  The  anliseptic  trocar  of  Ward  Cousins 
is  a  very  suitable  instrument  for  the  purpose;  and 
the  blunt  ascites  tubes  of  Tail  and  of  Wells  (Fig.  17) 
would  leave  nothing  to  be  desired,  if  ttiey  did  not 
require  previous  punclure  of  the  abdominal  walls 
by  lancet — a  necessity  which  many  would  consider 
a  disadvantage.  The  exact  nature  of  the  instru- 
ment matters  little,  provided  it  be  small,  simple, 
and  as  nearly  as  possible  a  closed  tube.  It  ought  not  to  be  larger 
than  a  No.  6  English  catheter.  A  large  trocar  is  doubly  objection- 
able, as  causing  a  large  opening  in  the  cyst-wall,  which  may 
leak;  and  as  permitting  too  rapid  a  flow  of  fluid,  which  may 
cause  shock  to  the  patient.  A  long  rubber  tube  is  attached  to 
the  end  of  the  cannula,  and  conducts  the  Huid  into  a  suitably 
placed  receptacle.  Bandages  to  compress  the  abdomen  are 
quite  unnecessary.  The  patient  lies  on  her  side  near  the  edge 
of  the  bed,  and  the  trocar  is  inserted  at  a  suitable  place,  usually 

9* 
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somewhere  in  the  middle  line,  t>etween  the  umbilicus  nnd  pubes. 
The  end  of  the  rubber  tube  is  kept  under  carbolic  lotion,  and 
never  removed  therefrom,  as  air  is  liable  lo  enter.  A  piece  of 
glass  tubing  inserted  in  the  middle  of  the  rubber  tube  will  show 
whether  fluid  conlinuea  to  flow.  When  the  canniiln  iH  removed 
the  opetiing  is  pinched  between  the  lingerK,  and  the  tissues 
moved  about,  so  as  to  destroy  the  continuity  of  the  perforation. 
A  small  piece  of  lint,  soaked  in  collodion,  is  sufficient  to  close  the 
opening.  A  binder  relieves  the  uncomfortable  sense  of  emptiness 
which  usually  remains  after  relief  of  abdominal  tension. 

Conducted  properly,  the  operation  of  tapping  is  attended 
with  very  slight  risks.  It  is  just  possible  that  the  disrepute  into 
which  the  proceeding  has  fallen  is  lo  be  attributed  to  careless 
manipulation  or  unclean  instruments.  Men  who  have  not 
before  thdr  eyes  a  complete  foreknowledge  of  its  possible  effects 
arc  liable  to  have  recourse  to  lapping  on  every  occasion  when 
they  have  a  patient  sufTering  from  fluid  distension  of  the 
abdomen,  and  such  men  are  not  likely  lo  take  full  scientific 
precautions. 


HISTORY   or  OVAKIOTOUy. 

Tlie  history  of  ovariotomy  reads  almost  like  a  romance. 
From  being  dreamed  of  as  a  remote  possibility  l>y  advanced 
thinkers  some  centur)'  and  a  half  ago  in  the  capitals  of  Europe, 
and  attempted  by  one  or  two  daring  enthusiasts,  it  first  reached 
its  consummation  as  a  definite  schemed  operation  far  away  from 
the  centres  of  civilisation.  In  Great  Britain,  as  in  its  birth- 
place, America,  the  operation  had  struggled  into  existence  and 
was  thriving  in  the  provinces,  before  it  had  established  a  footing 
in  the  capital.  It  was  true  of  this,  as  of  so  many  other  im- 
provements in  practical  surgery,  that  it  owed  its  birth  to  the 
freedom  and  independence  of  the  provincial  mind :  the  spirit  of 
the  pioneer  had  certainly  entered  the  soul  of  Ephraim  McDowell, 
almost  in  the  backwoods  of  Kentucky. 

There  is  no  doubt  but  that  some  form  of  mutilation  of  the 
female  sexual  organs  has  been  practised  from  the  most  ancient 
times.     In  most  instances  this  was  probably  removal  of  some 
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parts  of  the  external  organs  of  generatioa ;  in  some,  however,  it 
would  appear  certain  that  the  o\'aries  were  actually  removed. 
This  was  essentially  female  castration,  or  spaying:  and  the 
removal,  in  righteous  anger,  of  the  ovaries  of  his  unchaste 
daughter  hy  the  Hungarian  §owgelder,  two  centuries  ago,  is 
probably  the  last  operation  of  this  sort  known  to  history.  Such 
operations,  demonstrating,  as  they  did,  the  possibility  of 
removing  ovaries  that  wore  heaUhy,  were  probably  not  without 
their  value  in  clearing  the  way  for  the  removal  of  ovaries  that 
were  diseased.  The  value  of  such  operations,  however,  will  be 
best  estimated  in  considering  the  operation  of  odphorcctomy. 

To  the  active  and  enquiring  minds  of  many  surgeons  living 
in  the  early  parts  of  the  eighteenth  century,  the  possi[>ility 
of  removing  cystic  ovfiries  was  often  presented.  Wjllius  of 
Baste,  in  1731,  spoke  perhaps  most  clearly  in  favour  of  the 
operation,  though  he  had  not  the  courage  to  attempt  it. 
Delaporie*  actually  treated  an  ovarian  cyst  bj-  incision  through 
the  abdominal  wall,  but  did  not  remove  it.  Morand,  who 
follows  up  Dclaportc's  paper  in  the  same  volume  by  some 
remarks  of  his  own,  desires  to  give  the  latter  credit  for  having 
been  the  first  definitely  to  propose  the  removal  of  an  ovarian 
cyst,  and  expresses  his  own  opinion  that  the  operation  is 
feasible,  provided  there  be  no  adhesions.  Hunter,  in  1762, 
with  the  (ar-seeing  genius  which  we  now  fully  appreciate, 
actually  suggested  the  small  incision,  tapping  the  cyst,  re- 
moving it,  and  ligaturing  the  pedicle.  The  surgeon  who  came 
nearest  to  being  the  first  ovariotomist  was  Chambon.  who,  in 
1798,  published  in  Paris  a  treatise  on  The  Diseases  of  Women, 
wherein  he  strongly  recommended  the  removal  of  diseased 
ovaries.  He  gave  accurate  accounts  of  the  anatomy  of  cystic 
tumours  of  the  ovaries,  and  tried  to  show  how  to  diagnose 
adhesions,  and  how  to  deal  with  them.  John  Bell,  no  doubt 
familiar  with  the  work  of  French  surgeons,  constantly  dwelt  in 
his  lectures  on  the  possibility  and  the  adviaiabihty  of  removing 
such  tumours,  and  his  teachings  bore  fruit  ;  for  one  of  bis 
pupils,  Ephraim  McDowell,  was  the  first  ovariotomist. 
*  M*<».  it  I'Atad.  TCey.  dt  Chir.,  10m.  ii.;  Paris.  1753. 
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The  claims  of  Mc  Dowcll  of  Kcotucky  to  be  con^dercd  as  the 
first  surgeon  who  deliberately  and  scientifically  planned  and 
performed  the  operation  of  removal  of  an  ovarian  tumour  are 
now  established  beyond  dispute.  The  operation  of  Houston  of 
Glasgow  was  almost  certainly  not  a  complete  ovariotomy,*  and 
those  of  Lammonier  of  Rouen,  Dzondi  of  Halle,  and  Galenzowsky 
of  Wilna,  even  if  thay  had  lieen  ovariotomies,  which  they  were 
not,  were  performed  subsequently  to  the  first  operation  of 
McDowell.  In  December.  1809,  McDowell  operated  on  Mrs. 
Crawford,  and  seven  years  later  he  published  his  report  of  this 
and  two  other  operations.  In  America,  the  operation  thus 
initiated  was  taken  up  by  Nathan  Smith  of  Connecticut)  by 
Alban  Smith  of  Kentucky,  by  Gallup  of  Vermont,  and  by 
many  others.  Up  to  the  end  of  186^  according  to  Peaslee,! 
ovariotomy  had  been  reported  as  perfonned  in  America  it? 
times,  with  68  recoveries  and  49  deaths.  Since  then,  American 
surgeons  have  taken  a  prominent  and  honourable  share  in 
peifecting  the  operation,  which  is  now  performed  everywhere 
throughout  the  Continent. 

In  Great  Britain,  the  operation  did  not  at  first  make  much 
progress.  Lizars  operated  in  Edinburgh  once  in  1824,  and 
three  limes  in  1825,  but  with  such  small  success  that  Listoit 
boasted  that  he  took  good  care  that  Lizars  did  not  set  about  any 
such  operation  in  the  Infirmary  after  he  became  attached  to  it. 

*  ll  is  righl  to  aay  thai  Tail,  xvho  has  made  special  enquiries  inio  the 
tnbfect  [DU.  of  Ovaritt.  iS8j,  p.  139),  claims  Tor  [louston  the  honour  of 
having  bc«n  the  Anrt  ovariotomiRt.  Now.  an  ovKrlotomy  i*  not  conpleic 
nales*  tli«  tumour  U  removed  and  the  pnlicle  it  Mcurcd.  In  Houston'* 
account  or  his  caM  ih«re  it  not  s  suggestion  ihat  he  did  eilher.  ll  wain*  to 
roe  scarceljr  credible  IhAI  a  surgMin  who  could  descnbe,  as  minutely  aa 
HoDstoo  did.  ihe  lomewhai  trii-iaJ  expedient  adopted  lot  removing  the  e'^^ry 
fluid  should  leave  unmeniioned  (he  (u  more  impottani  proceeding  of  remov- 
ing Ihe  lumour.  and  diriding  and  wcuring  ihe  pcdicl«.  "  I  then  squeetod  onl 
all  I  could  [of  ihe  conicnu)  and  stilched  up  ihe  wound  in  three  places. "  l( 
between  ihe  equeeiing  and  the  stitching  the  grand  measures  of  removing  the 
lumour  oad  tecurioK  its  pedicle  really  did  occur,  1  Ihink  he  muil  have  at 
least  mealioned  Ihcm,  Douooo  uiyi  the  tumour  wa*  of  the  left  ovary,  but 
Ibe  only  proof  he  adduces  in  suppoct  of  tbla  it  ibat  It  lay  on  the  led  tide  The 
afier-biaiory  of  the  cam  is  is  no  way  iaconsiMcnt  with  hit  having  incised  ao 
ovarian  crowth.  t  Ovmm  Ttmtm,  p.  147 :  Londoa,  1B73. 
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The  medical  papers  of  those  days  were  also  dead  again&t  the 
operation  ;  and  few  attempts  and  an  equal  number  of  failures 
were  recorded  till  1836,  when  William  JcafFrcson,  a  surgeon  of 
Framlingham,  operated  successfully  by  the  small  incision.  In 
the  same  year.  King  of  Saxmundham  )iad  a  successful  operation ; 
and  in  1839,  West  of  Tonbridge  had  two  successes.  A  lew 
London  surgeons  operated  in  the  next  year  or  two,  in  every  case 
unsuccessfully.  The  thread  of  success  was  then  picked  up  by 
Charles  Clay  of  Manchester  in  1843,  who,  in  the  words  of 
Peaslec,  "  soon  became  the  most  successful  ovariotomist  living," 
and  to  whom,  "more  than  to  all  other  operators,  the  credit 
belongs  of  having  placed  the  operation  of  ovariotomy  on  a  sure 
foundation."  Up  to  1850,  eight  years  before  Spencer  Wells 
b^an  to  operate,  he  had  chronicled  twenty-one  successes  out  of 
Ihirty-thtcc  operations — a  result  more  favourable  than  Wells 
could  show  in  the  same  number  of  cases,  not  finished  till  twelve 
years  later.  Between  1852  and  1856,  Baker  Brown  operated 
nine  times,  with  seven  deaths.  This  mortality  checked  him  for 
four  years,  when  he  began  a  career  which,  but  for  its  untimely 
and  unfortunate  termination,  would  probably  have  done  much 
for  ovariotomy. 

The  year  1858  brings  us  to  the  beginning  of  the  remarkable 
career  of  Spencer  Wells.  Commencing  with  a  promise  faithfully 
to  record  every  case,  successful  or  unsuccessful,  upon  which  he 
operated,  he  has  pursued  this  course  to  the  present  day,  when 
he  has  wCU  passed  the  thousand.  Round  his  personahty  centred 
all  the  changes,  improvements,  and,  we  must  add,  retrogressions, 
which  have  followed  the  fortimes  of  the  operation.  His  hearty 
readiness  to  try  the  recommendations  of  others,  though  it  has 
not  always  been  conducive  to  reduced  mortality,  has  testified  to 
his  honesty  of  purpose  and  breadth  of  view, 

The  next  prominent  hgure  in  ovariotomy  is  that  of  Thomas 
Keith  of  Edinburgh.  In  1863  he  performed  his  first  ovariotomy, 
and  he  very  soon  proved  himself  the  most  skilful  of  all.  To-day 
some  of  his  operations,  such  as  those  for  removal  of  large 
fibroids,  seem  almost  to  have  reached  the  limits  of  successful 
human  surgery. 
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And,  among  those  who  have  moic  recently  entered  the  field, 
the  brilliancy  of  results  seenia  still  to  be  on  Ihc  increase.  Tait 
of  Birmingham  has  attained  to  a  success  which  is  m  remarkable 
ftS  it  is  well  deserved.  He  can  ^ow  the  extraordinary  record 
of  one  hundred  and  ihirty-nine  ovariotomies  without  a  death,  a 
result  which  could  scarcely  be  shown  for  the  most  trivial  surgi- 
cal operation.  At  the  Samaritan  Free  Hospital,  in  London,  the 
mantle  of  Wells  has  worthily  fallen  on  the  shoulders  of  Thorn- 
ton and  of  Uantock.  On  the  Continent,  the  names  of  Kocbetlfi, 
Schroeder,  Billroth,  Martin,  and  a  host  of  others,  are  honourably 
ucocialed  with  the  oiierution.  And  all  over  the  civilised  world,  in 
every  capital,  town,  and  village,  there  are  surgeons  who,  with 
honour  to  their  art  and  credit  to  themselves,  successfully  pcr- 
ibrm  the  operation,  which  half  a  century  ago  was  condemned 
by  the  leaders  of  surgery  as  being  little  removed  from  murder. 


ArntSCtATlON.      INDICATIONS   FOR   OPRRATION. 

Ovariotomy  is  the  most  successful  major  operation  in  surgery. 
Within  the  memory  of  living  surgeons  its  mortality  has  dimin- 
ished from  what  was  almost  the  limit  of  the  justifiable  in 
surgery,  to  a  figure  which,  as  statistics  arc  estimated,  is  practi- 
cally «ro.  Our  best  English  operators — Keith,  Thornton, 
Bantock,  and  others—in  the  last  few  years  had  brought  their 
death-rate  down  to  the  marvellously  low  figure  of  about  ten  per 
cent.,  more  or  less,  when  Lawson  Tail's  records  beat  all,  by  the 
extraordinary  result  of  one  hundred  and  thirty-nine  cases  with- 
out a  death,  and  a  general  mortality  over  several  hundreds  of 
esses  of  less  than  five  per  cent.  Keith's  recent  mortality,  in 
private  operations  with  cautery-clamp,  is,  he  tells  me,  under  two 
per  cent.  Surely  this  is  the  lu  pint  ultra,  not  only  of  abdominal 
surger)-.  but  of  all  surgery.  If  it  is  not  a  justification  for  the  per- 
formance of  ovariotomy,  wherever  an  ovarian  tumour  exists,  it 
is  undoubtedly  a  stem  command  to  all  who  seek  to  perform  the 
operation,  ao  as  to  give  their  patients  the  best  chance  of  life,  to 
spare  no  pains  to  {wrfect  themsel%-es  in  ever)-  detail  of  attainable 
knowledge. 


APPRECIATIOS. 


121 


With  SLich  prospects  of  recovery,  it  would  seem  that  little 
more  than  the  diagnosis  of  ovarian  cystoma  was  necessary  to 
justify  operation.  Excluding  the  just  and  proper  conlra-indica- 
tions  to  this  or  any  other  serious  surgical  operation,  and  which 
need  not  here  be  mentioned,  there  is  scarcely  a  condition  in  the 
tumour  itself  which  absohitely  forbids  operation.  The  only 
question  is  as  to  the  best  time  for  operating.  The  futility  of  all 
modes  of  medical  or  incomplete  surgical  treatment  has  long  been 
admitted ;  complete  removal  alone  gives  certain  recovery.  When 
twenty  or  thirty,  or  even  forty,  per  cent,  of  the  cases  operated 
upon  died,  there  was  some  justification  for  the  postponement  of 
the  operation  till  such  time  as  the  patient's  health  and  comfort 
were  being  interfered  with.  But  with  auch  mortality  as  the 
operation  now  gives  in  the  best  hands,  this  position  is  scarcely 
tenable;  in  fact,  it  has  been  quietly  given  up.  The  rule  is  now  to 
operate  early — as  soon,  in  fact,  as  the  existence  of  the  tumour  has 
been  proved.  The  arguments  in  favour  of  early  operation  need 
not  here  be  dilated  upon.'  Stiffice  it  is  to  say,  that  as  there  is  but 
one  escape  from  the  disease,  by  removal ;  and  as  delay  involves 
the  risks  of  changes  and  accidents  in  the  tumour,  of  secondary 
disease  in  other  orgiins,  and  of  general  impairment  of  health, 
it  is  right  that  the  operation  should  be  performed  as  early  as 
possible. 

The  question  of  ovariotomy  during  pregnancy  can  scarcely 
be  answered  in  general  terms.  A  good  many  successful  ovari- 
otomies performed  during  pregnancy  have  been  recorded  ;  and 
many  examples  of  healthy  gestation,  followed  by  normal  partu- 
rition, going  on  side  by  side  with  the  growth  of  an  ovarian 
tumour,  could  be  quoted.  Ovarian  cystoma  no  doubt  predisposes 
to  abortion,  and  other  dangers  of  the  pregnant  state ;  and  preg- 
nancy renders  more  hkcly  the  ordinary  accidents  to  which 
cystoma  is  liable.  Each  case  must  be  judged  on  its  merits. 
The  points  »i>ecinlly  to  be  attended  to  are:  the  rapidity  of  the 
growth  of  the  tumour,  the  period  of  gestation,  and  the  condition 
of  the  patient.  A  tumour  of  rapid  growth,  discovered  in  the 
early  stages  of  pregnancy,  miglit  be  removed,  when  another  of 
*  Se«  Dr.  Buttock's  PUtfir  Emif  Oottrietemy,  London.  iSSi. 
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slow  growth,  large,  and  possibly  difficult  of  removal,  might  be 
tapped,  particularly  if  the  expected  time  of  delivery  was  close  at 
band.  Beyond  these  general  statements,  it  would  be  unwise  to 
doginaltsc. 

THE   OPBRATION    DP  OVARtOTOMY. 

Prelimiitaiy. — The  patient  will  have  been  prepared  accordiog 
to  the  general  directions  already  given.  Her  bowels  will  have 
been  opened  by  aperient,  and  she  will  have  passed  water 
immediately  before  the  hour  fixed  for  operation.  She  is  placed 
on  the  operating  table,  dressed  in  a  flannel  jacket,  and  her 
limbs  are  covered  by  warm  blanltcts  or  surrounded  in  cotton 
wool;  and,  if  deemed  expedient,  a  layer  of  cotton  wool  is  laid 
over  the  chest  and  abdomen,  up  to  the  limits  of  the  opening  in 
the  macintosh  sheet.  The  sheet  is  placed  in  position  so  that 
the  hole  leaves  exposed  the  site  of  operation,  and  elsewhere 
completely  covers  the  patient,  and  hangs  over  the  edges  of  the 
operating  table.  The  adhesive  material  spread  round  the 
ma^n  of  the  opening  keeps  the  sheeting  closely  in  contact 
with  the  skin  on  the  parieles.  The  exposed  skin  and  the  mac- 
intosh around  are  once  more  cleansed  with  carbolic  lotion,  and 
a  sponge-cloth  wrung  out  of  1-40  carbolic  lotion  is  laid  over  the 
macintosh  covering  the  thighs,  which  will  have  been  confined 
by  a  broad  bandage.  The  spray  is  placed  opposite  the 
patient's  left  shoulder,  at  a  distance  of  six  feet  or  more  from 
tlie  wound.  This  position  is  selected  so  that  the  patient 
shall  not  rcs])irc  a  carbolised  atmosphere.  A  receiver,  to 
collect  the  fluid,  is  placed  at  the  side  of  the  table  ocit  to  the 
operator. 


AttUtanet. — Besides  the  anesthetist,  one  assistant  is  all  that 
is  necessary.  His  special  duties  will  be,  to  sponge,  to  manipulate 
forceps  during  the  application  of  ligatures,  and  to  help  during 
the  deligation  of  the  pedicle  and  the  suturing  of  the  abdominal 
wound;  besides  these,  he  will  be  freciuently  called  u|>on  to 
discharge  other  minor  functions,  too  numerous  to  be  mentioned. 


iNSTRUustrrs. 


ISS 


A  ourse  will  be  wanted,  to  cleanse  and  hand  sponges,  and  to 
see  to  the  provision  of  hot  water,  lotions,  and  such  minor 
necessities.  The  operator  helps  himself  to  instruments, 
which  are  placed  in  trays  upon  a  table  placed  conveniently 
within  the  reach  of  his  right  hand.  The  assistant  stands 
on  the  left  side  of  the  patient,  facing  the  operator.  (Sec 
Fig.  5,  p.  69.) 

Inftnimtuts, — The  following  instiuinients  are  recommended  for 
the  performance  of  ovariotomy : 

Tail's  haemostatic  pressure  forceps 13 

Thornton's  T-shaped  pressure  foccps     a 

Wells's  large  cyst  forceps — angular  and  straight... 

Wells's  medium  cyst  forceps    

Nelaton's  cyst  forceps       

Knife     

Scissors 

Pedicle  needles,  in  handles,  blunt    

Cyst  trocar,  with  tubing,  Tait's  large  (Fig.  ao) 
ti         „       Spencer  Wells's,  with   Fitch's  dome 

(Fig- 21)        

Suture  instrument       

Reel-stand  with  silk  ligatures 

With  these  instruments  most  ovariotomies  may  be  satis- 
factorily performed.  In  routine  operating,  they  are  laid  out  in 
three  trays  containing  enough  carbolic  lotion  to  cover  them.  One 
tray  contains  the  small  liEemostalic  forceps,  fourteen  in  number ; 
another,  of  larger  size,  contains  the  large  and  medium  cyst  for- 
ceps,  ten  in  number ;  while  the  third  contains  the  tcnife,  scissors, 
pedicle  needle,  and  suture  instrument.  The  trocars,  with  tubing 
attached,  are  kept  apart,  in  a  large  ba^n.  The  ligature  silk, 
of  assorted  sizes  of  finest  Chinese  twist,  is  kept  on  reels  in 
carbolic  lotion — the  reel-stand  already  described  (Fig.  4j  is  very 
convenient  for  this  purpose — and  ligatures  cut  off  as  they  are 
wanted.  • 

These,  or  similar  instruments,  arc  absolutdy  apaaatial ;  but 
few  surgeons  would  care  to  begin  operation  without  WTCral  other 
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instruments  being  at  hand,  in  cnse  they  were  wanted.      Among 
these  might  be  mentioned : 

KoeberI6's  damp,  with  pedicle  slccwors. 

Cautcrj'  irons.     (Paquelin's  thermo-cautery  requires 
a  separate  assistant.) 

Six  Keith's  glass  drainage  tubes— nssorted  sizes. 

A  second  dozen  of  pressure  forceps. 

Two  retractors. 
Each  operator  will  probably  like  to  have,  in  reserve,  a  few 
special  instruments  to  which  hu  has  become  accustomed :  the 
writer,  for  instance,  never  likes  to  be  without  his  crushing 
scissors.  A  Lister's  sinus  forceps,  with  points  a  little  shaTpcr 
titan  ordinary,  is  an  excellent  substitute  for  the  needle  which 
carries  the  ligature  through  the  pedicle:  the  point  is  pushed 
through,  the  blades  are  separated,  and  they  catch  the  ligature 
thread  and  draw  it  backwards  through  the  opening  made. 
Many  surgeons  use  a  director  and  a  dissecting  forceps.  Special 
instruments  for  crushing  the  pedicle  before  tying  it ;  an  ex- 
hausting air-pump,  attached  to  the  trocar;  peculiar  needles  for 
suturing  the  abdominal  wound,  and  many  other  appliances,  are 
in  vogue ;  but  the  above  may  be  taken  fairly  to  represent  the 
instrumental  aids  necessary  to  a  skilful  performance  of  the 
operation. 

Some  of  the  instruments  require  special  description.  Tail's 
pressure  forceps  (Fig.  6) — a  modification  of  Koebcrli's — is 
superior  to  Wells's  inslnmient  in  being  more  pointed,  thus 
permitting  the  ligature  to  slip  over  it  in  tying  adhesions, 
and  in  being  more  powerful  in  grasp.  In  other  respects,  the 
iostrumcnls  arc  practically  identical.  Thornton's  T-shaped 
forceps  is  a  most  useful  addition  to  our  hiemoslatic  agents. 
It  is  scissors-handled  like  the  other  catch  forceps,  with  a 
rack  catch,  but  diflers  in  having  the  compressing  blades  set 
at  right  angles  to  the  handle.  For  holding  bro^d  adhesions, 
or  compressing  a  piece  of  omentum  which  has  to  be  secured 
with  multiple  ligature,  or  closing  a  small  rent  in  a  cyst, 
Tliomton's  instrument  is  simply  invaluable.  I  have  found  a 
vcr>'  large  forceps  on  the  same  principle  most  useful   for  like 
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purposes.  For  firmly  grasping  and  holding  the  tumour  itself, 
(he  cyst  forceps  of  Nelaton  (Fig.  i8)  and  of  Spencer  Wells  leave 
nothing  to  ]te  desired.  Nekton's  forceps,  with  its  round, 
serrated,  and  spiked  biting  surfaces,  maintains  a  grasp  on  the 
cyst-wall  which  is  as  powerful  as  the  area  it  grasps  can  make  it. 
Wells's  large  cyst  forceps,  on  the  same  principle  as  his  small 
pressure  forceps,  is  perhaps  less  likely  to  cause  tearing,  and 
holds  nearly  as  firmly  as  Nelaton's.  They  are  made  with 
straight  and  with  bent  blades.     (Figs.  7,  8,  10.)     A  size  of 

Wells's  forceps  midway  be- 
tween the  smallesl  and  the 
largest  will  be  found  very  handy. 
Wells's  clamp  forceps  (Fig.  19) 
may  occasionally  be  found 
useful  for  closing  rents  in  the 
cyst,  or  for  compressing  large 
bleeding  areas.  The  only  ad- 
vantage which  they  possess 
over  large  pressure  forceps 
is  that  they  occupy  less  room. 
For  evac- 
uating the 
fluid,  we 
have  a 
choice  of 
many  tro- 
cars. It 
is  wise 
to  have 
two  in- 
struments 
in  readi- 
ness—  one 
of  targe 
size,  and 
Fic.  18.  another 

StklM't  C/jt  Ftmfs,    H*i/mt.    not    very 
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large.    The  two  I  should  select  are 
Tail's   large   instrument    {Fig.   io), 
conical  pointed,  but  not  cutting,  and 
Wells's  (or  Fitch's)  small  instrument  (Fig  3i),  which 
is  essentially  a  double  tube,  the  outer  one  of  which  is 
the  trocar — sharp  and  pointed,  and  the  inner  one  is  the 
cannula  —  blunt   and  extrusible.      For  a  large  thick- 
walled    cyst.    Tail's   trocar    is    best.       Wells's   small 
puncturing  trocar  is  suitable  for  small  and  mutlilocular 
cysis,  and   for  those  which   have   thin   walls.     Some 
amount  of  Huid  usually  escapes  by  the  side  of  it ;   but 
this  may  either  be  collected  by  a  sponge,  or  its  flow 
may  be  checked  by  the  pressure  of  a  large  cyst  forceps. 
Wells's  large  trocar  (Fig.  aa)  is  used  by  many  sur- 
geons.   It  consists  of  an  outer  tube  or  trocar  proper, 
cut  obliquely  and  sharp  at  the  point,  for  piercing,  and 
an   inner  lube  or  cannula,  blunt  and  cut 
square,  which  is  pushed  beyond  the  trocar 
by   an   attached    thumb -piece    as 

soon  as   ilie  cyst- wall   is  pierced. 
UinCptTr^r.      ^^  ,(,^  ^j^  ^f  „j^  ,^^^^  ^^^  ^^_ 

Oat^kird  att.  ,      ,  ... 

tached  two  spnng  hooks  or  clasps, 

with  sharp  teeth  which  fit  into  pits  on  the  trocar ; 
these  are  intended  to  grasp  the  cyst-wall  und  pull 
it  fo^^-a^d  as  the  cyst  empties.     VoUclla  arc  usually 
required  to  pull  the  wall  of  the  cyst  under  the  hooks 
on  the  trocar.      To  the  trocar  is  fitted  a  piece  of 
india-rubber  tubing  of  a  calibre  as  large  as  thai  of 
the  instrument,  and  long  enough  to  reach  the  bottom 
of  the  vessel  which  is  intended  to  receive  the  ovarian 
fluid.     A  dozen  sponges  are  prepared  ready  for  use. 
They  are  selected  as  follows : 
one  large  flat  sponge;  four  mod- 
erately flat  sponges,  about  six 
inches  long  and  from  three  lo  Fic.  ii, 

five  inches  broad ;    and  seven      ,^.,„,.,  5„„  c„,  ^,,^_  ^,^  ^^.^ 
round  sponges,  of  various  sizes.  otmt.    H41/  $iM. 
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They  are  kept  io  warm  1-40  carbolic  lotion,  and  wrung  out 
of  this  fluid  by  the  nurse  or  assistant  when  requiTcd.  As  they 
are  soiled  Ihey  ate  handed  to  the  nurse,  who  cleanses  them 
thoroughly  in  warm  water,  and  then  places  them  in  the  warm 
carbolic  lotion,  A  continuous 
supply  of  clean  sponges  is  thus 
provided. 

For  use  in  ovariotomy,  and  in- 
deed in  all  other  surgical  operations.  I  become 
daily  more  impressed  with  the  value  of  sponge- 
cloths  for  many  purposes  for  which  sponges 
are  used.  They  are  thick,  very  soft,  have 
great  absorbing  powers,  and  are  very  easily 
cleansed.  Most  important  of  all,  they  are  im- 
proved by  being  boiled,  whereas  boiling  destroys 
sponges.  Laid  over  the  abdominal  wound  un- 
der a  bleeding  tumour:  coiled  around  a  piece 
of  intestine  while  it  is  being  sutured ;  folded 
over  omentum  which  has  been  stripped  oiT  3 
tumour,  and  in  many  similar  ways,  sponge- 
cloths  will  be  found  very  useful. 

The  Abdominal  IncUion. — The  incision  is  made 
in  the  middle  line  between  the  umbilicus  and 
the  pubcs.  The  structures  divided  arc:  the 
skin,  the  subcutaneous  fatty  layers,  the  linea 
alba,  the  layers  of  the  fu«cia  transversalis  with 
ijie  subperitoneal  fat,  and  the  peritoneum.  The 
^m  in  this  region  does  not  usually  present  fea- 
tures of  special  practical  interest.  It  may  be 
firm  and  resihent,  and  inltniately  adherent  to  the  sub-cutaneous 
fat :  or  it  may  be  Raccid  and  ^ft,  and  readily  movable  over  the 
underlying  tissues.  In  the  former  case,  it  is  easily  divided  in  a 
straight  line  by  the  knife  held  in  the  hist  position;  in  the  latter 
case,  it  may  run  before  the  knife,  and  will  be  most  satisfactorily 
divided  by  pinching  it  up  and  trauslixing  it,  as  in  herniotomy. 
The  thickness  of  the  subcutaneous  fatty  layer  varies  very  con- 
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Biderably.  In  cases  where  there  is  much  emaciation,  tt  may  be 
practically  absent — the  first  incistoa  exposes  the  fibrous  aponeu- 
roses; in  very  stout  individuals,  the  subcutaneous  fat  may  be 
Severn!  inches  in  thickness.  The  thickness  of  this  layer  may 
be  increased  by  ccdcma.  In  most  cases,  the  subcutaneous 
areolar  tissue  is  divisible  into  two  layers.  The  outer  layer  is 
pre-eminently  fatty ;  the  inner,  mainly  fibrous.  Only  in  young 
subjects,  however,  is  this  distinction  well  marked.  The  vessels 
ramify  mainly  in  the  outer  fatty  layer;  usually  they  are  quite 
small,  but  sometimes  a  moderately  large  branch  is  divided, 
Tlie  veins  are  occasionally  large  and  tortuous,  and  sometimes 
bleed  so  frec^ly  after  division  as  to  require  forctpressure  or  even 
dcligation. 

The  Unca  alba  is  a  structure  of  fairly  constant  composition 
and  thickness.  In  muscular  individuals  with  small  tumours, 
the  recti  lie  quite  close  to  each  other,  and  the  linea  alba  is  then 
little  more  than  a  fibrous  partition;  in  thin  subjects  whose 
abdominal  walls  axe  distended,  the  linea  alba  may  be  stretched 
so  that  the  recti  are  separated  by  half  an  inch  or  even  more. 
In  the  latter  inNtance,  it  is  easy  enough  to  divide  the  linea  alba 
without  opening  the  sheath  of  the  rectus;  in  the  former,  this 
is  a  matter  of  some  difficulty,  and  in  practice  one  or  both 
sheaths  are  frequently  opened.  Indeed,  in  some  cases  the 
linea  alba  Ls  so  narrow  that  division  of  it  accurately  in  the 
middle  line  must  result  in  exposure  of  both  muscles.  It  must 
be  remembered  (hat  the  posterior  wall  of  the  sheath  of  the 
rectus  stops  sliort  at  the  falciform  edge,  and  that  the  aponeu- 
roses of  the  muscles  below  this — in  the  lowest  fourth,  that  is 
to  say — all  pas«  in  front  of  the  recti.  If  the  sheath  is  opened 
above  this  point,  an  additional  layer  of  fascia,  the  posterior 
wall  of  the  sheath,  has  to  be  divided  before  the  subperi- 
toneal fat  is  reached ;  below  this  point  there  is  no  additional 
layer,  or  only  a  thin  fascia.  As  a  matter  of  fact,  the  cavity  is 
usually  entered  below  the  falciform  edge ;  and  if  the  opening  is 
too  small,  it  is  extended  upwards  with  scissors,  when  no  account 
is  taken  of  anatomical  layers. 

If  the  incision  has  to  he  carried  above  the  umbilicus,  it  is 
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to  deviate  a  little  way  to  the  left,  and  not  to  pass  through  it. 
This  is  done  partly  to  avoid  the  round  ligament  of  the  liver, 
which  passes  from  the  umbilicus  obliquely  upwards  and  to  the 
right,  and  may  contain  an  unoblitoraled  umbilical  vein,  but 
chicSy  because  the  tissues  tn  the  umbilical  area  are  thin  and 
liable  to  be  cut  through  by  the  sutures  if  there  is  straining  from 
sickness.  Such  an  accident  happened  to  mc  in  a  case  of 
hysterectomy,  and  a  large  coil  of  intestine  escaped.  Fortunately 
the  accident  was  soon  discovered  and  no  harm  was  done.  The 
urachus,  normally  transformed  into  the  vesicoumbilical  ligament, 
may  also  be  found  pervious.  Sometimes  small  openings  exist  in 
the  linea  alba,  through  which  masses  of  fat  protrude  (homiie 
adipoRx). 

The  areolar  tissue  between  the  fascia  Iransversalis  and  the 
peritoneum  is  very  loose  and  elastic,  and  contains  a  varying 
amount  of  fat  in  its  meshes.  Its  fibres  can  easily  he  teased 
apart,  so  as  to  expose  the  underlying  peritoneum  :  and  if  it  con- 
tains little  fat,  or  if  the  peritoneum  is  adherent  to  an  abdominal 
tumour,  it  may  be  raistal(en  for  the  tumour  wall,  and  be  sepa- 
rated from  the  panetes  for  some  distance  before  the  mistake  is 
discovered.     It  may  usually  be  separated  into  two  or  more  layers. 

The  peritoneum  varies  in  thickness  according  to  idiosyncrasy, 
or  as  it  is  thickened  by  inflammation  or  thinned  bv  distension. 
When  there  is  much  inflammation,  the  peritoneum  may  be  a 
thick  highly-vascular  tissue,  which  bleeds  freely  on  division: 
wbcQ  the  acuteness  of  the  inflammatory  process  has  subsided,  it 
may  be  united  more  or  less  firmly,  by  organised  bands  of  fibrous 
tissue,  to  the  underlying  tumour ;  and  in  this  case  also  its  vascu- 
larity will  be  increased.  Generally  speaking,  an  undue  amount 
of  bleeding  during  division  of  the  parietes  may  be  taken  as  in- 
dicating adhesion  of  peritoneum  to  intra-abdominal  structures. 

The  first  incision  need  not  be  longer  than  two  or  three 
inches,  according  to  the  thickness  of  the  abdominal  walls.  The 
kiwer  extremity  of  the  wound  is  at  a  distance  of  two  inches  from 
tbe  pubcs.  Lower  than  this  it  is  not  advisable  to  go,  on  account 
of  the  proximity  of  the  bladder ;  it  the  opening  is  found  to  be  too 
small,  it  is  enlarged  upwards.    The  amount  of  subcutaneous  fat 
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is  estimated  by  (ouch,  and  the  iirst  incision  divides  skin  and 
'  moce  or  less  of  the  fatty  layer.  One  or  two  rapid  cuts  alonj;  the 
whole  length  of  the  wound  complete  the  division  of  this  layer, 
and  expose  the  linca  alba.  Bleeding  points  are  caught  up  in 
pressure  forceps.  A  glance  at  the  fibrous  aponeurosis  may,  by 
showing  a  symmetrical  arrangement  of  its  fibres,  indicate  exactly 
ihe  middle  line.  One  or  two  dexterous  movements  of  the  scalpel 
divide  the  aponeurosis  in  the  middle  of  the  wound.  If  the 
musdc-is  exposed,  a  little  movement  of  the  divided  fibres  over 
it  will  show  on  which  side  of  the  linea  alba  the  opening  has  been 
made,  and  the  rest  of  the  division  is  completed,  upwards  and 
downwards,  close  to  the  middle  line.  This  exposure  of  muscular 
fibre  is  of  little  practical  moment.  Indeed,  some  operators  prefer 
always  to  expose  muscle,  and  more  than  one  skilled  operator 
recommends  that  the  opening  he  made  through  the  muscular 
fibres.  The  reason  given  is,  that  a  firmer  and  broader  cicatrix 
is  got  from  union  of  muscle  than  from  union  of  fihrous  tissues. 
Wliether  this  be  true  or  not,  which  is  more  than  doubtful,  it  is 
ocitain  that  perfectly  good  union  is  obtained  when  exposed 
muscular  surfaces  are  brought  into  apposition.  The  division  is 
made  by  the  knife  alone,  or  by  scissors ;  no  director  is  required. 
The  loose  transversaljs  fascia  is  now  exposed.  I  f  it  contains 
a  considerable  amount  of  fat,  this  is  pushed  aside,  and  the 
peritoneum  exposed  by  teasing.  The  deeper  fibres  of  this 
fascia  are  usually  divisible  into  several  layers.  These  may  be 
divided  in  various  ways — by  director  and  knife,  by  director  and 
scissors,  by  scissors  alone,  or  by  forceps  and  knife.  As  a  general 
ntle,  1  think  the  last  is  the  best  plan.  Where  it  seems  to  be 
feasible,  the  best  plan  of  all  is  to  pinch  up  fascia  and  peritoneum 
between  the  forefinger  and  thumb ;  roll  it  from  side  to  side  to 
make  certain  that  no  bowel  is  included,  and  open  the  peri- 
toneum by  a  minute  incision,  through  which  the  blade  of  the 
scissors  may  be  inserted  to  complete  the  division.  The  most 
generally  applicable  proceeding  is,  to  catch  up  a  small  portion 
of  fascia  between  pressure  forceps  and  divide  it  between  them, 
pulling  the  peritoneum  outwards;  if  this  does  not  effect  an 
entrance,  another  little  piece  is  caught  between  two  pairs  of 
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(brcops,  pulled  outwards  and  divided  till  the  cavity  is  entered. 
The  periionetim  is  thus  divided  towards  the  outside,  and  all 
ri.sic  of  wounding  intra-abdominal  structures  is  avoided.  The 
completion  of  the  opening  is  made  by  scissors,  protected  by  the 
finger  inside  the  abdomen.  The  forceps  may,  if  so  desired,  be 
left  lying  on  the  abdominal  wall  attached  to  the  edges  of  the 
peritoneum,  keeping  it  everted,  and  preventing  it  from  being 
stripped  in  the  subsequent  manipulations.  For  picking  up  the 
peritoneum,  Spencer  Wells  recommends  the  use  of  A<laiiis's 
double  sharp  book.  Before  opening  the  peritoneum,  all  bleeding 
must  be  checked  by  forcipressure ;  and  after  dividing  the  peri- 
toneum, before  proceeding  further,  its  edges  should  be  inspected 
to  sec  that  no  hiemorrbagc  is  going  on. 

The  incision  should  be  long  enough  to  admit  of  the  extraction 
of  the  collapsed  and  empty  c>'St  without  uung  force ;  that  is  to 
say,  it  will  range  between  one  and  a  half  or  two  inches  to  eight 
or  IcQ.  The  size  of  the  tumours  and  the  efficient  treatment  of 
adbesioDs  alone  should  regulate  the  length  of  incision.  While 
the  chances  of  ventral  hernia  are  diminished  by  a  short  incision, 
the  actual  difficulties  of  the  operation  should  never  be  increased 
by  working  through  a  cramped  opening.  The  rule  to  make  the 
first  inciuon  long  enotigh  to  admit  the  hand  should  be  abolished : 
l)ie  length  of  the  incision  is  to  be  n^dated  by  principles  more 
weighty  than  mere  exploration,  which  is  usually  both  meddle- 
some and  unnecessary. 


Emf'tyiug  and  Removing  tki  Cyst.  Siparatton  of  Aditcsiotu. — 
Some  idea  of  the  nature  of  the  exposed  tumour  will  have  been 
rafndly  formed  by  sight  and  touch.  The  characteristic  appear- 
ances, already  described,  of  a  cystoma  and  of  a  dermoid  growth ; 
the  density,  toughness,  or  friability  of  the  cysi-wall ;  the  nature 
of  the  contents  as  to  fluidity  or  viscidity ;  the  multiplicity  of 
secondary  cysts ;  and  the  presence  or  absence  of  adhesions  or 
inflammation,  will  all  be  noted.  A  skilled  surgeon  will  inslan- 
taoeously  decide  as  to  the  best  practical  means  of  dealing  with 
each  and  all  of  such  peculiarities  in  the  growth  to  be  removed  : 
here  it  is  possible  to  give  only  general  directions. 
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Whatever  be  the  condition,  it  is  alwaj-s  best  to  begin  by 
emptying  the  cyst.  To  explore  with  the  finger  is,  in  the  great 
majority  of  cases,  to  satisfy  curiosity  rather  than  to  help  in  the 
treatment.  And  to  begin  hy  separating  adhesions,  is  a  double 
mistake.  By  so  doing,  not  only  do  we  run  the  risk  of  rapturing 
the  cyst-wall  and  letting  the  contents  of  the  fuJI  cyst  escape 
into  the  peritoneum,  but  we  also  deal  with  the  adhesions  at  the 
most  inopportune  period,  when  there  is  httle  room  for  manipula- 
tion, and  a  hitelihood  of  leaving  bleeding  points  unsecured 
becatise  tliey  may  not  be  seen. 

The  best  mode  of  emptying  the  cyst  is,  in  the  large  majority 
of  cases,  by  tapping.  When  the  growth  is  divided  into  a  great 
number  of  cysts,  or  if  the  cyst-contents  be  ver)-  viscid,  incision 
may  he  the  best  plan. 

For  a  cyst  of  small  size,  the  best  tapping  instrument  is 
Wells's  small  cyst  trocar  (Fig.  at);  for  a  large  cyst.  Tail's 
instrument,  with  blunt  conical  point,  may  be  used.  [Fig.  30.) 
Keith  uses  a  very  large  exhausting  aspirator,  and  this  is  probably 
the  best  plan  of  all.  To  prevent  the  escape  of  fluid  by  the  side 
of  the  trocar,  a  sponge  is  all  that  is  requisite.  To  keep  the 
bowels  from  extruding  ihe  best  plan  is,  not  to  push  the  abdominal 
walls  backward  on  the  cyst,  but  to  pull  the  cyst  forwards  on  the 
edges  of  the  opening.  As  the  cyst  becomes  flaccid.  Wells's 
large  forceps  arc  made  to  grasp  the  cyst-wall  and  pull  it  steadily 
but  gently  out  of  the  wound.  A  flat  sponge  placed  between  the 
cyst  and  the  parictcs,  may  be  useful  in  preventing  the  escape 
of  fluid  into  the  abdominal  cavity.  Secondary  cysts  may  be 
emptied  without  removing  the  cannula  from  the  main  C)'St :  but, 
whilst  this  is  being  done,  the  fingers,  inside  the  abdomen,  should 
mftke  certain  that  the  trocar  is  not  pushed  through  the  main 
cyst -wall.  As  the  cyst  becomes  flaccid  the  trocar  opening  is 
pulled  over  the  edge  of  the  wound ;  and  as  soon  as  it  is  clear  of 
the  abdominal  opening,  a  fold  of  the  cyst-watl,  above  and 
below,  is  caught  in  strong  forceps,  the  trocar  is  removed,  and 
the  wall  freely  incised  between  the  forceps,  permitting  the  cyst 
contents  to  run  over  the  macintosh  into  the  receptacle  below. 
Secondary  cysts  arc  broken  down  by  two  fingers  inserted  into 
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the  incision  in  the  large  cyst,  or,  if  necessary,  by  the  whole  hand. 
Should  bleeding  be  free  during  the  breaking  down  of  the  septa, 
the  incision  must  be  prolonged,  to  permit  of  the  whole  tumour 
being  delivered  so  that  its  pedicle  may  be  compressed.  If 
adhesions  do  not  prevent  it,  the  whole  cyst  is  delivered  as  soon 
as  it  is  sufHctently  diminished  in  bulk ;  if  adhesions  do  exist, 
they  arc  divided  as  they  come  into  view,  in  a  manner  to  be 
presently  described. 

When  it  is  deemed  advisable  to  evacuate  the  cyst  contents 
by  incision  (a  few  surgeons  always  adopt  this  method),  two 
large  Wells's  forceps  are  attached  to  the  cyst-wall,  opposite  the 
ends  of  the  wound,  and  an  incision  made  between  them,  while 
ihcy  are  forcibly  pulled  upwards,  so  as  to  keep  the  cyst-wall  in 
contact  witli  the  parietes.  Interposed  flat  sponges  gather  up 
»ny  escaping  fluid.  The  cyst-wall  is  sometimes  so  tense  that  it 
is  not  easy  to  get  a  grip  by  the  forceps;  in  this  case,  as  much 
as  possible  is  6rst  pinched  up  by  small  forceps,  and  the  large 
forceps  are  placed  below  the  fold  thus  made.  Dermoid  cysts 
are  in  most  cases  best  emptied  by  incision. 

If,  after  emptying  the  cyst  as  completely  as  possible,  adhe- 
sions prevent  its  being  dehvered,  a  larger  T-shaped  forceps  is 
placed  on  the  opening,  so  as  to  dose  it,  and  the  important  steps 
of  separating  the  adhesions  are  begun.  For  separating  very 
soft,  fine,  and  recent  adhesions,  nothing  is  better  than  a  sponge. 
The  adherent  organ  is,  so  to  speak,  sponged  away  from  the 
tumour,  and  the  sponge  is  left  overlying  the  adhesions  it  has 
pushed  aside,  so  as  to  absorb  any  blood  that  may  ooze  from  the 
divided  minute  vessels.  Adhesions  of  lirincr  consistency  are 
dealt  with  in  various  manners.  If  comparatively  recent,  they 
may  be  carefully  peeled  off  the  tumour  with  the  fingers,  while 
forceps  are  applied  as  often  as  necessary  and  left  attached.  If 
the  adhesions  are  old,  fibrous,  and  thick,  they  are  surrounded 
by  ligatures  and  divided.  Speaking  generally,  soft  adhesions 
which  may  be  sponged  oil  arc  usually  found  on  the  parietes  or 
the  liver;  adhedons  which  may  be  peeled  off  by  the  lingers  are 
most  frequently  omental ;  and  division  between  forceps  is  in 
most  cases  required  when  bowel   is  attached  to  the  tumoiir. 
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Attachments  to  uterus  and  bladder,  if  they  exist  at  all,  are 
usual])-  intimate  and  dense,  and  their  separation  requires  care 
and  judgment. 

Wherever  it  is  possible,  forceps  are  brought  out  through  the 
wound  and  left  there  while  the  soft  tissues  are  placed  between 
the  folds  of  a  flat  sponge  or  thick  sponge-cloths.  And,  generally, 
as  the  separation  proceeds,  sponges  arc  placed  in  every  gap 
made  between  the  tumour  and  the  detached  organ.  When  the 
whole  tumour  is  delivered,  a  large  sponge  is  placed  over  the 
bowels,  to  protect  them  and  to  prevent  their  escaping. 

During  the  separation  of  adhesions  the  walls  of  any  of  the 
hollow  viscera  may  be  lorn.  Such  lacerations  must,  of  course, 
be  immediately  closed  by  suitable  sutures.  If  at  any  point  the 
connection  to  I>owet  or  bladder  is  so  intimate  that  complete 
separation  seems  fraught  with  danger  to  the  integrity  of  the 
organ,  then  the  adherent  portion  of  cyst-wall  must  bo  cut  off 
and  left  behind.  In  removing  a  very  large  suppurating,  putrid, 
and  universally  adherent  Fallopian  cyst,  I  had  to  leave  behind 
a  considerable  portion  of  the  thick  cyst-wall  in  a  matted  mass 
of  inflammation  sessile  on  the  left  iliac  vessels  and  the  sigmoid 
flexure.  After  drainage  and  daily  syringing  for  more  than  a 
month,  this  came  away  through  the  drainage  opening  as  a 
slough  which  filled  a  three-ounce  bottle.  A  fitcal  tistuU  re- 
sulted, which  spontaneously  healed.  Considerable  portions  of 
uninflamcd  and  healthy  cyst-wall  may  be  left  behind  without 
incurring  risk. 

For  the  management  of  many  abnormal  conditions  which 
arc  constantly  arising  in  bad  cases,  definite  instructions  can 
scarcely  be  given.  Such  instructions  would  be  as  endless  as  the 
complications :  they  could  never  be  exhaustive.  If  broad  guiding 
principles  are  fully  mastered,  and  the  surgeon  has  a  fciir  know- 
ledge of  the  general  surgery  of  the  abdomen,  he  may  safely  be  left 
to  manage  the  ordinary  complications  met  with  in  ovariotomy. 


TrmlmtHl  of  the  PtdiiU. — The  pedicle  has  been  subjected  to 
almost  cvcrj-  conceivable  surgical  treatment.  "  It  has  been  tied 
entire,  tied  in  sections,  been  twisted  off,  burnt  olT,  crushed  off. 
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cut  square  off,  cut  off  in  flaps,  left  inside,  left  outside,  antl  been 
made  to  sIourH  off."* 

It  has  always  seemed  to  me  that  this  qutrstio  vexata  of 
ovariotomy  ha&  been  unduly  magnified  in  importance.  To  a 
surgeon  accustomed  to  deal  with  amputated  limbs  the  pedicle 
is,  comparatively,  a  small  matter.  A  few  small  vc-ssels  to 
supply  a  pound  or  two  of  not  very  vascular  tissue,  with  slight 
fluid  pressure  and  little  foreign  material  around  them,  ought  not 
to  alarm  us.  \Vc  r.ireJy  have  a  vessel  larger  than  the  radial  to 
deal  with,  and  very  rarely  one  that  will  spout  a  stream  to  a 
distance  of  six  inches.  The  cases  are  few  indeed  where  the 
whole  of  the  vessels  may  not  be  easily  compressed  between  ihe 
fingers.  True,  the  very  facts  that  the  blood  •  pressure  in  the 
vessels  of  the  pedicle  is  low,  and  that  the  vascular  walls  are 
thin,  are  against  their  capacity  for  self-occlusion  by  the  ordinary 
pathological  process  after  deligation.     If  hsemosCasis  is  easy. 

*  Siilton,  Trjnt,  Amtr  Gyn.  Sec.  188].  vol.  vii.,  p.  119. 

From  this  source  is  derived  the  (allowing  innmctivc  historical  sumnury  of 
llw  trMUocat  of  ih«  pL-dicle  in  ovariotomy 

1809.  McDo««U  tied  wiih  single  ligature,  and  Icfl  unds  outside. 

tSio.  Chrynnar  of  WQitembcrg  tied  in  two  poriions,  leaving  ends  ont, 

tBit,  Nathan  Smith  tied  arteries  wparately  wlih  strips  cut  from  kid  glovs, 

cut  li)[aturt*  (bort,  and  dropped  in  podick. 
1837.  Stilling  of  Catael  used  ouierr.  and  suggested  stitching  pedicle  in 

wound. 
ti^A,  Handyiide  of  Edinburgh  carried  ligatures  through  Douglas's  pouch 

iato  vagina. 
184&  Slilllng  treated  pedicle  outside  peritoneal  cavity. 
iSso.  Duffin,  London,  began  Siilling's  plan  in  England. 
■8>49  Maissonncuve  of  Paris  twisted  the  entire  )>odicle, 
iSjo.  Allec  used  the  ecraseur.  and  many  followed  him. 
■8$0.  Hutdiinaon  invented  clamp. 

tSCo,  Sir  Jomet  Simption,  acupressure  ini^de  abdominal  wrell. 
i86j.  Kmberif  invented  his  serre-na;ud.  or  vnre-constrictor,  with  which 

be  grooved  the  pedicle  prior  to  ligation. 
18614.  Baker  UrowD  used  Stilling's  cautery. 
186S.  MaHlov»ky,  double-flapE,  and  eiilched  ihcra. 
1869   Mcl,«od  of  Glasgow,  torsion  between  two  pftirt  of  Strong  forcep* 
1B70.  Ecnmet.  18  mmb  treated  with  silver  wire. 

fiillroih  catches  pedicle  between  two  forceps,  ligatures,  and  divides 

with  lhcimo.caulcr7. 
Nuubsura  tica  pedicle  in  MCiiou  with  catgot  and  drops  in. 
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it  musi  be  thorough  and  all-embracing.  But  it  need  not  be 
overdone. 

At  present  we  arc  practically  left  to  choose  between  two 
methods  of  eecutiog  the  pedicle,  both  almost  [>erfect — the 
ligature,  complete  and  intra -peritoneal;  and  the  clamp  and 
cauler)'.  It  i»  almost  certain  that  extra-peritoneal  treatment 
by  the  clamp  Is  now  permanently 
abt^sbed,  and  I  shall  not  describe 
it.  With  scarcely  an  exception,  there 
is  no  sort  of  pedicle  which  can  be 
clamped  that  may  not  be  tied ;  and 
almost  any  form  of  deligation  -is  as 
good  as  any  method  of  clamping. 

In  the  hands  of  Keith,  the  method 
of  (imtery  and  clamp  has  reached  per- 
fection as  nearly  as  any  surgical  pro- 
cedure can.  The  minute  accuracy  of 
his  manipulation,  leaving  a  thin,  grey, 
translucent  band  of  an»mic  but  still 
living  tissue,  few  surgeons  can  hope  to 
equal,  and  certainly  none  to  excel ; 
and,  in  the  face  of  the  undoubted 
safety  of  the  more  easy  and  rapid 
ligation,  I  doubt  if  many  surgeons 
will  seek  to  imitate  him. 

The  clamp  which  Keith  uses  is 
essentially  that  introduced  by  Baker 
Brown  in  1864,  (Fig.  aj.)  Two  fiat 
steel    bars,    each    provided    with    a 

powerful  handle,  are  joined  at  their  distal  ends  by  a  strong 
hinge;  on  their  under  surface  are  two  thick  ivory  plates, 
which  extend  a  little  way  beyond  the  metal  and  act  as  non- 
conductors.  On  the  left  blade  is  fitted  an  upright  guard, 
against  whicli  the  cautery  may  be  pressed,  so  as  to  prevent 
slipping.  The  cautery  irons  are  very  large,  so  that  they  retain 
their  heal   for  a   long  time,  and   they  are  variously  sliaped 


Fig.  33. 

Ktilh-i  Ctntny  CUmf. 
Oni-lkiri  trie. 
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(Fi^.  24  &  2$)  to  suit  the  nature  of  the  work.  A  hatchet-shaped 
cautery  may  be  used  for  cutting  through  the  pedicle,  pressing 
it  into  the  angle  formed  between  the  guard  and  the  clamp. 
Disc-shaped  cauteries  are  used  for  smoothing  down  and  finally 
coagulating  the  seared  edge.  The  cau- 
teries, of  which  there  should  be  two  or 
three  at  hand  and  ready  for  use,  are 
heated  in  an  ordinary  coal  fire. 

In  using  the  cautery- clamp,  the  ped- 
icle is  laid  out  at  a  convenient  distance 
from  the  tumour  between  the  blades. 
The  tissues  in  the  pedicle  are  left  un- 
disturbed as  far  as  possible;  compression 
is  put  upon  them  in  the  position  which 
they  naturally  assume,  and  there  is  thus 
no  tendency  for  the  pedicle  to  untwist. 
Tlie  blades  are  lightened  up  by  the  screw 
as  firmly  as  possible.  Then  ihe  tumour 
is  cut  off  with  scissors  about  half  an 
inch  from  the  clamp.  Before  applying 
the  cautery  to  the  pedicle,  wet  cloths  are 
laid  around  the  clamp  under  the  ivoiy, 
so  as  to  prevent  over -heating  of  the 
neighbouring  tissues. 

The  cauteries  used  must  be  as  hot  as 
possible.  They  are  rubbed  up  and  down 
the  blades  of  the  cbimp  against  the  up- 
right guard,  till  the  line  of  compressed 
pedicle  lying  between  the  steel  blades 
is  perfectly  smooth  and  level.  No  black 
charred  tissue  is  left  behind  to  slough; 
when  efficiently  dealt  with,  the  stump 


Fic.  34.       Fig.  25. 


MiOd.    0«JJl.ri  iiu.        terramates  in  a  thm  grey  raargm  of 
dry  semi-translucent  tissue,   not   un- 
like cartilage  in  appearance  and  consistence.      The  clamp  is 
removed    with    circumspection,    catch    forceps    being    placed 
at  each  side  of  the  pedicle,  to  prevent  its  slipping  into  the 
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abdomen.  Sometimes  a  seared  vessel  sticks  to  the  blades  of 
the  damp,  and  may  be  torn  through  if  the  blades  are  roughly 
removed. 


Fig.  a6. 

Tttit's  SttffniAht  Kmvl. 


The  sUk  ligature  is  now  almost  imiversally  used  for  seciiring 
the  pedicle.  There  is  no  objection  to  catgut,  beyond  the  extra 
trouble  necessary  in  preparing  it ;  I  have  used  it  successfully  in 
more  than  twenty  cases,  but  have  now  given  it  up  for  silk. 
And,  as  far  as  written  records  may  be  trusted,  no  special  virtue 
resides  in  'any  form  of  silk,  provided  it  be  strong  and  pure. 
Chinese  twist,  of  thickness  varying  according  to  the  size  and 
vascularity  of  the  pedicle,  is  most  generally  used.  It  is  first 
scalded  in  boiling  water,  and  then 
soaked  in  antiseptic  lotion.  There 
are  many  methods  of  tying  the  liga- 
ture ;  no  method,  in  my  opinion,  is 
superior  to  Lawson  Tail's  Stafford- 
shire knot.      (Fig.   36.) 

"An  ordinary  handled  needle,  armed 
with  a  long  piece  of  the  silk  required, 
is  passed  through  the  pedicle  and  then 
withdrawn,  so  as  to  leave  a  loop  on  the  distal  side.  This  loop 
is  then  drawn  over  the  ovary  or  tumour,  and  one  of  the  free  ends 
drawn  thiougli  it,  so  that  one  end  is  above,  while  the  other  is 
under,  the  retracted  loop.  Both  ends  being  seized  in  the  hand, 
they  are  drawn  through  the  pedicle,  against  which  the  thumb 
and  forefinger  of  the  left  hand  are  pressed,  as  a  fulcrum,  till 
complete  constriction  is  made.  A  simple  hitch  is  then  made, 
as  in  the  drawing,  and  tightened;  and  that  is  followed  by 
another,  as  in  ordinary  ligature-tying.  There  is  another  and 
more  complicated  way  of  making  the  knot,  by  passing  each  end 
of  the  thread  round  the  corresponding  half  of  the  pedicle,  and 
crossing  them  within  the  loop  in  front,  which  iseciuallyeflective, 
And  which  may  be  used  in  cases  of  large  solid  tumours.  But 
the  former  is  by  far  the  more  elegant  and  rapid  method." 

The  advantages  which  Tail  justly  claims  for  his  knot  are, 
that  "while  it  tics  the  pedicle  in  two  halves,  these  halves  are 


^^^^^^^^Hr              LIGATURE  OP  PEDICLE.                               1S9         1 

^H         compressed  really  into  one  surface;  tile  two  halves  are  equally          1 

^H        well  compressed ;  and  from  the  mechanical  arrangement  of  the        J 

^^       knot,  very  great  constricting 

Force  can  be  employed."                     ^^M 

The   Staffordshire  knot  is,  as 

^^H         j^*^    ^*S. 

every    ligature    applied    to    the 

^^^P         1            f    K           1 

pedicle  should  be,  an  interlock- 

^^^           \        JP       \y    ^ 

ing  one.    Ligatures  should  never 

^^^H                                             ^b*      V                        ^H   f^ 

he  applied  to  the  pedicle  in  sec- 
tions  so  as    to   split    it-      Such 

^H      (        Yg         fI       ~^ 

^^1                               R  %                fft 

^H                     ^^"^to^Nb. 

splitting    extends    downwards 

^B                    «W»*^                                    ^"^IBB, 

some  way  below  the  site  of  deli- 

^H                       Fee.  37. 

gallon,  and  may  pass  through  a 

thin -walled   vessel   which   may 
bleed     very    freely.        In     some          ' 

^^^^     7>^  ImlnUKkimg  Ligtliat.     Tit 

cases  of   thick   or   broad    ped-           J 

^^H                              V^Mfflttu^ 

icle,  double  deligation  by  the         1 

^^^H      ^^t  T^^***"*  \^^^ 

Staffordshire  knot  may  not  seem   ^^1 

^^^V         yi-^^~-  ^ 

suRicient;  then  ligation  in  three  ^ 
or   four   portions    may   be   ad- 
visable.     In    such  a  case  the 

^H       C           *           f         ^ 

^^K          n~   ^ 

^^^B            IMIII^I^^iiii^^^t^aa^^. 

threads  must  be  interlocked  so 

^^^P 

that  the  pedicle,  while  it  is  tied 

^H            7H/h  ^nJrrliicAtiif  /.tfiifan.      Thi 

in  sections,  is  still  compressed 

^^^^K             lliTtaii  mltrhfknl  tttdy 

as  a  whole    towards  its  centre. 

^^^^^^                 />r 

and    splitting    is   thus  rendered 

impossible.     The  accompanying 

^^^^^    J^^^ 

diagrams  (Figs.  27,  28,  39)  show 

■       ^'^tY\ 

how  this  may  easily  and  rapidly 

m_  \JL  X_^ 

be  done,  when  we  desire  to  make 

^^^_           ^<mi^^tn,ay'*<*iMay 

deligation  in  three  portions.     A 

^^^^V                      Fig.  39. 

piece   of   silk    long    enough    to 

^H             Trf^  IitftrlNlliKg  Lig^lurr  TiiJ. 

form  three  ligatures  is  threaded 

in  the  bhint  pedicle  needle.    The 

^H        Deedle  is  passed,  at  about  a  distance  of  one-third  of  the  breadth          | 

^H        o(  the  pedicle  from  one  of 

its  margins,  through  an  area  in         1 

^H        which  tlierc  are  no  vessels. 

or  &om  which  the  vessels  have         1 

^H        been  pushed  aside ;  the  siUc 

is  caught  in  a  loop  over  a  finger  of         1 
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the  left  hand,  and  tlie  needle  withdrawn  stiJl  threaded.  It  is 
re- inserted  midway  between  the  point  of  insertion  and  the 
other  margin,  the  loop  is  caught  tip  on  another  finger,  the  needle ; 
is  withdrawn  unthreaded  and  laid  aside.  The  pedicle  is  now 
ttanslixed  by  a  continuous  ligature,  which  has  two  loops  show- 
ing on  one  side,  and  one  loop  and  two  free  ends  on  the  other 
side.  (Fig,  37.)  The  two  free  ends  arc  now  passed  under  the 
loop  lying  00  their  own  side.  (Fig.  a8.)  The  two  loops  on  the 
other  side,  still  held  on  the  fingers,  are  now  divided  by  scissors, 
and  the  ends  of  the  middle  ligatures  surrounding  the  middle  of 
the  pedicle,  and  including  the  ligatures  which  svirTound  the  two 
sides  of  the  pedicle,  are  tied  as  tightly  as  possible.  The  lateral 
ligatures  are  then  tied  one  after  the  other.  Thus  a  complete 
interlocking  ligature  holds  the  pedicle.  (Fig.  39.)  The  same 
process  may  be  carried  out  with  four  or  five,  or  indeed  any 
number  of  ligatures. 

It  is  always  wise  to  use  a  blunt  needle  for  transfixing  the 
pedicle,  as  there  is  often  some  risk  of  wounding  vessels.  I  usa 
an  aneurism  needle  for  this  purpose.  A  finely-pointed  forcepSi 
like  a  Lister's  sinus  forceps,  is  an  excellent  instrument  for  this 
purpose;  the  thread  is  caught  between  the  blades  and  pulled 
backwards  through  the  opening.  If  the  |>edicle  is  very  bulky,  it 
may  be  advisable  to  squeeze  it  in  a  temporary  clamp,  or 
between  the  blades  of  powerful  compressing  forceps  at  the  site 
of  deligation,  before  tying  the  thread.  Bantock  in  particular 
uses  this  method,  employing  two  powerful  Wells's  forceps,  bent 
at  an  angle,  for  the  purpose.  The  needle  transfixes  the  ped- 
icle near  the  tips  of  the  blades,  and  the  ligatures  are  tightened 
while  the  forceps  are  being  removed.  Such  compression  drives 
the  fluid  out  of  the  tissues  at  the  point  where  the  ligature  lies,  and 
prevents  their  slipping  away  from  under  the  encircling  thread. 
In  thick  oedemaious  pedicles  this  plan  is  valuable,  and  should 
be  always  adopted :  for  ofdioary  pedicles,  experience  has  abun- 
dantly sliown  that  it  is  at  least  not  essential.  It  is  possible  to 
overdo  crusliing  of  the  pedicle ;  there  is  undoubtedly  some 
theoretical  force  in  the  reasoning  of  Thornton  and  Doran,  that 
over-compression  is  Ukely  to  lead   to  sloughing.     But,  as  8 
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matter  of  fact,  it  would  appear  that  no  positive. harm  arises 
from  the  almost  universal  practice  of  pulling  the  ligatures  as 
lightly  as  possible.  It  will  always  be  found  that  in  fleshy  or 
ocdcmatous  pedicles  the  ligature  may  bo  drawn  more  tightly 
after  the  tumour  is  cut  away.  While  the  first  hitch  is  being 
drawn  tight  the  pedicle  h  cut  through  about  half  an  inch 
above  the  ligature  by  successive  snips  of  the  scissors  cutting 
from  periphery  to  centre;  the  tissues  at  once  become  softer,  and 
the  thread  may  be  drawn  in  more  tightly.  But  this  is  rarely 
nftcessary.  With  Tait's  knot,  very  ordinary  force  will  be  amply 
sufficient  to  render  h^mostasis  complete  and  permanent. 

Experienced  operators  use  other  modes  of  securing  the 
pedicle  by  ligature.  But  for  simplicity  and  efficiency,  no 
methods  are  superior  to  those  described. 

A  single  thickness  of  silk,  placed  by  transfixion  as  described, 
and  secured  by  a  true  reef-knot,  will  suffice  for  the  great 
majority  of  pedicles.  Extra  ligatures,  to  provide  against  the 
chance  of  hemorrhage,  import  a  new  danger  in  the  risk  of 
their  not  becoming  absorbed  or  encapsuled.  The  thinnest  silk 
compatible  with  safety,  the  smallest  knot,  and  the  least  possible 
handling  of  the  pedicle,  is  the  most  perfect  surgery. 

The  pedicle,  secured  and  divided,  is  dropped  into  the  cavity 
and,  in  most  cases,  need  not  be  again  looked  at.  If  there  is  any 
doubt  as  to  its  being  properly  secured,  a  catch  forceps  may  be 
attached  to  the  stump,  whereby  it  may  be  drawn  to  the  surface 
and  inspected  before  finally  closing  the  wound.  The  sponges, 
however,  which  are  subsequently  carried  into  Douglas's  pouch 
will  scarcely  fail  to  show  if  there  is  bleeding  from  the  pedicle. 
At  thi.s  stage  the  alternate  ovary  should  be  inspected.  If  it  is 
diseased,  it  should  be  removed. 


CJemisiug  ths  Periiotuat  Cavity. — One  of  the  most  important 
stepB  in  tlie  operation  is  the  complete  remov.il  of  aII  foreign 
material  from  the  cavity — the  "toilet  of  the  peritoneum,"  as 
it  has  well  been  called.  McDowell  himself  partially  anticipated 
this  proceeding:  but  to  Keith  we  are  indebted  for  fully  demon- 
strating its  extreme  value.     The  modes  of  carrying  out  this 
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proceeding  are  the  same  for  all  abdominiil  operations,  and  need 
not  a|;ain  be  fully  described.  (Sec  p.  76.)  With  a  suitablo 
Gponge-holding  forceps,  sponges  arc  successively  carried  into 
Douglas's  pouch  and  into  the  hollows  of  the  loins;  and  they 
are  re-introduced  till  they  return  dry.  If  glutinous  or  semi- 
solid foreign  matter  is  present,  Tait's  excellent  plan  of  washing 
out  the  abdomen  by  warm  fluid  should  be  adopted.  If  there  is 
no  special  apparatus,  the  rubber  tubing  of  the  trocar,  to  act  as 
an  irrigating  tube,  and  a  basin  or  ewer  to  hold  two  or  three 
quarts  of  fluid,  will  suffice.  The  wound  is  kept  as  dose  as 
possible  with  one  hand,  while  the  fingers  of  the  other  are 
moved  about  among  the  intestines,  washing  and  cleansing  them 
thoroughly.  The  process  is  continued  ttU  the  fluid  returns 
clear.  Dry  si>ouges  are  then  placed  in  the  pelvis  and  in  ttie 
loins,  to  be  removed  after  the  sutures  have  been  inserted,  but 
before  they  have  been  tied.  la  many  cases  the  Suid  may  be 
poured  in  from  a  jug. 

It  is  impossible  to  insist  too  strongly  on  the  importance  of 
Tcmoving  all  foreign  matter  from  the  peritoneal  cavity.  But 
a  judicious  balance  between  efhciency  and  excess  must  be 
observed  here,  as  well  as  everywhere  else.  Too  much  sponging 
may  irritate  the  peritoneum  ;  one  may  go  on  for  a  considerable 
period  squeezing  out  a  few  drops  of  fluid  from  the  sponges, 
which  contain  nothing  more  than  peritoneal  secretion  thrown 
out  from  irritation.  And  if  the  patient  is  seriously  collapsed 
from  a  prolonged  operation,  it  may  be  wise,  in  balancing  possi* 
ble  evils,  to  curtail  the  cleansing  of  the  peritoneum,  and  cither, 
run  the  subsequent  risks  or  drain. 


Draiiutgt. — The  question  of  drainage  is  a  very  difficult  one  to 
speak  about  in  theory.  la  practice,  a  good  rule  to  follow  is, 
"When  in  doubt,  drain."  If  little  or  no  fluid  comes  away 
through  the  tube,  it  may  be  removed  in  twenty-four  hours,  and 
DO  harm  is  done.  If  fluid  does  come  away,  we  have  the  satisfac> 
tion  of  seeing  tltat  a  danger  has  been  avoided.  Fewer  cases 
have  died  from  drainage  than  from  the  want  of  it. 

In  cases  with  deep  pelvic  adlieslons,  the  bleeding  from  whicli 
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it  may  be  impossible  to  see  or  effectually  to  control,  drainage 
is  Epccially  indicated.  Where  a  raw  surface  has  been  left  be- 
hind—on bladder,  pelvis,  or  parieies — we  may  expect  subsequent 
sero - RKnguiiiolenl  oozing,  and  wc  drain  iT  wc  expect  the 
amount  to  be  considerable.  In  any  case  where  putrid  fluid  bad 
escaped  into  the  cavity  wc  should  be  careful  to  drain.  If, 
generally,  wc  apprehend  an  excessive  secretion  of  fluid,  or  if  we 
■re  in  doubt  as  to  tlie  peritoneum  being  thoroughly  cleansed, 
drainage  ought  to  be  adopted. 

Keith's  glass  tubes  are  the  best  for  use  after  ovariotomy. 
The  tube  must  not  be  too  long  or  too  short.  The  end  of  it 
sliould  touch  the  bottom  of  Douglas's  poucli,  without  pressing 
upon  the  rcclum ;  while  the  collar  rests  upon  the  edges  of  the 
wound,  at  its  lower  extremity.  Pressure  must  not  be  put  on  the 
tube  by  dressing;  or  binder.  The  end  of  it  is  passed  through  a 
button-hole  opening  in  a  sheet  of  rubber ;  over  the  end  is 
placed  an  absorbent  dressing;  and  in  the  tube  is  placed  a 
twisted  roll  of  gauze,  to  exhaust  fluid  by  capillary  action.  If 
capillary  action  and  intra-abdominal  pressure  do  not  remove  the 
fluid  from  the  abdomen,  then  a  suction  apparatuSi  such  as  Tail's 
Fig.  14),  must  be  used  at  frequent  intervals. 


Suturing  tht  Wound,  Drtsting. — Little  need  he  added  to  the 
general  remarks  already  made  on  these  points  (p.  Sz).  At  the 
lower  extremity  of  the  wound,  the  first  suture  is  placed  very  care- 
fnlly.so  as  to  close  completely  the  opened  connective  tissue  spacesi 
and  the  peritoneum  is  here  brought  together  with  special  accu- 
racy. The  needle  is  inserted  about  two  lines  from  the  edge  of 
the  wound,  and  carried  straight  through  all  the  layers  in  Ihe 
parietcs ;  the  peritoneum  usually  requires  adjustment,  so  that  it 
is  pierced  in  a  corresponding  position.  When  the  sutures  have 
been  inserted,  and  the  underlying  sponge  removed,  the  wound  is 
finally  sponged  free  of  all  blood,  while  it  is  pulled  outwards 
by  Ihe  sutures  gathered  together  in  the  hand.  The  sutures  arc 
accurately  tied  and  their  ends  cut  off. 

For  dressing,  carliolised  gauze  or  boracic  lint  cut  into  squares 
and  secured  by  strapping  ts  as  good  as  any.     As  we  expect  very 
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little  di&charge  from  the  wound,  and  no  suKseqtient  dressing  is 
required,  the  full  Listerian  dressing  with  macintosh  and  gauze 
bandages  is  unnecessary'.  Tlic  advantages  claimed  for  strapping 
over  the  whole  lowct  abdomen,  fixing  its  walls  as  in  a  splint) 
aod  preventing  passive  gaseous  distension,  need  not  be  re- 
capitulated. I  have  practically  given  up  the  binder,  as  I  twiieve 
it  causes  more  annoyance,  from  getting  into  folds  under  the 
patient's  back,  than  the  little  good  it  docs  is  worth.  Putting  on 
the  binder,  as  the  completion  of  every  fonn  of  surgical  inter- 
ference with  the  abdomen,  is  a  time-honoured  observance;  it  is 
difficult  to  i>ay  how  much  more  it  is. 


ACCIDENTS   OUKINC  THS  OPBKATION. 

Mishaps  may  occur  during  the  most  simple  ovariotomies ; 
they  are  especially  frequent  in  difficult  cases.  It  behoves  the 
surgeon  to  be  able,  promptly  and  efficiently,  to  deal  with  these; 
Cor  such  accidents,  unattended  to,  may  involve  consequences 
Ear  more  serious  than  the  operation  itself. 

Vomiting  and  retching  during  operation  is  a  disagreeable 
complication.  The  straining,  which  is  sometimes  quite  violent, 
tends  to  force  the  intestines  out  of  the  wound.  While  the  cyst 
is  being  emptied,  merely  dragging  it  forwards,  so  as  to  keep 
it  in  close  contact  with  the  abdominal  wall,  will  probably 
suffice  to  keep  back  the  bowels.  As  the  cyst  collapses,  tts 
place  may  be  taken  by  large  sponges  packed  around  the  ab- 
dominal opening.  Sometimes  it  will  be  necessary  to  cease 
operating,  and  temporarily  to  close  the  wound  by  hooking 
the  forefinger  under  the  upper  extremity  of  the  abdominal 
opening  and  squeezing  the  walls  together  between  the  thumb 
and  lingen.  The  force  of  the  contracting  abdominal  muscles 
is  sometimes  enormous,  and  requires  considerable  exertion  to 
oppose  it. 

Striping  the  Paritial  Peritonaim  is  an  accident  likely  to  occur 
oaly  with  inexperienced  operators.  In  thin  subjects  the  peri- 
toneum may  be  peculiarly  well  defined,  while  it  is  loosely 
attached  to  the  abdominal  wall;  and  if,  in  addition  to  these: 
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pccutiaritibs,  it  is  adherent  to  the  underlying  cyst,  it  may  be 
peeled  off  the  parietes  to  a  considerable  extent  before  the  error 
is  discovered.  In  such  a  case  it  is  better  to  cut  the  peeled 
Hap  clean  away,  than  to  leave  it  to  run  the  risk  of  becoming 
gangrenous. 

Teantig  of  the  Cyst-wall  and  escape  of  the  cyst-contents  into 
the  cavity  is  not  a  serious  accident,  unless  the  contents  are 
putrid.  A  large  tear  at  the  site  of  puncture  is  best  managed  by 
grasping  the  edges  of  it  with  forceps  and  pulling  the  opening 
out  of  the  wound.  A  laceration  elsewhere  is  either  closed  by 
forcc]»,  or,  if  large,  is  surrounded  by  flat  sponges.  Bleeding 
from  such  tears  is  sometimes  profuse,  and  must  be  treated  by 
immediately  delivering  the  tumour  and  securing  its  pedicle. 

Injuries  to  tki  Hdloti'  Viscera  are  likely  to  occur  only  when 
there  are  dense,  strong  adhesions  between  them  and  the  cyst- 
wall.  Thewallsof  anypart  of  the  intestine  may  be  torn  through; 
such  3  tear  must  be  stitched  up  before  doing  anything  else. 
Removal  of  a  considerable  portion  of  mesentery,  incurnng  a  risk 
of  gangrene  of  the  intestine,  raises  the  question  of  resection. 
I  have  had  to  remove  the  vermiform  appendix,  for  injuries  done 
to  It  during  operation.  Rupture  of  the  bladder,  if  properly  treated 
by  accurate  suturing,  is  not  so  dangerous  an  accident  as  might 
be  supposed.  1  have  wounded  the  bladder  somuwhat  exten- 
sively on  two  occasions,  once  followed  by  free  escape  of  urine ; 
in  neither  case  did  any  harm  result.  If  the  gall-bladder  is 
niptured,  we  may,  according  to  the  extent  of  the  injury,  either 
remove  the  whole  viscus  or  establish  a  fistula:  to  stitch  up  the 
laceration  is  not  always  safe.  Rupture  or  division  of  the  ureter 
is  a  serious  accident.  The  ureter  has  been  included  in  a  bgature 
more  than  once.  Only  once  [Nussbaum's  case)  after  sucb  injury 
to  the  ureter  has  jiermeabiUty  been  restored ;  if  the  patient  does 
not  die,  a  fistula  remains,  which  can  be  cured  only  after  removal 
of  the  kidney.  If  the  patient  is  fairly  strong  and  the  ovari- 
otomy is  not  a  severe  operation,  perhaps  the  best  treatment  of 
complete  division  of  the  ureter  is  to  remove  the  kidney.  If 
suturing  the  division  is  out  of  the  question,  and  it  docs  not  seem 
wise  to  attempt  nephrectomy,  the  next  best  plan  is  probably  to 
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bring  the  end  of  the  ureter  out  of  tlie  wound,  and  wait  for  the 
recovery  of  the  patient  before  taking  any  further  steps.  Simon's 
first  nephrectomy  was  performed  for  a  fistula  of  the  ureter  made 
during  an  ovariotomy. 

lujnrui  to  tkt  Solid  Visum — liver,  spleen,  or  kidney — are  not 
common.  If  bleeding  continues  after  sponge- p.ickjrg,  the  raw 
nifacc  must  be  mopped  with  iodine  or  perchloridc  of  iron 
solution.  A  serious  injury  to  the  kidney  involves  risk  of  urinary 
extravasation,  and  the  best  treatment  may  be  nephrectomy. 

Fortign  Bedits — instrument!!  or  sponges — may  be  left  in  the 
abdominal  cavity.  The  best  preventive  is  the  use  of  a  definite 
number  of  each  sort  of  material,  and  counting  after  operation. 
The  counting  of  the  instruments  would  seem  to  be  a  simple 
enough  proceeding  ;  yet  it  is  a  fact  that  no  one  but  the  operator 
himself  can  be  made  to  recognise  the  vital  importance  of  being 
absolutely  exact  in  this  duty.  Time  after  time  have  sJcilled 
assistants  and  nurses  been  found  at  fault ;  and  this  petty  duty, 
tike  ever)-  other  one,  is  almost  forced  upon  the  operator.  It  is  a 
good  plan  to  make  tlic  assistant  count  the  items  aloud  !n  the 
hearing  of  the  operator;  and  if  the  surgeon  has  secretly 
abstracted  one  or  other  of  the  instruments,  it  will  add  to  the 
security.  A  foreign  body  must  of  course  be  removed  as  soon  as 
it  is  certain  that  it  is  left  behind. 


BNCAPSULED  OVARIAK   CYSTS. 

Doran  has  given  this  name  to  ovarian  cysts  which  grow 
between  the  layers  of  the  broad  ligament  and  carry  it,  along 
with  the  pelvic  peritoneum,  upwards  into  the  abdominal  cavity. 
The  capsule  on  exposure  is  of  a  pale  red  colour,  contrasting  with 
the  glistening  white  appearance  of  the  underlying  cyst-wall. 

The  cyst  is  lapped  and  delivered  in  the  ordinary  way. 
Should  the  capsule  completely  envelop  the  cyst,  and  show  a 
marked  constriction  l>etween  the  uterus  and  the  tumour,  the 
whole  of  it  may  be  removed  with  the  tumour,  and  the  constriction 
treated  as  an  ordinary  pedicle.  More  commonly,  however,  the 
tumour  is  not  completely  encapsulcd ;   it  lias  burrowed  down- 
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wards  iaio  the  pelvic  fascia,  and  the  broad  ligament  and  pelvic 
peritoneum  may  be  but  slightly  disturbed  from  their  connection 
with  important  organs.  Then  the  tumour  must  be  slielled  out 
from  the  capsule ;  and  the  capsule  must,  in  whole  or  in  part, 
be  left  behind.  Whilst  the  collapsed  cyst  is  being  dragged  up- 
wards by  the  assistant,  the  operator  peels  off  the  capsule  by 
sponging  and  tearing,  placing  forceps  on  bleeding  points,  till  the 
true  pedicle,  which  is  represented  by  a  few  large  vessels  at  the 
bottom  of  the  tumour,  is  reached.  The  vessels  are  tied  and  the 
tumour  is  cut  away. 

The  empty  capsule,  if  it  can  be  drawn  together  at  the  base, 
and  has  no  important  outlying  connections,  may  be  cut  com- 
pletely away  after  deligation.  If  it  lies  very  deep,  or  has  a 
broad  base,  or  is  intimately  connected  with  important  structures, 
it  may  be  necessary  to  leave  the  whole  or  a  portion  of  it  behind. 
(f  the  cavity  left  after  removing  a  portion  of  the  sac  is  small, 
and  there  is  no  oo/.ing,  llie  edges  may  be  drawn  together  by  a 
continuous  suture  and  the  abdominal  cavity  closed  over  it. 
Usually,  however,  there  is  some  oozing,  and  then  it  is  wise  to 
stitch  the  edges  of  the  capsule,  gathered  together  by  a  purse- 
string  suture,  to  the  bottom  of  the  parietal  wound  and  insert 
a  drainage  tube. 


TREATMENT  APTBR   OVABIOTOMV. 

One  of  the  first  lessons  that  experience  teaches  in  ova- 
riotomy is  the  futility  of  all  fussy  regulations  as  to  feeding, 
medicines,  cathctcrism,  posture,  and  such  like.  It  is  wise, 
for  the  first  twenty-four  hours,  to  give  nothing  but  small 
quantities  of  hot  water,  or  hot  toast-water.  In  the  next 
twenty-four  hours,  a  little  oatmeal  gnicl,  or  Brand's  essence 
of  meat,  or  similar  preparation,  may  be  given  with  tlie 
water.  Thereafter,  if  the  case  is  doing  well,  the  patient  may 
have  almost  what  she  asks  for.  Milk  as  food  is  to  be  avoided ; 
sucking  ice  for  thirst  usually  results  in  accumulation  of  Huid  in 
the  stomach,  which  is  rejected.  Thirst  is  usually  considerable 
afier  these  operations :  the  best  way  to  allay  it  is  to  administer 
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a  pint  of  tepid  water  by  the  rectum.  Often,  sfler  such  an  enema, 
not  only  is  the  thirst  relieved,  but  the  patient  breaks  into  a 
gentle  perspiration  and  falls  off  into  a  refreshing  sleep.  The  best 
Ibods,  from  the  third  day  to  the  fifth  or  sixth,  arc:  arrowroot, 
sago,  oatmeal  gruel,  ordinary  beef-tea,  and  such  like.  A  cup  of 
tea  with  thin  bread  and  butter  is  often  much  appreciated.  At 
the  end  of  a  week  the  patient  may  have  ordinary  diet. 

All  medicines  arc,  if  possible,  to  be  avoided,  particularly 
opium.  Pain  I  believe  to  be  not  so  strong  an  indication  for 
opium  as  restlessness.  Sickness  and  tympanites  are  predisposed 
to.  if  not  often  caused,  by  opium.  One  expects,  after  the  first 
<k)5c  has  been  administered,  to  sec  the  patient  wake  up  in  the 
morning  with  a  dry  tongue,  increased  thirst,  and  some  feeling  of 
nausea,  which  during  the  day  do  not  pass  oS,  but  culminate  in 
restlessness  at  night,  requiring  the  administration  of  a  second 
dose.  Wc  rarely  sec  a  case  treated  throughout  with  a  perfectly 
flat  or  retracted  abdomen  if  opium  has  been  administered.  When 
the  patient  tosses  about  in  bed,  fidgety  and  restless,  without 
any  particular  symptoms  beyond  those  incident  to  a  serious 
operation,  opium  is  undoubtedly  of  great  value.  Many  surgeons 
administer  the  opium  by  the  rectum,  and  leave  its  adminis- 
tration to  the  discretion  of  the  nurse:  I  believe  that  a 
hypodermic  injection  of  morphia,  administered  by  the  surgeon 
himself,  is  a  more  satisfactory  and  eiEcienl  method. 

Of  otlier  medicines,  all  that  need  to  be  kept  in  readiness  arc, 
a  saline  purge — a  Scidlitz  powder  is  as  good  as  any-^and  tur- 
pentine for  giving  in  enemas.  Of  all  the  cffeciB  of  therapeutics, 
none  is  perhaps  more  striking  than  that  following  the  exhibition 
of  a  saline  purge,  supplemented,  if  necessary,  by  a  turpentine 
enema,  in  abdominal  distension,  on  the  third  or  fourth  day  after 
ovariotomy.  Such  distension  is  usually  taken  as  indicating 
peritonitis,  and  so,  no  doubt,  it  frequently  is;  but  this  is  no 
contra-indication— rather  the  tcvcisc.  For  moderate  degrees  of 
flatulence,  wearing  the  rectum-tube  is  usually  quite  sufficient; 
in  greater  amount,  the  flatus  may  be  removed  by  a  hot-water 
enema,  with  or  without  turpentine;  when  the  abdominal  walls  be* 
gin  to  become  bravrny,  these  means  ought  to  be  supplemented  by 
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s  purge.  Opiiim,  except  in  the  special  circumstances  mentioned 
and  in  others  to  be  noted,  is  in  such  conditions  to  be  avoided. 

The  urine  need  not  be  drawn  off  till  the  patient  asks  to  be 
relieved,  and  this  may  not  be  for  twelve  hours  or  even  longer. 
The  secretion  of  urine,  in  these  cases,  is  at  first  scanty;  from 
fifteen  to  twenty  ounces  in  the  first  twenty-four  hours  is  about 
the  average  amount.  The  full  amount  is  not  usually  secreted 
till  five  or  six  days  have  passed.  Catheterism  twice  on  the  first 
day,  and  three  times  on  the  second,  will  usually  be  all  that 
is  required :  thereafter  the  patient  will  probably  be  able  to  pass 
water  herself.  To  ensure  absolute  cleanliness  of  the  catheter, 
and  avoid  the  Tisk»  of  vesical  catarrh,  it  is  wise  to  give  the  nurse 
a  new  instrument  when  the  one  in  use  has  been  passed  six  times. 

From  the  beginning  the  patient  may  be  permitted  to  lie  in 
whatever  position  is  most  comfortable,  the  nurse  moving  her. 
If  the  abdomen  is  supported  by  strapping,  this  change  of  position 
involves  no  risk.  I  have  often  seen  a  patient,  wakeful  in  the 
supine  position,  drop  off  to  sleep  at  once  when  turned  on  the 
side.  Raising  the  limbs  on  pillows,  elevating  the  head  and 
shoulders,  and  numerous  little  attentions  of  this  sort,  which  an 
intelligent  and  conscientious  nurse  will  observe,  all  add  to  the 
patient's  comfort.  The  advantages  of  two  beds,  one  for  the  day 
and  one  for  the  night,  are  self-evident. 

The  condition  of  the  wound  may  be  absolutely  ignored  till 
the  seventh  or  eighth  day,  when,  for  the  first  time,  the  dressings 
are  removed  and  the  stitches  taken  out.  Almost  without  excep- 
tion the  wound  will  be  found  perfectly  healed.  Stitch -abscesses 
ought  never  to  occur.  They  arc  caused  either  by  filthy  sutures, 
or  by  tying  them  too  tightly.  When  the  stitches  have  been 
removed,  a  piece  of  dry  boracic  lint  or  absorbent  wool  is  placed 
on  the  wound,  and  the  abdomen  is  strapped  up  again.  It  is 
wise  not  to  let  the  patient  get  up  within  the  fortnight,  however 
much  she  may  desire  it. 


Such  is  the  ordinary  treatment  of  a  simple,  straightforward 
case  of  ovariotomy;  and  the  Urge  majority  ol  cases  proceed 
in  this  satisfactory  manner.     In  skilled  hands,  the  average  case 
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goes  OD,  almost  as  a  matter  of  course,  in  an  uneventful  inftiiner ; 
only  difficult  and  severe  cases  are  expected  to  be  followed  by 
serious  illness.  We  often  see  cases  recorded  as  severe  which 
recover  "without  a  bad  symptom."  Every  genuinely  severe 
operation  must  be  followed  by  grave  symptoms ;  and  it  is  in  the 
saving  of  such  cases  after  operation,  almost  as  much  as  by  skill 
in  the  operation  itself,  that  the  greatest  triumphs  in  abdominal 
surgery  are  secured. 

The  first  danger  to  be  surmounted  is  shock  and  collapse. 
This  is  coml>atcd  on  ordinary  principles  by  hot-water  bottles, 
warm  blankets,  elevating  the  limbs,  stimulating  enemas,  and,  if 
necessary,  by  bypodormic  injections  of  ether  or  brandy.  In  such 
cases  feeding  by  the  mouth  is  out  of  the  cjuestion.  In  every  bad 
case  rectal  feeding  and  stimulation  should  be  begun  almost  from 
the  moment  the  operation  is  concluded.  Nutritive  enemas  with 
brandy,  graduated  according  to  necessity,  administered  every 
few  hours  for  the  first  forty-eight  hours  or  so,  will  tide  the 
patient  over  the  first  stage.  Restlessness  and  jactitation  arc  here 
best  treated  by  full  hypodermic  injections  of  morphia. 

All  cases  of  severe  operation  arc  of  necessity  followed  by 
more  or  less  peritonitis.  The  symptoms  of  peritonitis  appear 
from  tlic  second  to  the  fourth  day,  and  manifest  themselves  by 
sickness,  vomiting,  and  tympanitic  distension  of  the  abdomen. 
The  pulse  is  small,  wiry,  and  rapid;  the  breathing  is  quick, 
superficial,  and  entirety  costal ;  the  countenance  becomes  dusky, 
the  lips  blue,  and  the  aspect  generally  that  indescribable  but 
characteristic  one  which  is  familiar  to  every  exjierienced  oper- 
ator. Therapeutic  measttres  must  now  be  prompt  and  decisive, 
and  of  vigour  corresponding  to  the  gravity  of  the  case. 

In  the  first  place,  the  administration  of  all  foods,  drinks,  and 
medicines  by  the  mouth  must  be  stopped.  They  are  simply 
vomited,  and  perseverance  in  thdr  exhibition  is  bootless,  and 
only  worries  the  patient.  A  definite  system  of  feeding  by  the 
rectum  is  at  once  instituted  and  continued.  A  good  routine 
eoetna  is,  an  ounce  of  I>randy,  a  teaspoonful  of  Valentine's 
fluid  meat  or  Brand's  essence  or  Bengcr's  peploniscd  jelly, 
and  (our  ounces  of  pcptoniscd  milk ;  to  be  administered  every 
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live  or  SIX  hours.  Once  in  the  twcoty-four  hours  a  pint  of 
tepid  water  is  passed  into  the  bowel :  much  of  it  is  absorbed 
and  relieves  thirst ;  some  of  it  may  be  returned  with  flntus  and 
the  residues  of  the  enemas.  For  an  hour  or  more  at  a  time 
before  the  period  when  an  enema  is  due  the  rectum-tube  is  worn, 
and  much  flatus  may  pass  through  it.  If  morphia  is  given  at 
all,  it  must  be  given  in  full  doses  and  continuously,  so  as  to 
keep  the  patient  semi -narcotised.  If  the  distension  is  excessive, 
causing  dyspntca,  a  large  turpentine  enema,  or,  perhaps  belter, 
repeated  small  turpentine  enemas  are  of  conspicuous  benefit. 
Though  it  is  not  always  possible  to  give  it  on  account  of  the 
vomiting,  it  must  not  be  forgotten  that  the  greatest  good  will 
probably  follow  a  saline  purge:  liquid  and  flatus  may  be  passed 
in  enormous  quantities,  to  the  patient's  great  relief. 

In  the  worst  cases,  passage  of  the  stomach-tube  may  be 
called  for,  1  have  more  than  once  seen  the  passage  of  this  tube 
in  cases  of  extreme  distension  followed  by  a  forcible  ejection — 
almost  an  explosion — of  fluid  and  gas  that  produced  instan- 
taneous relief.  Once  or  twice  a  day  the  patient  may  be 
encouraged  to  drink  a  large  amount  of  hot  water  or  hot  tea, 
with  the  purpose  of  causing  free  vomiting.  A  free  vomit  is 
less  exhausting  than  continual  retching,  and  it  is  highly  eifectual 
in  getting  rid  of  intestinal  accumulations. 

When  it  is  evident,  after  two  days  of  this  treatment,  that  the 
patient  is  losing  ground,  that  the  distension  increases  and  the 
vomiting  continues  unabated,  I  believe  that  we  ought  to  reopen 
the  wound  and  wash  out  the  abdomen  with  a  stream  of  warm 
antiseptic  lotion.  Two  or  three  stitches  at  tlie  bottom  of  the 
wound  are  removed,  and  two  fingers  are  gently  insinuated 
amongst  the  bowels.  A  celluloid  catheter  attached  to  a  piece 
of  rubber  tubing,  coming  from  a  cistern  elevated  a  few  feet 
above  the  level  of  the  patient,  conveys  the  fluid  into  the  cavity. 
The  lingers  move  the  bowels  about,  while  the  stream  of  fluid 
cleanses  the  peritoneum.  Probably  the  bowels  will  be  glued 
together  at  one  part  or  everywhere  by  soft  adhesions :  these  are 
broken  down  by  the  fingers.  If  a  drainage  tube  has  not  been 
used,  it  is  now  inserted.     It  is  unnecessary  to  sponge  out  the 
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peritoneum,  unless  a  collection  of  septic  pus  is  discovered — ux 
unlikely  accident  in  these  days.  I  believe  that  these  cases  die 
as  much  from  a  form  of  intestinal  obstruction  induced  by  the 
adhesions  and  the  distctisioD,  as  from  mere  peritonitis.  A  sepa- 
ration  of  these  adhesions,  setting  tlie  bowels  free  and  keeping 
them  floating  in  non- irritating  boracic  lotion  or  similar  fluid, 
gives  the  patient  a  chance  of  life  which  is  by  no  means  a  remote 
one.  No  case  ought  to  be  permitted  to  die  without  giving  it 
this  chance  of  recovery. 

With  reference  to  subsidiary  details  in  treatment,  little  need 
be  said.  If  drainage  is  used,  the  sponge  which  collects  the  fluid 
is  clianged  as  often  as  necessary,  not  less  frequently  than  twice 
R  day :  and  the  most  scrupulous  care  is  ^ven  to  keeping  those 
sponges,  and  every  part  with  which  the  fluids  come  into  con- 
tact, sweet  and  pure. 

As  regards  the  temperature,  I  truly  believe  that  it  is  the 
least  important  of  all  the  signs.  Case  after  case  occurs  in 
which  the  temperature  after  the  second  day  becomes  and  cod- 
tinues  absolutely  nonnal.  A  rise  on  the  second  day  to  99.5°  or 
too*  is  the  rule:  in  the  simple&t  cases  this  rise  is  usually  higher; 
to  the  worst  cases  there  may  be  no  rise  at  all,  or  even  depres- 
sion. It  is  better  to  have  elevation  than  depression  of  tem- 
perature in  the  first  few  days.  A  rise  later  on  indicates  some 
inflammation,  probably  of  a  simple  traumatic  nature:  the  most 
severe  cases  of  peritonitis  cause  tittle  elevation.  The  ice-cap 
and  such  devices  for  lowering  abnormal  temperatures  are  very 
rarely  called  for :  probably  a  dose  of  antipyrin  or  thallin  would 
be  preferred. 


Solid  and  Malignant  Growths  of  the  Ovary. 

Solid  tumours  of  the  ovary  arc  rare.  Of  all  tcmours  of  the 
ovarj-.  probably  not  more  than  three  per  cent,  are  solid.  Most 
of  Iheai  are  malignant,  sarcoma  or  cancer:  true  myoma  has 
been  found;  pure  fibroma  is  almost  unknown.  Doran  has  never 
met  with  fibroma.  Tatt  says  that  "  growth  of  the  fibrous  stroma 
of  the  ovary,  so  as  to  form  a  large  abdominal  tumour  requiring 
removal,  lias  not  yet  been  described."  I  have,  however,  suc- 
cessfully removed  a  solid  ovarian  tumour  as  large  as  a  child's 
head,  in  which  repeated  examinations  by  competent  histologists 
failed  to  show  any  other  histological  element  than  pure  fibrous 
tissue.  Pain  was  the  most  prominent  symptom  in  this  case. 
Curiously,  in  the  only  other  case  I  have  seen  recorded ''^  pain 
was  described  as  being  very  intense.  The  so-called  ovarian 
fibroid  is  usually  a  pure  myoma,  though  we  have  the  authoriiy 
of  Virchow  for  believing  that  considerable  amounts  of  pure 
fibrous  tissue  may  co-exist  with  the  muscular  fibres.  Cysts 
have  been  found  in  these  tumours;  and  Waldeyerf  has  recorded 
a  case  whicli  was  almost  completely  transformed  into  bone. 

Malignant  growths  are  either  sarcomatous  or  cancerous. 
Papilloma  of  the  ovary — a  very  rare  disease — may  also  be 
reckoned  among  malignant  growths.  Sarcoma  is  usually  of 
the  spindle-celled  variety.  The  blood-vessels  are  usually  of 
very  large  dimensions,  giving  the  divided  tumours  almost  a 
cavernous  appearance,  and  cysts  are  frequently  found  contain- 
ing blood  or  serum.  In  one  case  recently  operated  upon,  I 
shelled  out  nearly  a  bucketful  of  blood-clot  from  the  centre  of  a 
sarcomatous  growth.  These  tumours  often  attain  to  enormous 
dimensions,  and  their  existence  is  usually  accompanied  by 
ascitic  fluid,  which  is  often  stained  with  blood. 

Prof.  Leopold  I  considers  that  malignancy,  as  a  character  of 
tumours  of  the  ovary,  is  far  more  common  than  is  generally 
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supposed.  Among  600  ovariotomies  in  Schroeder's  Clinic,  no 
fewer  thao  100  are  said  to  have  shown  signs  of  malignancy; 
and  only  19.5  per  cent,  of  the  cases  operated  upon  remained 
free  from  disease  for  more  than  a  year.  Many  of  these  cases 
were  no  doubt  malignant  disease  grafted  upon  cystic  ovarian 
growths.  Leopold  found  that  in  1 10  completed  ovariotomies, 
20  (tS  per  cent.)  had  malignant  growths.  If  to  these  arc  added 
six  cases  where  removal  was  not  completed,  on  account  of  im- 
plication of  neighbouring  structures,  we  have  1 16  operations  for 
removal  of  ovarian  tumours,  in  which  36  were  found  malignant — 
a  proportion  of  22.4  per  cent.,  greater  even  than  Schroeder's. 
Oi  the  cases  where  the  tumour  was  removed,  20  per  cent,  made 
complete  recoveries. 

liutlin'  has  collected  from  the  writings  of  Cohn,  Olshauscn, 
Billroth,  and  Thornton  78  cases  of  operation  for  malignant 
diseases  of  the  ovaries  of  various  kinds.  Colm's  collection  of 
cases  (from  Schroeder's  Clinic),  when  weeded  out,  gave  55,  of 
which  13  died;  Olshausen,  13  cases,  with  3  deaths;  Thornton, 
10  cases,  with  3  deaths;  Billroth,  31  cases,  with  14  deaths. 
The  general  mortality  was  thus  33  per  cent.  And  the  after* 
results  were  not  very  encouraging,  for  only  $  out  of  47  patients 
whose  cases  could  l>c  followed  were  alive  and  well  three  years 
after  operation. 

The  results  of  these  operations,  when  carefully  worked  out, 
are  not,  I  suspect,  so  favourable  as  they  are  generally  supposed 
to  be.  In  the  previous  edition  of  this  work  I  quoted  Cohn's 
Statistics  t  in  support  of  his  statement  that  the  number  of  per- 
manent cures  would  be  found  about  equal  to  the  number  of 
deaths  after  operation.  This  was  clearly  too  sanguine  an  e.^- 
pectation.  Still  a  certain  proportion  do,  apparently,  recover 
permanently;  and  it  is  reasonable  to  believe  that  this  propor- 
tion would  be  increased  if  operations  were  done  at  the  earliest 
possible  period  after  diagnosis.  And  of  those  cases  in  which 
recurrence  takes  place,  the  subserfuenl  course  will  usually  be 
less  painful  than  in  cases  not  interfered  with.     As  a  matter  of 
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fact,  however,  malignancy  is  rarely  diagnosed  till  after  oper- 
ation ;  the  fact  that  so  many  ovanan  tumours  are  malignant  is 
another  and  a  very  strong  argument  in  favour  of  early  operation 
for  all  ovarian  tumours. 

Diagnoils. — Solid  tumours  of  the  ovary  cannot  he  diagnosed 
from  each  other,  and  \vith  great  difficulty  from  similar  growths 
arising  from  the  uterus.  In  the  case  of  cystic  sarcoma,  the 
di adenosis  from  po])'cystic  glandular  tumour  and  from  soft 
nodular  uterine  myoma  is  practically  impossible.  Mobility 
and  ascites  are  perhaps  the  most  important  single  features 
pointing  to  solid  ovarian  tumour.  The  rapid  accumulation  of 
ascites  around  a  solid  movable  tumour  that  has  its  deep  attach- 
ment in  the  pelvis  points  to  malignant  disease  of  the  ovary. 
A  round  extra-mural  myoma  may  present  clinical  features  iden- 
tical with  those  of  non-malignant  solid  tumours  of  the  ovary. 
It  is  possible  to  confound  these  growths  with  pregnancy;  and 
special  care  may  be  necessary  when  vascular  bruits  are  heard 
in  the  tumour.  In  a  majority  of  cases  the  diagnosis  is  not 
completed  till  the  abdomen  has  been  opened. 

OptratioH. — The  only  peculiarities  of  the  operation  for  solid 
growths  are,  the  length  of  the  incision  which  it  is  necessary  to 
make,  and  the  treatment  of  tiie  pedicle.  In  average  cases  the 
incision  will  require  to  be  prolonged  above  the  umbilicus. 
When  the  tumour  is  fully  exposed,  it  is  lifted  out  by  means  of 
a  Tait's  handled  screw  placed  in  its  substance.  Kcmoval  is 
helped  by  lateral  movements  of  tlie  tumour;  and  the  force  of 
suction,  which  is  often  considerable,  may  be  overcome  liy  per- 
mitting air  to  enter  the  cavity  with  fingers  or  hand  carried 
round  the  growth.  As  soon  as  the  growth  is  delivered,  large 
sponges  are  placed  in  the  cavity  to  prevent  extrusion  of  the 
bowels ;  it  may  even  he  expedient  to  insert  a  few  sutures  at  the 
top  of  the  wound  before  doing  anything  else. 

The  pedicle  in  these  cases  is  often  thick,  fleshy,  and  vascular. 
The  Fallopian  tube  does  not  often  form  part  of  it ;  it  is  com- 
posed simply  of  mesovariuni.     The  vessels  are  usually  tliin- 


156  OVARIOTOMY. 

walled  and  very  large,  so  that  they  are  liable  to  be  injured  by 
transfixion  even  with  blunt  instruments.  Here,  if  anywhere,  a 
second  ligature  below  the  double  perforating  ligature  may  be 
applied  with  advantage.  The  operation  is  completed  and  the 
case  managed  on  the  same  principles  as  an  ordinary  ovariotomy. 
The  removal  of  sarcomatous  cystic  growths  requires  no 
special  description.  The  pedicle  is  usually  very  thick,  and 
peculiarly  inelastic. 


Operations  for  Oystic  Growths  in  the  Brosd 
Ligament  and  Parovarium. 


SURGICAL  ANATOMY   OP  THE    BROAD   LIGAMENTS. 

The  broad  ligament  on  each  side  is  composed  of  a  double  layer 
of  peritoneum  enclosing  cellular  tissue  in  which  lie  blood-vessels, 
nen-«s,  lymphatics  and  muscular  fibres.  The  internal  attachment 
is  to  the  side  of  the  uterus  from  the  cornu  to  the  level  of  the  in- 
ternal OS ;  the  external  attachment  is  to  the  side  of  the  pelvis  in 
a  vertical  line  about  midway  between  the  obturator  foramen  and 
the  great  sciatic  notch.  Following  its  line  of  attachment  from 
the  cornu  of  the  utents  to  the  cervix,  the  following  structures 
are  met  wilh  :  At  the  comu  is  the  Fallopian  tube  ;  a  litlle  lower 
down  and  more  to  the  front  is  the  round  ligament,  and  close  to 
these  is  the  spermatic  artery;  at  the  bottom  is  a  space  in  which 
lies  the  uterine  artery,  usually  dividing  into  several  branches 
with  numerous  veins,  nerves,  and  lymphatics.  The  convex  base 
of  the  broad  ligament  lies  upon  the  lax  connective  tissue  which 
separates  the  vagina  from  the  fascia  which  covers  the  levator 
an!  muscle.  In  this  tissue  ties  the  large  uterine  artery,  forming 
a  loop  with  its  concavity  upwards  as  it  courses  between  the 
tDteroal  iliac  and  the  neck  of  the  uterus.  This  vessel  is  likely 
to  be  pushed  downwards  by  tumours  growing  in  the  broad 
ligaments ;  but  if  the  growth  is  dragged  upwards  during  removal 
it  is  not  out  of  the  range  of  possible  injury.  The  ureters,  em- 
bedded in  connective  tissuei  pass  from  behind  forwards  and 
inwards  to  the  base  of  the  bladder,  crossing  obliquely  below  the 
base  of  the  broad  ligament.  They  also  are  not  beyond  the  risk 
of  injury.  In  the  pelvic  attachment  no  vascular  or  other 
structures  of  importance  are  found.  It  must  be  remembered, 
however,  that  if  the  broad  ligaments  are  pushed  apart  by  aa 
enclosed  tumour,  the  posterior  layer  may  be  forced  backwards 
so  as  to  uncover,  not  only  the  ureter  and  the  uterine  artery,  but 
the  Iliac  vessels  as  well. 
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The  free  upper  margin  of  the  broad  ligaments,  looked  at  from 
above,  is  broader  at  its  pelvic  than  at  its  uterine  attachment. 
This  is  caused  by  the  divergence  of  the  round  ligament,  which 
curves  forward  to  the  inguinal  opening,  and  which  is  so  far 
removed  from  the  broad  ligament  proper  as  to  be  described  as 
lying  in  separate  folds.  The  position  of  the  ovary  and  tube  in 
tlieii  folds  of  broad  ligament  have  already  been  described  (p,  99), 
The  veins  in  the  broad  ligaments  form  closely-set  plexuses,  which 
arc  of  importance  in  relation  to  sub-peritoneal  hacmatoma.  The 
veins  of  the  uterus,  ovaries,  and  Fallopian  tubes,  after  being 
gathered  together  in  the  pampiniform  plexuit,  finally  coalesce 
in  the  internal  spermatic  vein  which  follows  the  course  of  the 
spermatic  artery. 

The  structures  in  and  adjacent  to  the  broad  ligaments  which 
are  liable  to  be  the  starting  points  of  disease  are  admirably 
depicted  in  the  diagram  here  copied  from  Ooran's  work. 
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Operaiion  may  be  indicated  in  any  of  the  following  conditions 
residing  in  the  broad  ligaments : 

(i)  Simple  cysts  of  the  Broad  Ligament.     Parovarian  cysts. 
(2)  Papillomatous  cysts  of  the  Broad  Ligament  and  hilum 
of  the  Ovary. 

In  addition  to  these,  myomata  may  develop  in  the  broad  liga- 
ment in  connection  with  its  enclosed  muscular  tissue.  These 
are  rarely  of  any  surgical  importance.  The  same  may  be  said 
of  the  small  pedunculated  cysts  attached  between  the  oviduct 
and  the  ovary,  and  arising  from  a  parovarian  tube,  and  of  those 
others  originating  among  the  fimbriEe  and  known  as  Hydatids  of 
Morgagni.  Other  diseases  of  great  variety  need  not  be  de- 
scribed. One  of  these  has  recently  been  described  by  Mr. 
Taylor  as  having  been  removed  by  Tait,  and  which  consisted  of 
numerous  minute  vesicles  like  those  of  herpes. 


simple  Cyats  of  the  Broad  Ziigament. 


These  are  TrtNiuentty  descritied  as  parovarian  cysts.  But  it 
is  now  known  that  many  simple  cysts  developed  in  the  broad 
ligament  do  not  originate  in  the  tubes  of  the  parovarium,  but 
eUewbere  between  its  layers.  The  profoundly  interesting 
questions,  from  a  developmental  as  we!l  as  a  pathological  point  of 
view,  which  surround  the  origin  of  these  cysts  cannot  here  be 
discussed.  Suffice  it  to  say,  that  the  cyst  arisiog  outside  of  the  ' 
parovarium  is  of  the  simplest  possible  nature,  containing  clear 
fluid  in  a  traiuOucem  waII,  and  not  de^-eloping  adventitious  new 
growths  in  its  interior.  According  to  Doran,  it  is  lined  with  flat 
or  low  columnar  epithelium.  Cysts  arising  from  the  tubes  of  the 
parovarium — though  they  are,  in  the  majority  of  instances,  of 
the  simple  character  indicated  above-~are  further  peculinr  in 
showing  a  tendency  to  develop  papillomatous  outgrowths  in  their 
interior.  If  of  small  size,  their  lining  may  be  of  ciliated 
epithelium.  According  to  Doran  (p.  49),  "  Histologically  and 
pathologically,  they  are  identical  with  the  papillary  cysts  .  ,  . 
that  appear  in  the  tissue  of  the  hilum  of  the  ovary  where  relics 
of  the  Wolflian  body  exist,  and  do  not  tend  to  invade  the  stroma, 
of  the  parenchyma,  but  rapidly  grow  into  the  broad  ligament, 
forcing  apart  its  layers." 

The  leading  surgical  peculiarity  in  these  growths  is,  that  they 
arc  unilocular.  No  true  ovarian  cystoma  is  unilocular.  As  a 
nile,  they  grow  away  from  the  broad  ligament,  pushing  aside  the 
ovary  and  the  tube,  and  occasionally  they  exhibit  a  well-marked 
pedicle.  Sometimes,  however,  they  grow  downwards,  widely 
separating  the  layers  of  the  broad  ligament,  and  stretching  out 
the  tube  and  the  ovary  over  their  walls.  They  contain  nearly 
always  a  clear  limpid  fluid  with  but  little  albumen.  Sometimes, 
however,  it  is  thick  or  semi-pundent,  from  inflammation;  or  dark, 
from  intermixture  with  blood.  Adhesions  are  rare,  Tait  de- 
scribes an  occasional  great  thickening  of  the  cyst-wall  consisting 
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of  fuaform  muscular  cells.  Rupture  is  not  infrequent;  the 
results  are  not  often  serious. 

DiagHHiis. — A  parovarian  cyst  is  diagnosed  from  other  cystic 
growths  having  similar  attachments  hy  tlie  laxity  of  its  walls, 
aod  the  free  and  rapid  wave  of  fluctuation  which  is  given  on 
palpation.  It  is  perfectly  round  and  globular,  forming,  if  of 
moderate  size,  an  evenly  symmetricaJ  tumour  in  the  lower 
abdomen.  Its  growth  is  painless  and  unattended  by  symptoms 
of  disturbance  of  the  sexual  organs.  It  is  almost  free  from 
the  dangers  and  complications  which  are  sometimes  found  in 
connection  with  ovarian  cystoma,  and  never  produces  the 
cachexia  which  so  often  accompanies  that  disease. 

The  diagnosis  from  such  conditions  as  ascites  and  renal 
cystic  developments  is  the  same  as  tlie  diagnosis  of  ovarian 
cystomata  from  these  conditions.  These  being  negatived,  the 
separation  is  then  simply  from  ovarian  growths.  Fibro-cystic 
disease  of  the  uterus  is  a  possible  source  of  confusion.  • 


THB   OPBtLATIOK. 

Tapping. — There  is  no  doubt  that  lapping  may  permanently 
cure  a  simple  cyst  of  the  broad  ligament.  More  than  one 
surgeon  of  repute,  and  particularly  Keith  of  Edinburgh,  em- 
ploys  tapping  as  routine  treatment  in  these  cases.  The  cyst, 
being  emptied,  may  not  refill,  and  the  patient  is  cured  by  the 
simplest  possible  treatment. 

Uut  objections  may  be  urged  to  this  simple  proceeding.  It 
is  not  always  successful :  s6me  cysts  refill.  Bantock  had  a  case 
which  was  tapped  seven  times.  Tapping,  even  in  the  most 
skilful  hands,  may  cause  suppuration  in  a  cyst.  But  the  most 
weighty  objection  is  the  fact  thai  papillomatous  growths  occa- 
sionally develop  inside  these  cysts,  and  lapping  then  provide:) 
an  avenue  for  infection  of  the  peritoneum,  a  result  which  is 
inevitably  fatal. 

As  a  counterpoise  to  these  objections,  there  exists  the 
important  fact  that  removal  of  these  growths  is  peculiarly  free 
from  danger.     If,  in  exceptional  circumstances,  we  may  feci 
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justified  in  giving  the  patient  her  chance  of  cure  by  tapping,  I 
believe  that  the  best  routine  treatment  in  these  cases  is  removal. 

Retnoval. — In  most  cases  of  simple  cyst  of  the  broad  ligament, 
removal  is  a  very  simple  proceeding.  The  parietal  incision  need 
not  be  more  than  an  inch  and  a  half  or  two  inches  in  length. 
The  cyst-wall  is  very  tbin  and  easily  torn,  and  fluid  is  very 
liable  to  escape  by  the  side  of  the  trocar.  If  no  special  appliance 
is  used  to  avoid  this,  the  simplest  plan  is  probably  to  lay  aside 
the  trocar,  catch  the  edges  of  the  opening  in  the  cyst-wall  with 
focceps,  pull  them  out  of  the  wound,  and  let  the  fluid  run  over 
the  macintosh  into  the  vessel  on  the  floor.  The  tumour  usually 
is  delivered  without  any  trouble  whatever.  The  pedicle  is  not 
often  long,  but  it  is  rarely  diSicult  to  deal  with.  Vessels  are 
neither  abundant  oor  large,  and  the  tissues  are  but  slightly 
hypcrtropbicd.  Though  there  may  be  no  very  strong  objection 
to  leaving  a  portion  of  the  cyst-wall  behind,  the  ligature  should 
always  be  carried  below  tlie  limits  of  the  growth.  The  ovary 
and  lube  may  frequently  be  left  behind;  but  unless  this  can 
easily  be  done,  it  is  best  not  to  complicate  the  operation  in  the 
slightest  degree  by  seeking  to  separate  them.  Besides,  any 
traumatism  applied  to  the  appendages  is  likely  to  1>eget  trouble 
is  future  by  the  formation  of  adhesions. 

In  those  somewhat  rare  cases  where  the  cyst  grows  between 
tbo  layers  of  t!ie  broad  ligament,  removal  may  be  attended  with 
considerable  difliculty.  Here  there  is  no  pedicle,  and  the  base 
of  the  cyst  lies  deep  in  the  pelvis.  The  growth  must  b^  dissected 
out  from  between  the  layers  of  the  ligament  in  the  manner 
already  described  for  encapsuled  ovarian  growths  (p.  146).  It  is 
usually  best  to  begin  from  the  side  next  to  the  uterus.  Tlte 
flaccid  cyst-wall  is  pulled  out  of  the  wound,  which  will  have 
been  enlarged  as  fat  as  necessary,  the  peritoneal  investment  is 
teased  open,  and  the  wall  of  the  cyst  is  exposed.  The  finger, 
pushed  into  the  cellular  tissue,  separates  the  cyst  from  the  liga- 
ment by  stretching  rather  than  by  tearing.  The  larger  bundles 
of  cellular  tissue  containing  vessels  arc  caught  in  catch-forceps 
and  divided  by  scissors:  and  this  process  is  repeated,  step  by 
step,  till  the  cyst  is  completely  enucleated  from  its  bed.    As  a 
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rule  there  is  but  little  hjemorrhage.  In  the  deeper  and  outer 
portions,  special  care  must  be  taken  that  the  ureter  or  the  uterine 
artery,  or  any  other  branch  of  the  iliac  vessels,  is  not  injured. 
The  two  flaps  representing  the  layers  of  the  broad  ligament  may, 
according  as  seems  best  at  the  time,  be  either  left  untouched 
or  united  by  suturing  with  or  without  removal  of  portions  of 
them.  In  a  case  of  this  sort,  it  will  be  wise  to  insert  a  glass 
drainage  tube. 
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Fapillomatous  Cyste  of  the  Broad  Ligament. 

In  a  practical  as  well  as  in  a  pathological  treatise  these  well 
deserve  separate  consideration.  They  are  not  common ;  but, 
from  the  peculiar  and  difficult  nature  of  tlic  oiicration  necessary 
for  their  removal,  they  deserve  dose  attention. 

The  origin  of  these  growths  is  not  yet  finally  settled.  The 
painstaking  and  able  investigations  of  Doran  leave  little  doubt 
that  a  frequent  and  favourite  starting  point  is  in  the  hilum  of 
the  ovary.  It  is  well  known  that  papilloma  may  develop  id 
parovarian  or  other  cysts  of  the  broad  ligament;  it  is  certain 
that  growths  arising  from  the  hilum  are  peculiarly  liable  to 
develop  abundant  papillomatous  material.  Papillary  cysts 
may  appear  in  connection  with  the  ovary,  and  m.iy  overgrow 
the  broad  ligaments  and  the  uterus,  but  here  they  exist 
almost  entirely  as  accidental,  and  not  as  ordinary  or  essential, 
concomitants. 

As  a  matter  of  practical  surgery  their  remote  origin  is  of 
little  moment.  What  concerns  us  most  is  the  fact  that  such 
growths  always  burrow  between  the  layers  of  the  broad 
ligament,  and  there  develop  peculiarities  which  may  be  made 
use  of  for  purposes  of  diagnosis,  and  which  make  these  growths 
among  the  most  difficult  to  remove  in  abdominal  surgery. 

In  the  early  stages  the  diagnosis  from  ovarian  cystic  disease 
is  uncertain  or  impossible.  The  clinical  features  of  a  well- 
devdopod  papillomatous  cyst  arc  fairly  distinctive.  These  I 
have  elsewhere*  described  at  some  length ;  they  may  be  here 
abstracted  as  follows : 

I.  In  their  growth,  papillomatous  cysts  of  the  broad  liga- 
ment arc  not  symmetrical.  Growing  as  they  do  in  the  broad 
ligament,  and  having  no  pedicle  to  permit  their  escape  from  the 
pelvis,  they  are  fixed  down  on  one  side,  and  catmot,  even  when 
large,  rise  to  the  position  of  least  pressure  in  the  middle  of  the 
abdomen.  Minor  cysts  bulge  out  where  they  can  lind  room  in 
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the  i>elvis  or  on  the  side  not  occupied  by  ihe  main  cyst;  but 
their  aggregate  bulk  and  arrangement  are  not  such  as  t9 
produce  a  balancing  symmetry.  Ovarian  cyslomata  are  Dot 
so  persistently  one-sided  or  so  irregular  in  shape  as  these, 
and  they  are  not  so  deeply  nor  so  firmly  attached  in  the 
pdvis. 

a.  In  these  cases  there  is  usually  found,  in  addition  to  the 
large  papillary  cysl,  several  small  thin -walled  cysts  packed 
round  the  uterus  and  crossing  to  the  opposite  ^de  of  the 
abdomen.  It  is  not  a  development  of  a  multilocular  growth, 
one  large  cyst  divided  by  septa  into  several,  but  rather  of 
several  separate  cysts  sessile  on  a  common  base.  These 
secondar)'  growths  are  usually  very  thJn-walled,  and  fluctuate 
freely.  They  can  be  felt  through  the  vagina  in  Douglas's 
poucli,  and  through  the  abdominal  walls,  frequently  overlapped 
by  bowel  on  the  side  opposite  to  the  main  cyst. 

3.  Papillomatous  cysts  of  the  broad  ligament  arc  but  slightly 
movable.  In  the  pdvis,  through  the  vagina,  this  sense  of  im- 
mobility is  peculiarly  striking.  The  growths  arc  doubly  fixed 
by  the  broad  ligament  in  which  they  lie,  and  by  the  minor  cysts 
packed  in  the  pelvis  which  spring  from  them. 

4.  In  most  of  these  cases  there  is  considerable  enlargement 
and  elevation  of  the  uterus.  That  the  uterus  should  be  enlarged 
is  readily  understood,  from  its  close  physical  and  vascular  con- 
nection with  the  very  vascular  growth.  That  it  should  be 
elevated  is  a  necessary  consequence  of  the  direction  of  the 
growth  of  the  tumour  which  is  attached  to  it.  This  enlarge- 
ment is  in  excess  of  what  we  find  in  adherent  ovarian  cystoma. 
The  uterus  usually  lies  in  a  deep  sulcus  between  the  major  cyst 
and  the  minor  cysts,  giving  an  appearance  of  two  growths;  but 
sometimes  it  lies  behind  the  growths,  being  overlapped  by  them. 
The  bladder  may  be  dragged  upwards  with  the  uterus. 

5.  As  a  corollary  from  tlie  preceding  propositions,  we  miglit 
infer  physical  interference  with  the  processes  of  defxcation  and 
tnicturilion.  The  enlarging  growth  being  fixed  in  the  pelvis,  of 
necessity  compresses  the  hollow  viscera.  In  one  case  upon 
which   I   successfully  operated   the   frequency  of   micturition 
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almost  amounted  to  incontinence;  in  this  case,  the  difficulties 
on  defiecation  more  than  once  amounted  to  positive  obstruction, 
A  curious  feature  in  the  case  of  this  patient  was  that  tdie  could 
defxcate  only  when  standing  upright,  probably  because  the 
sitting  posture  forced  the  growth  down  into  the  pelvis.  In  two 
other  cases*  troubles  on  micturition  were  considerable,  but  not 
urgent. 

6.  Papillomatous  cysts  are  peculiarly  liable  to  undergo  rup- 
ture. This  is  an  indication  to  operate,  because  of  the  danger 
arising  from  infection  of  the  peritoneum.  In  one  of  my  cases 
there  was  an  extraordinary  and  perhaps  unique  history  ol 
rupture  on,  at  least,  twelve  occasions.  Most  of  these  ruptures 
were,  however,  in  my  belief,  confined  to  the  minor  cysts;  but 
there  is  no  doubt  that  rupture  of  the  papillary  cysts  frequently 
lakes  place.  It  is,  however,  more  a  leakage  through  a  small 
opening  than  a  gush  through  a  large  one,  and  the  opening  is 
usually  blocked  by  the  papiUar>-  growths  floating  into  it. 


THB  OPBSATIOH. 

The  first  element  of  danger  in  these  cases  refers  to  the 
possible  elevation  of  the  bladder,  and  the  risk  which  it  thereby 
incurs  of  being  wounded  in  making  the  parietal  incision.  The 
incision  ought  therefore  to  be  made  higher  up  than  usual,  and 
it  should  be  short.  If  the  bladder  is  out  of  the  reach  of  danger, 
the  inctsioa  may  be  prolonged  downwards  to  the  requisite 
distance. 

The  second  peculiarity  refers  to  the  mode  of  tapping  the 
cyst.  It  will  not  always  be  possible  to  bring  the  cyst-wall  to 
the  surface:  and  as  peritoneal  infection  might  be  caused  by 
the  escape  of  cyst-contents  into  the  peritoneum,  cxtrsordinary 
precautious  must  be  taken  to  collect  all  fluids  which  may  escape 
by  the  side  of  the  trocar.  And  when  no  more  fluid  flows,  (he 
opening  must  be  perfectly  closed  by  forceps  or  clamp.  It  is  not 
wise  to  bre.ik  down  and  remove  papillomatous  material  by  the 
hand  :  the  bleeding  is  so  free,  and  the  risks  from  escape  of  the 
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growth  are  so  serious,  that  it  is  better  to  enlarge  the  tnciaion 
and  deliver  the  tumour  bodily. 

Tapping  of  the  secondary  cysts  is  best  done  by  aspirator. 
They  can  rarely  be  brought  to  the  surface,  and  they  are  very 
thin-walled  and  peculiarly  liable  to  be  ruptured  in  manipulation. 
A  large  trocar  attached  to  an  aspirating  bottle  is  inserted, 
sponges  are  placed  round  the  site  of  puncture,  and  the  fluid  is 
drawn  off  from  the  various  cysts  in  succession. 

When  the  cysts  are  emptied  the  process  of  separation  begin.1. 
It  may  be  impossible  to  tell  where  uterus  ends  and  tumour 
begins,  so  closely  are  they  sometimes  incorporated.  It  may 
therefore  be  wise  to  depute  an  assistant  to  pass  and  manipulate 
the  uterine  sound  as  a  guide.  The  same  may  be  necessaj-y 
in  the  case  of  the  bladder,  especially  if  it  is  empty,  and  its 
walls  are  collapsed  and  flaccid.  Here  the  disadvantage  of  an 
empty  bladder  is  conspicuous.  It  may  even  faciUtate  operation 
to  inject  a  few  ounces  of  fluid  into  the  bladder,  so  as  to  accu- 
rately show  its  Umiis.  The  peritoneum  covering  both  uterus 
and  bladder  may  be  thickened,  movable,  and  very  similar  in 
appearance  to  that  covering  the  growth. 

It  is  impossible  to  give  useful  instructions  as  to  where  the 
process  of  separation  is  to  begin  for  any  case.  This  depends 
upon  the  position  of  the  growth  and  the  nature  of  its  attach- 
ments. If  possible,  I  would  recommend  that  a  beginning  be 
made  near  the  uterus,  so  as  to  cut  off  as  much  of  the  blood 
supply  as  possible  early  in  the  process  of  separation.  A  small 
incision  is  made  by  knife  or  scissors,  the  finger  is  pushed 
through  this  and  rapidly  separates  as  much  of  the  growth  as 
possible.  This  separated  portion  is  either  surrounded  by  liga- 
ture or  caught  in  large  pressure  forceps,  and  the  tissue  cut 
through  beyond.  If  the  operation  can  be  continued  and  com- 
pleted by  repetitions  of  this  process,  it  will  be  much  simplified. 
But  wc  must  expect  to  have  to  carry  out  a  much  more  com- 
plicated process  of  dissection,  in  which  scissors,  knife,  forceps, 
ligature,  and  oven  actual  cautery,  arc  in  constant  requisition. 
I  know  of  nothing  which  more  fully  tries  the  patience  and  skill 
of  the  surgeon  than  such  a  dissection.     At  a  distance  probably 
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ot  several  inches  from  [he  surface,  not  easily  seen  and  with 
difficulty  handled,  each  area  of  adhesion  has  to  be  dealt  with 
promptly  and  decisively.  If  the  adhesion  can  be  surrounded 
by  forceps  or  ligature  before  being  divided,  enucleation  is  sim- 
plified. But  often  the  adhesion  must  be  separated  by  fingers 
alone,  and  the  raw  surface  bleeds  freely.  Forceps  must  be 
placed  on  the  bleeding  points  where  thev  are  visible :  for  a 
general  oozing  sponge  •  packing  or  the  cautery  must  be  used, 
tn  separating  adhesions  from  the  bladder,  special  care  must  be 
taken  to  avoid  tearing  its  waUs ;  and  if  points  bleed  and  forceps 
are  placed  on  them,  we  must  be  particularly  careful  to  see  that 
the  strong  locking  instrument  does  not  grasp  a  piece  of  bladder- 
wall  and  so  cause  a  risk  of  sloughing.  If  the  adhesions  to  the 
posterior  surface  of  the  uterus  are  partictilarly  strong,  it  may 
facilitate  matters  to  prolong  the  incision  upwards  for  sudi  a 
distance  as  to  permit  the  whole  to  be  turned  out  over  the  pubcs 
with  the  uterus,  and  then  proceed  with  the  parts  in  sight.  In 
one  such  case  I  had  tumour,  eiUarged  uterus,  and  (^eatly  dis- 
tended bladder  lying,  apparently  as  one  homogeneous  mass,  on 
the  macintosh  covering  pubes  and  thighs.  If  this  can  be  done, 
it  greatly  simplilies  operation. 

We  must  expect  to  hnd  intestine  adherent  to  the  surface  of 
the  growth  and  in  the  sulci  between  the  smaller  cysts ;  and  here 
special  delicacy  in  separating  must  be  observed.  The  ureter 
too,  and  the  uterine  artery  with  branches  of  the  internal  iliac, 
may  be  within  reach  of  danger,  and  they  must  be  looked  for 
in  manipulations  near  the  lower  and  outer  attachments  of  the 
broad  ligaments. 

The  toilet  of  the  peritoneum  must  be  carried  out  with  par- 
ticular scrupulousness.  Tait's  plan  of  washing  out  the  cavity 
may  here  be  used  with  special  advantage.  The  insettion  of  a 
drainage  tube  will  almost  certainly  be  called  for. 


Bemoval  of  the  Uterine  Appendages. 

Nomendature. — The  want  of  a  Rood  name  for  this  operation 
is  already  being  fell.  At  first,  when  its  object  was  supposed  to 
be  limited  to  the  production  of  an  artificial  menopause,  (he 
operation  was  known  as  "  Dormal-ovariotoniy."  Battcy,  who 
introduced  the  name,  was  among  the  first  to  recognise  its 
URSuilabilily.  As  a  matter  of  principle,  the  operation  was  by 
no  means  restricted  to  ovaries  that  were  normal ;  and,  as  a 
matter  of  practice,  it  was  found  that  raost  of  the  ovaries  re- 
moved were  actually  diseased.  The  term,  "  Bailey's  operation," 
while  suitable  within  the  limits  which  Battcy  laid  down  for  it, 
does  not  include  the  more  extended  modern  proceedings. 
'■  Oftphorectomy  "  had  already  been  used  by  Feaslee  and  others 
as  a  synonym  for  ovariotomy  before  it  was  sought  to  limit  it  to 
removal  of  small  ovaries;  and  as  oviducts  are  now,  in  most 
eaaes,  removed  as  well  as  ovaries,  the  term  is  in  a  double  sense 
objectionable.  In  connection  specially  with  disease  of  the 
Fallopian  tubes.  Tail's  name  became  associated  with  removal 
of  the  uterine  appendages;  and  when,  in  harmony  with  certain 
beliefs  which  he  holds  as  to  the  functions  of  the  oviducts,  he 
practised  removal  of  the  tubes  as  well  as  of  the  ovaries  where 
others  had  been  content  with  removal  of  the  ovaries  alone,  the 
proceeding  of  "  Removal  of  the  Uterine  Appendages"  came  to 
be  known  as  Tail's  optralion.  Men  performed  Tail's  operation 
with  Bailey's  motives ;  hence  a  confusion  which  has  been  ren- 
dered more  confounded  by  more  than  one  surgeon  calling  it  the 
"Bailey- Tail  operation."  The  German  terms,  "spaying"  and 
"castration,"  are  objectionable  on  the  grounds  both  of  good 
taste  and  of  exact  naming.  In  manyof  the  operations  jwrformed 
the  effect  of  castration,  as  usually  understood,  is  an  undesirable 
accidcal  rather  than  a  definite  aim.  "Salpingectomy"  for 
removal  of  the  tubes,  and  "  salpingo- oophorectomy  "  for  removal 
of  the  appendage.s,  are  fairly  exact  but  decidedly  cumbrous. 
"  Prosthckotomy  "  is  equally  applicable  to  caudal  and  lo  uterine 
appendages.  A  friend  has  suggested  to  me  the  word  "thcly- 
tectomy"   (Oif\i^Tq*=  feminine  principle);   but  this,  perhaps,  is 
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too  tuggestive  of  caslnttion.  Under  any  of  these  names,  it  is 
impossible  to  give  a  complete  account  ot  any  recognised  surgical 
operation ;  therefore,  in  place  of  a  better,  the  vague  hut  com- 
pieheusive  title,  "  Removal  of  the  Uterine  Appendages,"  is 
adopted.  Even  to  this  name  the  objection  may  justly  be  raised, 
that  the  uterus  is  an  appendage  to  the  ovaries,  rathei  tlian  the 
ovaries  to  the  uterus.  From  a  surgical  stand-point,  however, 
the  objection  has  less  weight  than  from  a  physiological. 

History. — As  a  barbarous  custom,  the  castration  of  women 
dates  from  a  very  remote  anticiiiity.  In  the  case  of  female 
domestic  animals,  such  as  cows,  camels,  sows,  hitches,  marcs, 
and  ewes,  we  have  abundant  evidence  in  the  writings  of  Aris* 
totle,  Pliny,  Galen,  Suidas,  and  others,  that  castration  was  very 
generally  practised.  The  practice  is  said  to  have  been  extended 
to  women  at  the  instigation  of  certain  kings  of  Lydia.  Accord- 
ing to  Xanthus,  a  Lydiao  historian  who  wrote  in  the  sixth 
century  before  Christ,  the  Lydiao  king  Andramyte  first  intro- 
duced female  eunuchs  into  the  service  of  his  palace.  Gyges, 
another  king  of  Lydia,  is  said  to  have  caused  the  removal  of 
ovaries  from  women  with  a  view  to  prolonging  their  charms — 
"  quo  iiUt  umper  attatt  JtertntAtu  ulerelur."  Various  authors  have 
thrown  doubt  on  the  reality  of  this  proceeding,  saying  that  the 
so-callod  castration  was  either  removal  of  the  uterus  (which  is 
roost  improbable),  or  ablation  of  the  nymphar  or  the  clitoris,  or 
even  (which  seems  an  unwarrantable  postulate)  padlocking  or 
"inlibulation,"  a  proceeding  analogous  to  that  which  Celsus 
describes  as  ha\*ing  been  carried  out  on  Ixtys.  If  the  LydianS 
really  castrated  animals  for  domestic  purposes, — and  of  this 
there  can  scarcely  be  a  doubt, — it  is  quite  within  Ihelwundsof 
possibility  that  they  castrated  vramen  also.  It  is  certainty  unlikely 
that  with  the  Lydians  any  other  form  of  mutilation  than  removal 
of  the  ovaries  should  be  considered  as  constituting  castration.* 

*  Mu]r  cUaticxI  writers  of  ihe  Middle  Afn  raler  10  tha  pnciicc-  For 
mora  dauilod  scoounis  see — 

[>iijanliD.  //lit.  lU  di  Ckimrgit.     Pari*,  1774. 
Mihoo.  MfJti^  Ut*k  It  PcJu*  MfJU^.     Vuit,  iSoi. 
Mueb  iniereaiuig  iiilo«matioa  vill  be  found  in  the  •ccond  Tolnme  of  Vivn<i 
Dnfbar's  laborioiw  vrark.  Uittetrtdi  U  frMitnUM  tktt  t»iii  la  frufltt  in  moiib; 
and  a  moderately  full  tnmauij.  with  numctout  referenou,  is  given  by  Boiaet 
ia  itia  srtklo.  ■-  Orariotoaue."  in  the  Diet.  Hiuysl.  Jn  Si.  Htd. 
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Even  in  times  comparatively  modern  it  is  stated  that  the 
practice  has  been  in  vogue  in  Central  Asia.  A  medical  mis- 
sionary. Dr.  Roberts,  is  said  to  have  met,  in  Bombay,  Hedgeras 
— attendants  in  harems — who  were  spayed,*  He  remarks  that 
tliey  did  not  menstruate,  and  that  they  had  no  sexual  desire. 

The  story  of  the  Hungarian  sow-gelder  who,  in  a  fit  of  parental 
anger,  castrated  his  unchaste  daughter,  is  supported  by  testimony 
of  real  weight.!  Schurigius  speaks  of  two  similar  cases;  and 
otlier  cases,  with  less  weight  of  authority,  have  been  recorded. 

These  ancient  practices  were  not,  however,  therapeutic 
measures.  Among  the  earliest  operations  performed  with  a 
beneficent  purpose  is  that  related  by  Franck  de  Franckenau, 
in  which  an  ovary,  prolapsed  through  a  wound  accidentally 
made  over  the  pubcs,  was  successfully  removed.  Perclval 
Pott's  well  known  case  of  removal  of  herniated  ovaries  oc- 
curred in  1756.  Thereafter  the  history  of  the  operation  la 
merged  in  that  of  modern  ovariotomy  for  tumours. 

In  1S23  James  Blundell,  of  Guy's  Hospital,  a  man  far  in 
advance  of  bis  times,  in  a  paper  read  before  the  Medico- 
Chirurgical  Society  of  London,  suggested  removal  of  healthy 
ovaries  in  cases  of  severe  dysmenorrhtea,  or  metrorrhagia  from 
inverted  uterus.  His  advocacy  of  removal  of  the  whole  uterus 
in  place  of  ordinary  C<esarcan  section,  and  the  scientific  manner 
in  which  he  sought  to  sustain  his  arguments  by  experiments  on 
rabbits,  have  scarcely  received  the  attention  which  they  deserve. 
As  more  germane  to  the  subject  in  hand,  special  reference  must 
be  made  to  his  proposed  method  for  producing  sterility  in  cases 
of  malformed  pelvis,  where  Cesarean  section  had  been  called 
lor.  His  words  are  as  follows :  "  I  would  advise  an  incision  of 
an  inch  in  length  in  the  linea  alba  above  the  symphysis  pubis: 
1  would  advise,  further,  that  the  Fallopiao  tube  on  either  side 
should  be  drawn  up  to  this  aperture ;  and,  lastly,  I  should  advise 
that  a  portion  of  the  tube  should  be  removed,  an  operation  easily 
performed,  when  the  woman  would  for  ever  after  be  sterile."! 

*  "  Hwlgeras  de  I'Aiio  C«ntr«l«,"  Jo»tm»l  fExptruiui.    1843. 

I  Sec  parlicularl)-  Wienis.  Of4Ta.  lib.  iv..  cap.  xx. 

I  PtintiftnauiPnaitt  0/Oitletiuy.p.iSo    Ed.  bf  Th,  Caslle.    tendon.  :S34. 
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Dr.  Robert  Battey,  of  Rome,  Georgia,  generally  gets  the 
credit  of  having  been  the  origtnitlor  of  the  operation  as  it  stands 
in  modern  surgery.  In  1865  he  "conceived  the  idea  of  pro- 
ducing an  arti6cial  menopause  for  the  remedy  of  disease ; "  but 
he  did  not  publish  his  ideas  till  iH;2.  In  Februar>',  1872, 
Lawson  Tail  removed  with  complete  success  an  ovary  the  size 
of  a  pigeon's  egg,  which  contained  a  chronic  abscess.  This  he 
claims*  as  being  "  the  first  record  in  the  history  of  surgery  of 
the  removal  of  a  small  ovary  for  pain."  Encouraged  by  this 
success,  on  August  ist,  1872,  he  successfully  removed  both 
ovaries  for  the  purpose  ot  arresting  intractable  hemorrhage. I 
A  few  days  before  the  date  of  Tait's  second  operation,  Hcgar 
operated  on  his  first  case  with  fatal  result.  On  August  17th, 
1671,  Battey  jierfotmed  his  lirsi  operation,  which  was  successful, 
and  in  the  lollomng  month  he  published  it.  J 

In  discussing  the  history  of  the  operation,  it  may  be  objected 
(hat  Tait's  Qrst  operation  was  not  performed  with  the  aim  which 
Battey  proposed.  The  ovary  was  felt  enlarged  in  Douglas's 
pouch :  and  as  only  one  ovary  was  removed,  the  operation  was 
not  intended  to  "produce  an  artificial  menopause."  There  is 
no  suggestion  that  the  proceeding  was  the  fruit  of  any  precon- 
ceived theory :  it  was  a  local  operation  for  a  local  disease.  But 
who  shall  say  of  the  original  work  of  a  practical  man  that  it 
was  not  preceded  by  theory?  Tait's  second  case  was  un- 
doubtedly a  physiological  and  pathological  experiment;  in 
favour  of  its  probable  success  only  theoretical  reasons  could 
be  advanced.  Hcgar,  too,  must  have  independently  thought 
out  the  operation ;  it  has  certainly  been  his  fortune  materially  to 
influence  its  progress.  To  claim  a  priority  measured  by  days  or 
months  is  to  be  exact  at  the  expense  of  hberality  or  even  of 
justice;  the  time  was  ripe  for  the  operation,  and  three  inde- 
pendent workers — Battey,  Tait,  and  Hegar — may  be  permitted 
to  share  the  honour  of  introducing  It. 

*  Dis,  ef  OMTitt.  ^^]|  Ed  .  p.  3L4 
t  By  tome  inlitkko  Baticr  rccordi  this  caao  **  betnif  fattl,    Trtitt,  tnlmial,_ 
Mid.  Ctifiu.  vol,  iv.,  p.  3B7.     LmdcL,  iE$i. 
t  AlUuM  MM.  tnJ  Strg.  Jtntmal,  Sept.,  1871.  p.  311. 
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As  might  be  expected,  the  work  of  these  three  men  haa 
tended  to  run  in  different  directions.  Battey's  name  has  con- 
tinued to  be  associated  chicRy  with  the  operation  as  performed 
for  what  may  loosely  be  called  "■neuroses."  Tait's  name  is 
mainly  connected  with  inflammatory  diseases  of  tbe  tubes,  and 
his  influence  has  been  strongly  felt  in  the  substitution  of  opera- 
tion for  actual  disease  as  against  vague  nervc-syniptoms, 
Hegar,  again,  is  best  known  in  connection  with  the  operation 
for  uterine  myoma.  Trenholme,  in  January,  1876,  claims  to  have 
been  actually  the  first  to  remove  ovaries  for  bleeding  myoma  ; 
but  his  influence  has  not  been  so  great  as  that  of  others. 

The  practice  of  numerous  followers  in  the  footsteps  of  these 
pioneers  has  widened  the  range  of  the  operation,  at  the  same 
time  that  it  has  narrowed  down  its  indications.  Greater  exact- 
ittide  in  diagnosis,  and  increasing  knowledge  in  pathology, 
have  largely  replaced  functional  neuroses  by  palpable  disease. 
Except  for  uterine  myoma,  the  field  for  spaying,  properly  so- 
called,  is  being  greatly  narrowed ;  on  the  other  hand,  the  field 
for  the  removal  of  incurably  diseased  organs  is  being  immensely 
widened. 


The  Aim  of  tht  Operalion. — The  purpose  of  the  operation,  as 
enunciated  by  Baltcy,  was  "to  determine  the  change  of  life  for 
any  grave  disease  which  is  incurable  without  it,  and  which  is 
curable  with  it."  Though  this  definition  may  have  held  good 
for  his  own  operation  in  its  first  conception,  it  is  obviously 
imperfect  as  regards  the  operation  in  its  modem  development. 
In  foct,  a  complete  change  of  front  would  probably  cover  more 
cases ;  it  would  certainly  be  niorc  correct  to  say  that  removal  of 
tbe  uterine  appendages  is  performed  for  local  disease  in  the 
ovaries  or  tubes,  than  that  it  is  done  "  to  determine  the  change 
of  life."  But  the  operation  has  more  than  one  aim ;  the  defi- 
nition of  its  purpose  cannot  be  gathered  into  one  sentence.  It 
has  a  threefold  ]>urp03c:  (i)  to  remove  organs  incurably  dis- 
eased ;  (2)  to  check  or  modify  the  discharge  of  blood  from 
the  uterus;  and  (3)  to  completely  abrogate  the  process  of 
ovulation. 
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1.  Tbo  remova]  of  organs  incurably  diseased,  and  causing 
danger  to  life  or  serious  disablement,  Is,  undoubte<lly,  the  most 
justifiable  aim  of  ihe  operation.  Under  this  hud  wc  have  to 
deal  with  such  conditions  as  abscess  in  the  ovaries  or  tubes. 
Fallopian  pregnancy,  and  strangulated  ovarian  hernia  which 
cannot  be  reduced  ;  these  endanger  life:  also  with  the  various 
cystic  diseases  of  the  tubes,  the  more  chronic  and  sutuculc 
isflam  ma  lions  of  the  ovaries,  and  their  displacements;  these 
cause  disablement  in  varying  degrees. 

2.  It  may  be  necessary  to  check  bleeding  from  the  uterus, 
either  on  account  of  its  being  excessive  in  amount,  or  because 
its  dischaigc  is  attended  with  danger  or  great  pain.  Uterine 
myoma  is  the  chief  cause  of  metrorrhagia;  incurable  obstruc- 
tion in  the  \'agiaa  or  elsewhere  to  the  menstrual  flow  causes  both 
pain  and  danger;  and  certain  malformations  and  malpositions 
of  the  uterus  may  be  attended  with  so  much  pain  at  menstrual 
periods  as  to  render  life  a  sort  of  recutrcnt  martyrdom. 

3.  To  unscx  the  woman — the  aim  sought  when  castration  is 
spoken  of — is  the  least  definite  and  the  least  satisfactory  pur- 
pose  of  the  operation.  The  iU-dcfincd  class  of  so-called  reflex 
neuroses  is  not  here  specially  meant :  all,  or  at  least  the  great 
majority  of,  inflammatory  diseases  of  the  appendages  are  at- 
tended by  "reflux  neuroses."  Here  we  particularly  refer  to 
actual  actvc  diseases,  such  as  mania  or  epilepsy,  which  we 
have  reason  to  believe  are  either  caused  or  kept  up  by  the 
processes  attendant  on  ovulation. 

These  theoretical  "aims  for  operation"  will  be  put  into 
■ctual  concrete  and  positive  "  indications  "  when  the  diseased] 
conditions  are  specified  and  described.  But  with  the  purpose 
sought  we  must  reckon  the  result  achieved ;  and  this  result 
often  oversteps  the  purpose.  We  may  desire  to  put  a  slop  only 
lo  that  part  of  the  sexual  process  which  consists  in  the  dis> 
charge  of  blood  from  the  uterus,  whereas  the  actual  effect  of 
operation  is  to  strike  at  the  root  of  the  whole  function  of  ovula- 
tion and  destroy  it.  What  exactly  is  the  value  of  this  fier  tentra 
which  wc  have  to  reckon  with  ? 

Here  we  have  to  deal  with  sentiment  as  well  as  with  science. , 
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The  question  is  dragged  hither  and  thither  between  the  prac- 
tical enthusiasm  of  the  operating  surgeon  and  the  destructive 
criticism  of  the  arm-chair  theorist.  It  is  the  pride  and  glor^'  of 
abdominal  surgery  that  it  lives  and  thrives  upon  statistics;  and 
it  is,  perhaps,  true  that  some  men  ask  us  to  estimate  their  capa- 
city in  general  by  their  experience  in  detail.  This  is  a  fault, 
but  it  is  a  fault  in  the  right  direction-  And  here  the  legal 
raaxtm.  "  Ex  a6usH  non  arguiltir  in  uaim,"  holds  true.  The  evils 
produced  by  some  men  doing  too  much  will  never  be  counter- 
balanced by  other  men  doing  too  little. 

Practical  men  care  little  for  hne-spun  theories;  they  want  to 
get  their  patients  well.  If  objection  is  taken  to  the  operation 
on  the  ground  of  the  loss  of  sexual  feeling,  they  say  that  this  is 
a  petty  and  contemptible  thing  to  be  weighed  against  prolonged 
suflering.  If  loss  of  the  power  of  reproduction  is  the  com- 
plaint, this  is  a  weighty  reason, — one  in  which  those  first 
interested  must  have  the  last  word.  Put  to  the  patient  herself, 
or  to  her  husband,  these  objections — if  the  case  is  one  in  which 
operation  ought  ever  to  be  contemplated — are  usually  promptly 
and  summarily  dismissed.  And  when  the  actual  fact — that  the 
womanly  attributes  are  lost  no  more  after  the  artificial  than 
after  the  natural  menopause — is  home  in  mind,  the  objections 
have  still  less  weight.  In  most  cases,  child-beartng  was  either 
icnpossiblc  or  dangerous :  here  there  is  no  loss;  and,  in  many, 
d)'^areunia  is  changed  into  eupareunia :  here  there  is  a  gain. 
The  general  effects  of  the  operation  are  nowhere  better  ex- 
pressed than  by  Koeberl£,  as  translated  by  Barnes :  *  "  The 
subjects  may  be  regarded  as  women  who  have  suddenly  attained 
the  menopause.  The  affective  sentiments  remain  untouched. 
They  arc  no  longer  under  the  dominion  of  an  imperious  erotic 
want;  but  they  are  not  the  less  good,  loving  towards  relatives 
and  husband.  The  genital  organs  remain  excitable;  the  cha- 
racter becomes  gentler,  less  irascible;  the  breasts  do  not 
atrophy ;  the  lono  and  voice  ate  unaltered."  In  one  sentence, 
the  change  is  one  from  active  uxoriousness  to  staid,  gentle 
matronltness.     There  is  nothing  very  repulsive  in  this.     Here, 

*  "On  Hernia  of  the  Ovxr)-,"  Am.  Jeitrm.  Obsltl..  JiUinnry,  iSSj,  p.  u. 


176  RBMOVAL  OF  THE  UTERINE  APPENDAGES. 

SO  far,  the  matter  may  rest.     The  clcfiaite  results  for  the  definite 
diseases  will  be  indicated  further  on. 

Considerations  that  ought  to  have  at  least  as  much  weight 
as  the  ethical  or  sentimental  ones  just  mentioned  are,  firstly,  the 
danger  of  the  operation  itself,  and,  secondly,  the  not  absolute 
certainly  as  to  permanent  cure  among  cases  that  recover.  The 
average  operator  caunot  count  upon  a  mortality  of  less  than 
8  per  cent. ;  and,  as  results  go,  he  may  expect  a  perfect  cure  in 
no  more  than  go  per  cent,  of  all  the  cases  that  recover  from  the 
operation.  These  are  grave  facts  to  be  dea^lt  with  In  an  opera- 
tion not  always  intended  to  save  life.  The  patient  may  be 
suficring  a  prolonged  martyrdom;  but  a  surgical  operation  which  | 
does  not  bring  cure  is  scarcely  a  Tespiie,  and  death  is  a  terrible 
penalty  to  pay  for  relief.  On  these  grounds  wc  ought  to  be  as- 
Bured,  in  the  first  place,  that  there  is  a  clear  case  for  operation ; 
and,  in  the  second  place,  that  the  full  ratio  of  probability  of 
favourable  result  l>elongs  to  the  case  under  cotistileration. 


CONDITIONS  IKDICATINC  OPBRATION. 

The  disease — the  extent  of  it  and  the  symptoms  which 
it  produces — is  the  final  criterion  as  to  operative  interference. 
It  serves  no  good  scientific  purpose  to  describe  a  symptom 
as  a  cause  of  operation  ;  it  is  unfortunate  that  so  many 
operations  are  recorded  as  being  for  ovaralgia.  dysroenorrhtca, 
and  such  like.  The  evil  has  not  been  diminished  by  the 
recent  appearance  of  certain  valunbic  i>apcrs  in  German 
periodicals,  entitled  "  Castration  for  Neurosis,"  In  most  of 
the  cases  descritwd  pain  was  the  only  neurosis,  and  in  most 
of  them  also  there  was  actual  disease  in  the  appendages. 
It  is  just  as  scientific  to  speak  of  excision  of  the  hip  for  rellex 
pain  in  the  knee,  as  of  excision  of  the  appendages  for  reflex 
pain  in  the  hack.  Wherever  it  is  possible  the  disease  ought  to 
be  quoted  as  the  cause  for  operation,  and  not  the  s>'mptomB  of 
it.  In  a  small  and  diminishing  class  of  cases  a  profound  neu- 
rosis, mania  or  epilepsy,  may,  under  very  special  restrictions, 
be  quoted  as  an  indication  to  operation.   Yet  even  in  these,  with 
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a  curious  frequcDcy,  disease  of  the  organs  is  found  at  operation. 
For  the  rest,  the  disease  will  be  spoken  of  as  the  indication  for 
operation.  Thus,  instead  of  speaking  of  removal  of  the  ap- 
pendages for  ovaralgia,  dysmenorrhcea,  or  monorrhagia,  we 
speak  of  the  operation  as  being  for  ovaritis,  pyosalpinx,  or 
myoma.  With  this  view  the  indications  for  operation  may  in 
skeleton  outline  be  presented  as  follows :   , 

A — The  Appendages. 
(i)  The  Ovarits. 

{a)  Inflammation — acute,  chronic,  and  suppurat  ve 
(abscess). 

(b)  Displacement  (prolapse,  hernia). 

(c)  Cirrhotic  and  cystic  ovaries. 

(s)  Tkt  FdUpian  Tuhet. 

(it)  Inflammation — Salpingitis. 
(J>)  Pyosalpinx. 

(c)  Hsmatosalpinx. 
{i)  Hydrosalpinx. 
(«)  Fallopian  pregnancy. 

B — Tub  Utukus. 

(d)  Uterine  myoma, 
(i)  Errors  of  development — absence  or  mal-develop- 

ment  of  uterus  with  menstrual  molimen. 

{«)  Incurable  displacements  with  severe  nerve-symp- 
toms. 

(i^  Insuperable  obstruction  to  menstrual  flow  (may 
reud«  in  vagina). 

C — ^Thb  Nervous  Systkm. 

(d)  Mania;  puerperal  mania,  meostro-mania,  nympho- 

mania,  &c. 
(fr)  Epilepsy ;    hystcro-cptlcpsy,  convulsions,  cramps, 

dancing  fits,  &c. 
(c)   Hysteria. 

It  need  scarcely  be  pointed  out  that  the  mere  existence  of 
any  of  these  abnormal  conditions  is  (n-ith  possible  exceptions  in 
the  case  of  three  or  four  of  them)  no  indication  for  operation. 
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The  essential  concomitants  of  these  diseases  must  be  of  a  grave 
future — there  must  be  danger  of  life  or  senous  impairment  of 
health — before  operation  is  contemplated.  With  this  prelimi- 
nary and  comprehensive  proviso  we  may  proceed  to  consider 
the  indications  in   detail. 


Ovaritis,  Oophoritis,  iHfiAmmaiiMi  cf  the  Ovaritt. — The  chronic 
form  of  ovaritis  arising  from  excessive  functional  activity,  which 
is  found  in  prostitutes,  rarely  calls  for  operation.  So  also  those 
temporary  acute  congestions,  as  obscure  in  origin  as  they  are  in 
pathology,  require  no  notice.  The  majority  of  cases  lequiriitg 
operation  have  their  origin  in  gonorrhoea.  Septic  matter  may 
be  carried  along  the  tubes  to  the  ovaries  by  puerperal  inflam* 
mation  in  the  uterus,  and  there  is  no  doubt  that  a  septic  catarrh 
of  the  endometrium  set  up  by  traumatism,  as  from  the  sound  or 
tangle  tent,  may  also  be  a  cause.  The  exanthematic  fevers  and 
acute  rheumatism  sometimes  beget  a  form  of  ovuritis  whicli  is 
attended  with  troublesome  symptoms.  Cases  following  septic 
inflammations  at  childbirth  always  pursue  a  rapid  course  and 
eventuate  in  abscess,  which  may  be  rapidly  or  even  suddenly 
fatal,  or  may  pursue  a  more  chronic  course,  bursting  into  one  or 
other  of  the  neighbouring  hollow  organs.  Following  gonorrhcea, 
or  ^mple  traumatism,  or  any  of  the  exanthemata,  ovaritis  is 
liable  to  become  very  chronic,  and  here  indications  to  operate 
are  roost  frequent  and  most  legitimate. 

In  such  cases  the  local  signs  may  be  marked  enough,  but 
urgency  is  usually  bespoken  by  the  reflex  or  the  functional 
symptoms.  The  ovary  is  exquisitely  tender  to  all  mechanical 
disturbance,  when  the  patient  stands  or  moves  quickly,  and 
it  drags  on  its  ligaments  or  is  jerked;  and  when  it  is  pressed 
tipon  by  the  fingers  through  vagina  or  parictcs.  Engorgement 
at  the  menstrual  period  aggravates  the  pain.  In  the  intervals 
also  it  causes  pain,  local  on  various  provocations,  and  outlying 
and  reflex  in  the  groins,  in  the  back,  down  the  thigh,  in  the 
hj-pochondrium,  and  elsewhere.  Almost  €ver>'  known  form  of 
functional  sexual  derangement  may  be  associated  with  ovaritis— 
dysmeaorrhcea,  menorrhagia,  amenorrheca. 
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Some  weight  must  be  giv«s  to  the  physical  signs.  An 
ui6amed  ovary  has  a  tendency  to  fdl  downwards  into  Douglas's 
pouch  and  to  become  fixed  there.  Here  it  may  be  (clc  exquisitely 
tender,  and  sometimes  causing  a  peculiar  feeling  of  nausea  on 
being  pressed  upon.  !n  this  situation  it  may  readily  be  mistaken 
for  the  fundus  of  a  retrovertcd  uterus.  A  skilled  diagnostician 
will  at  once  recognise  the  shape  and  consistency  of  the  ovary; 
he  may  even  palpate  its  ligaments,  and  with  a  high  degree 
of  probabihty  diagnose  the  presence  of  fluid  or  cysts  in  its 
substance.  In  thin  patients  the  unprolapsed  ovary  may 
be  palpated  between  the  fingers  in  the  vagina  and  on  tho 
parictcs. 

In  a  case  diagnosed  as  chronic  ovaritis,  from  whatever  cause 
arising,  if  remedial  treatment  has  bad  a  ftiH  and  fair  trial,  and 
if  the  patient's  health  is  being  undennined  by  the  constant  pain 
and  other  accompaniments,  operation  may  be  recommended. 
If  abscess  exists,  life  is  endangered  and  operation  is  imperative. 
In  the  former  case  the  indication  follows  on  the  gravity  of  the 
symptoms :  in  the  latter,  the  indication  is  positive  and  absolute 
on  the  existence  of  the  disease. 


Disphetmenlt  of  tht  Ovary — Htmia ;  Protapu. — Among  the  firpt, 
if  not  actually  the  first,  oophorectomies  for  a  beneficent  pur- 
pose were  one  for  luntta  of  the  ovaries  through  a  wound,  and  one 
for  hernia  into  the  inguinal  canal.  Hernia  in  itself  is  not  an 
indication  for  operation.  The  herniated  organs  must  be  irre- 
ducible or  the  source  of  great  pain,  or  the  seat  of  some  form  of 
degenerative  or  inflammatory  disease,  before  operation  is  con- 
templated. A  traumatic  hernia  following  strain  or  parturition 
is  not  so  likely  to  be  attended  with  troublesome  symptoms  as  a 
congenital  hernia.  The  latter  variety  is  twice  as  frequent  as 
the  former,  and  is  usually  not  of  so  simple  a  nature.  Congenital 
hernia  always  contains  lube  as  well  as  ovary;  not  infrequently 
it  is  associated  with  uterus  bicorms,  and  one  horn  of  the  uterus 
occasionally  follows  the  appendanges  into  the  hernial  sac ;  also 
tmder- developed  uterus,  with  its  accompanying  symptoms  of 
aggravated   molimina,  may  complicate  the  condition.     In  at 

13* 


ISO 


RE3/0V.1L  OF  THE  (/TERniE  APPENDAGES. 


least  six  cases  complete  absence  of  the  uterus  has  been  noted 
as  accompanying  inguinal  ovarian  hemta. 

The  diagnosis  is  not  often  ditEciill.  The  characteristic  size 
and  sliape,  the  sensations  upon  pressure,  the  increase  in  size  at 
the  menstrual  periods,  and  the  frequent  association  with  mal- 
formations of  the  uterus,  form  a  combination  which  can  scarcely 
be  imitRied  by  any  other  condition,  A  sign  of  importance,  where 
it  can  be  elicited,  is  an  associated  movement  with  lateral  dis- 
placement of  the  uterus. 

The  tumour  increases  in  size  at  the  periods,  and  becomes 
more  tender.  Then  the  symptoms  may  mimic  those  of  strangu- 
lated hernia.  Aclual  strangulation  may  take  place,  and  then 
operation  is  imperative.  So  also  if  extra- uterine  pr^nancy 
takes  place  in  the  sac,  an  occurrence  of  curious  frequency, 
operation  is  indicated.  And  any  degenerative  or  novel  develop- 
ment in  its  tissue,  cystic  or  glandular,  demands  operation. 
Otherwise  Uie  indications  rest  upon  its  resistance  to  palliative 
measures,  its  irreducibility,  and  the  urgency  of  the  symptoms 
which  it  produces. 

Prolapu  of  ikt  warits  is  a  condition  by  no  means  always 
demanding;  surgical  interference;  it  is  often  accidentally  dis- 
covered during  examinations  for  other  purposes.  Symptoms  of 
urgency  arc  produced  only  when  they  become  inflamed  or  are 
bound  down  by  adhesions.  The  existence  of  adhesions  between 
molHle  abdominal  organs  as  a  cause  of  pain,  or  other  abnormal 
qrmptoms  which  may  be  of  grave  import,  has  probably  not 
received  the  attention  which  it  deserves;  in  the  case  of  ihc 
ovary,  from  the  nature  of  the  organ,  it  is  certain  that  this 
condition  is  peculiarly  liable  to  breed  trouble.  Adhesions  in 
Douglas's  pouch  arc  most  common,  but  they  may  be  attached  to 
almost  any  part  of  the  intestinal  or  pelvic  peritoneum.  I  have 
successfully  operated  upon  a  case  where  the  left  ovary  was 
closely  adherent  on  one  side  to  the  sigmoid  flexure,  and  on  the 
other  to  the  tip  of  the  vermiform  appendix.  The  ovary  being 
dragged  upon  l>etwecn  these  restless  org.-«ns,  it  was  not  surprising 
that  acute  s\*mptoms  of  ovarian  irritation  were  produced.  Some- 
times mere  prolapse  started  by  congestion  may  be  continued  by 
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a  sort  of  strangulation  of  the  Mood  supply;  in  such  cases  oper- 
ntion  may  be  required,  though  no  adhesions  exist  O6phoiraphy, 
or  fixation  of  the  ovary  by  a  special  proceeding,  has  been 
devised  to  meet  this  condition ;  the  value  of  it  has  yet  to 
be  decided.  The  left  ovary  is  more  frequently  prolapsed 
than  the  right,  probably  because  it  is  more  liable  to  become 
congested  on  account  of  the  left  ovarian  vein  having  no 
valve. 


Cystic  and  Cirrhotit  Ovaries. — Though  it  is  probable  that  small 
cystic  ovaries  have  their  origin  in  chronic  inflammation,  and  it 
is  almost  certain  that  cirrhosis  or  iibroid  thickening  of  the 
ovarie.t  claims  this  cause,  yet  in  actual  practice  the  condition  is 
not  found  to  be  inflammatory.  In  the  cystic  ovary  the  disease 
is  not  that  of  ordinary  cystoma — a  glandular  new  growth,  but 
simply  a  distension  of  follicles  in  the  thickened  and  contracted 
stroma.  In  true  cirrhosis  [he  gland  tissue  is  replaced,  in  whole 
or  in  great  part,  by  fibrous  material;  the  surface  is  puckered 
and  scarred,  and  the  size  of  the  organ  is  diminislted.  It  would 
.seem  that  one  termination  of  the  ovaritis  found  after  the  ex- 
anthemata, especially  after  scarlet  fever,  is  in  this  cirrhotic 
atrophy  with  follicular  distension.  The  pathology  of  this 
condition  is  still  but  ill  understood. 

It  is  a  clinical  fact  that  small  cystic  ovaries  are  often 
attended  with  profuse  and  uncontrollable  mcnorrhagia.  On 
the  other  hand,  pure  cirrhotic  atrophy  may  be  accompanied  by 
amenorrhtca,  though  the  molimina  may  be  excessively  severe. 
In  many  all  the  varied  and  shifting  symptoms  of  deranged 
sexual  function  are  present  in  their  most  aggravated  forms. 
And  in  such — partly,  no  doubt,  because  local  disease  cannot  be 
physically  made  out — ovarian  neuroses  are  abundantly  called  in 
to  justify  operation.  Taking  Schmalfuss's  statistics  of  Hegar's 
operations  as  fairly  representative,  quite  one-half  of  tlie  so-called 
functional  neuroses  own  such  parenchymatous  changes  in  the 
ovaries  as  causes. 

These  cases  run  a  very  prolonged  course ;  they  are  peculiarly 
resistant  to  palliative  measures,  and  the  reflex  disturbances  arc 
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liable  to  be  marked  and  numerous.  If  the  patient  cannot  put 
up  with  her  troubles,  and  the  iiieuopause  is  not  near,  operation 
may  be  performed :  it  is  the  only  cure. 


Diuaxs  of  iSu  FaHapian  Tuba. — Half  a  century  ago,  diseases 
of  the  Fallo]Man  tut>es  were  well  described  by  more  than  one 
vriler;*  but  so  completely  had  all  knowledge  of  them  dropped 
out  of  mind,  that  when,  a  little  while  ago,  a  distinguished  pro- 
vincial surgeon  published  results  of  operations  for  such  diseases, 
an  equally  distinguished  mctropolit-in  broth<u-  expressed  a  some- 
what emphatic  disbelief,  not  only  in  the  operation,  but  in  the 
diseases  as  well.  It  betokened  an  extraordinary,  and  almost 
discreditable,  ignorance  of  the  work  of  our  predecessors  that 
Tait  found  it  necessary  to  send  far  and  near  specimens  of  these 
diseases,  in  order  to  establish  a  belief  in  their  reality.  It  is  well 
enough  known  now  that  diseases  of  the  oviducts  are  a  prolific 
cause  of  serious  functional  disturbances,  and  that  they  may  even 
cause  death.  The  difficulties  arc  now  not  so  much  theoretical 
as  practical:  how  to  diagnose  them,  and  how  best  to  treat 
them ;  when  palliative  measures  may  be  persevered  in,  and 
when  operation  becomes  necessary. 

Clinically,  it  is  impossible  to  separate  simple  salpingitis  from 
hematosalpinx  and  pyosalpinx.  The  last  two  may,  in  iact,  be 
con»dered  as  varieties  of  the  first.  When  the  septic  inflam- 
mation reaches  the  limbrije,  it  binds  them  together  and  to  the 
ovaries,  sealing  up  the  opening.  The  opening  into  the  uterus  is 
either  closed  or  too  small  to  permit  exit  to  all  the  fluid ;  thus  we 
have  catarrhal  inflammation  in  a  closed  sac,  the  mucous  lining 
of  which  bleeds  every  month.  While  the  peritoneal  covering 
exhibits  the  usual  changes  consequent  on  inflammations  of 
serous  suttees,  the  cavity  may  contitin  blood  or  pus  or  a  mtx* 
ture  of  both.  The  amount  of  the  blood  or  pus  contained  in 
the  tube  varies  greatly.  Sometimes  it  may  be  less  than  a 
drachm :  collections  of  blood  rarely  exceed  an  ounce.     I  have 

'  In  Dckkcr's  EteretUtloiui  PriutKj,  pubtiihcd  at  Lcfdcn  in  i6gj.  Ibcre  is 
a  dcacription  of  a  cmc  of  FBllopian  diitM«!on,  with  a  highly  anisiic  drawing 
of  tbe  Mate  of  pans  fonnd  after  death. 
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removed  a  Fallopian  abscess  which  contained  more  than  a  pint 
of  putrid  pus  along  with  a  considerable  amount  of  gas. 

Most  cases  of  salpingitis  are  scplic,  the  result  of  inflam- 
mations of  the  enilometnum,  gonorrlraal  or  puerperal.  Some 
CMttS  originate  in  Icucorrhoca,  and  in  such  Wylie  tells  us  he 
has.  by  squeezing  the  tubes,  made  the  pus  flow  into  the  uterus 
aod  appear  in  the  vagina.  A  few  are  caused  by  syphilis ;  sonic 
are  tubercular.  Sdnger  has  found  actinomycosis  as  a  cause  of 
suppuration. 

Martin*  of  Berlin  has  made  an  elaborate  study  of  tubal 
disease  from  a  collection  of  387  cases.  The  great  majority  (230) 
were  married;  113  were  barren;  61  had  aborted  once  or 
oftcDcr.  The  causes  were,  in  147  cases,  acute  or  chronic  en- 
dometritis; in  70,  puerperal  inflammations;  in  55,  gonorrhoea; 
in  3,  syphilis;  iLud  in  10,  tubercle.  Tubal  inflamni;ttion.t  Martin 
divides  into  Salpingitis  Catarrhalis,  where  there  is  infiltration 
into  the  mucous  membrane;  Salpingitis  Inteistitialis,  where  the 
muscular  coat  is  involved;  and  Salpingitis  Fotlicularis,  where 
pouches  arc  formed  on  the  surface  of  the  mucous  membrane. 
The  whole  question  of  gonorrhceal  inflammation  in  its  bearing 
on  tubal  disease  has  been  treated  in  a  masterly  and  almost 
exhaustive  manner  by  Sinclair  of  Manchcster,f  and  to  his  paper 
1  must  refer  my  readers. 

An  inflamed  and  engorged  or  distended  tube  usually  falls 
downward.*)  into  Douglas's  pouch,  and  becomes  more  or  less 
intimately  adherent  there.  By  the  vagina  it  may  be  felt  as  a 
moderately  soft,  bo^gy,  irregularly  rounded  tumour,  not  unlike 
the  fundus  of  a  retroverled  uterus.  It  is  exquisitely  tender  to 
the  touch,  causing  dyspareunia,  and  cannot  readily  be  pushed 
upwards.  Attacks  of  pelvic  pain,  greatly  increased  at  the 
periods,  but  aggravated  at  other  times  with  or  without  provo. 
cation,  accompany  the  complaint.  Menstruation  is  litfiil  and 
im^lar,  usually  increased  but  sometimes  diminished  in  flow. 
Each  period,  in  hacmatosalpinx,  adds  to  the  danger  as  well  as 
to  the  pain.  Most  cases  occur  in  married  women,  and,  according 
to  Tail,  *'  a  very  freciuent  feature  in  the  history  of  the  cases  was 
*  Ztiathr./.Oiimrl.XUl..ii.      1  A/Af.  CArm..  Auf..  S«pi..  Oct,.  1SS7. 
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found  to  be  that  they  had  one  child,  and  after  that  were  never 
free  from  pain  til)  relieved  by  the  operation." 

In  every  case  of  true  and  persistent  salpingitis  operation  itt 
indicated.  With  judicious  treatment  and  rest,  mild  cases  may 
get  well ;  but  when  the  ends  of  the  tubes  are  blocked,  and  they 
contain  pus  or  blood,  removal  gives  the  only  chance  of  relief. 
It  must  not  be  forgotten,  as  an  indication  to  operate,  that  there 
is  real  danger  to  life  in  septic  inflammations  of  the  Fallopian 
tubes. 

Hydrosalpinx  is  a  milder  affair,  and  may  be  attended  with 
very  few  symptoms.  In  many  cases  it  is  simply  a  retention 
cyst  in  a  functionally  inert  duct  containing  clear  fluid ;  in  others, 
epitlicliiil  debtij  or  pus,  sometimes  mixed  with  blood,  is  found. 
Thccausc  of  the  occlusion  being  usually  inflammation  extending 
from  the  uterus,  both  tubes  are  often  found  blocked.  In  a  case 
on  which  1  operated,  one  lube  contained  several  ounces  of 
clear  fluid ;  the  other  contained  a.  fluid  so  thick  with  flakes  of 
cholesterine,  that  it  looked  like  molten  silver  when  poured  from 
one  vessel  into  another. 

The  diagnosis  is  physical.  A  sausage-shaped  or  tortuous 
cyst  in  the  retro-uterine  space,  with  symptoms  of  disturbed 
»exual  functions,  wor&l  »t  the  jieriods,  and  less  severe  than 
in  acute  salpingitis,  suggest  the  disease. 

As  to  operation,  hydrosalpinx  is  said — I  believe  on  insufficient 
grounds — sometimes  to  last  ii  lifetime,  producing  no  symptoms 
and  causing  no  harm.  In  many  cases  the  symptoms  are  so 
severe  as  to  demand  operation;  in  all  operation  is  advisable. 
The  disease  will  not  impro%'e ;  from  accidental  or  other  causes 
the  sac  may  suppurate  and  burst,  and  so  endanger  life. 

The  death-rate  in  274  cases  of  operation  for  diseases  of  the 
tubes,  collected  by  Scblesinger,  was  found  to  be  8.7G  per  cent.  Of 
these,  30  operations  were  said  to  have  been  for  cancer  of  the  tubes 
(note  that  Martin  docs  not  mention  a  single  case  of  this  disease) ; 
115  lor  pyosaJpinx  ;  46  for  hydrosalpinx;  ig  for  ha:ntatosalpinx ; 
45  (or  salpingitis ;  7  for  tuberculosis ;  and  23  for  papilloma. 
This  list  must  be  very  far  from  complete ;  the  operation  has 
been  performed  in  Great  Uritain  alone  more  than  400  times.    I 
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doubt  also  whether  Ihc  proportions  of  the  varieties  of  diseased 
onditions  would  be  found  to  hold  good  over  a  greater  nitmber 
of  cases.  The  general  monalitj'  is,  however,  probably  near  the 
truth;  if  anything,  rather  favourable  than  otherwise.  Special 
mortality  in  the  han<ls  of  a  few  operators,  covering  nearly  300 
operations,  would  be  found  considerably  under  5  per  cent. 

Fallopian  Pregnancy. — Most  men  are  now  agreed  as  to  the 
truth  of  Taifs  opinion,  that  all  examples  of  extra-uterine  gesta- 
tion are  in  the  beginning  either  wholly  or  partially  Fallopian. 
The  risks  of  rupture  before  the  fourth  month  are  very  great; 
and  danger  to  life  has  by  no  means  passed  when  the  ovum  is 
killed  by  electricity  or  otherwise. 

I  hold  strongly  to  the  belief  that  as  soon  as  an  extra-uterine 
pregnancy  has  been  diagnosed,  operation  ought  to  be  performed. 
Though  Thomas  and  others  claim  to  have  diagnosed  the  condi- 
tion before  rupture  (and  their  diagnosis  has  in  several  cases 
been  verified  by  subsequent  events,  not  alwaj-s  favourable 
lo  the  patient  however),  it  is  unfortunately  the  case  that  the  first 
agn  of  it  usually  appears  at  rupture,  when  the  woman  is 
dangerously  ill  from  intra-abdominal  bleeding  and  sliock.  In 
such  an  event  it  would  be  a  surgical  crime  to  let  the  patient  die 
without  an  attempt  at  relief.  But  under  all  circumstances,  the 
safety  of  the  patient,  immediate  as  well  as  remote,  is  best 
consulted  by  removing  the  ovum  with  the  tube  at  the  earliest 
possible  period.  According  to  Parry,  the  mortality  of  c-xlra- 
utcrioc  pregnancy  is  67.2  per  cent. ;  early  operation  in  competent 
hands  would  certainly  give  a  death-rate  of  not  more  than  6  per 
cent.  In  the  hands  of  Tait,  whose  operations  have  all  been  at 
the  time  of  rupture,  the  mortality  has  been  very  tittle  greater 
than  this.  In  America,  where  electricity  is  in  vogue  for  these 
cases,  the  successes  claimed  rest  on  doubtful  du-ignoses,  and 
even  then  they  do  not  equal  those  after  operation. 


CoHdilicm  mainly  Utirtiu, — Of  these,  the  condition  requiring 
operation  mu!(t  fretjuenlly  is  myoma,  or  uterine  fibroid.  The 
exact  position  of  the  operation  for  uterine  myoma  is  not  yet 
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fixed.  Il  has  been  much  discussed  and  written  about  at  meetings 
and  in  journxls ;  and  the  general  outcome  of  the  discussion  has 
been  that  cause  for  interference  resides,  not  so  much  in  the 
tumour  itself,  its  size  or  situation,  as  upon  the  symptoms  it 
produces. 

Ultrine  myama  hast  many  phases.  We  find  it  frequently  in 
p03t*mortem  examinationsof  patients  who  have  died  of  something 
else,  and  in  whom  it  produced  slight  or  no  symptoms  during  life. 
We  find  it  of  moderate  size  in  young  women,  wheie  it  causes 
excessive  metrorrhagia,  completely  or  partially  disabling  them. 
And  most  frequently  of  all  it  is  met  with  in  women  near  the 
menopause,  as  a  large  slow-growing  mass,  prolongin);  the  periods 
and  causing  excessive  How,  but  not  endangering  life  or  causing 
much  disablement.  Lastly,  wc  have  a  class  in  which  the  tumour 
goes  on  growing  till  it  reaches  dimensions  so  great  as  to  inlerfera 
with  the  vital  processes.  The  rapidly  growing  cedematous 
myoma  of  Tait  deserves  special  mention.  These  groupings 
may  be  modified  and  interchanged  in  numerous  ways;  tbey 
broadly  represent  the  conditions  as  most  frequently  met  with, 
and  that  is  all. 

It  is  impossible,  without  fully  entering  into  the  whole  ques- 
tion of  the  trealmciil  of  uterine  myoma,  to  discuss  the  pros  and 
cons  of  removal  of  the  uterine  appendages  for  it.  The  treatment 
Kas  its  origin  in  a  vtra  tausa — the  atrophy  of  such  growths  with 
the  natural  atrophy,  at  the  menopause,  of  the  reproductive 
glands.  By  removal  of  the  central  glands  wc  seek  to  produce 
atrophy  of  the  organs  whose  functions  arc  dependent  on  these 
glands.  The  results  have  been  encouraging,  and  the  operation 
is  received  with  growing  favour.  Even  in  the  hands  of  such 
skilled  hystercctomists  as  Keith,  Thornton,  and  Uantock,  re- 
moval of  the  appendages  is  a  favourite  operation.  Tait  has 
always  been  its  chief  advocate  in  this  country. 

The  indications  for  removal  of  the  appendages  cannot  easily 
be  laid  down  in  general  terms.     The  leading  indications  are 
hemorrhage  and  rapidity  of  growth.    Circumstances  of  weight 
are   the   age   and  condition   of   the  patient   and   the   size   of] 
the  tumour.       In  large  tumours  it  is  difiicult,  and  sometime* 
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impossible,  to  remove  the  appendages.  If  the  patient  is  near 
the  menopause,  we  may  temporise,  using  the  ordinary  remedial 
measures;  if  the  patient  is  under  thirty-five,  we  must  take  into 
account  the  past  history  of  the  growth  as  to  rapidity  of  enlarge- 
ment and  amount  of  haemorrhage,  and  try  to  forecast  the 
probable  risks  of  leaving  it.  If  the  patient  is  married,  the  risks 
are  increased  from  pregnancy.  If  she  is  in  poor  circumstances, 
forced  to  earn  her  living,  operation  may  be  indicated;  while  in  a 
well-to-do  patient,  to  whom  chronic  invalidism  is  not  an  unmiti- 
gated evil,  it  may  not  be  indicated.  With  the  al>o%'e  reser\'aHons, 
free  bleeding,  which  cannot  be  controlled  by  ordinary  means,  is 
the  leading  indication  for  operative  interference.  If  a  growth 
of  small  size  is  growing  rapidly  and  producing  sjmploms  of  its 
presence  other  than  bleeding,  and  if  the  woman  is  some  way  off 
the  menopause,  we  may  interfere.  And,  finally,  the  possible 
effects  of  Apostoli's  method  of  applying  electricity  must  be 
taken  into  account. 

The  general  mortality  of  the  operation  for  myomata  is  some- 
where near  ten  per  cent.  In  the  hands  of  individual  operators 
it  is,  however,  less.  As  to  the  results,  we  may,  in  every  thirteen 
cases  of  recovery  after  operation,  reckon  upon  complete  cure — 
M.  shrinking  of  the  tumour  and  menopause — in  ten  cases; 
improvement  in  two;  and  failure  in  only  one.  But  these 
results,  with  increasing  care  and  judgment  in  the  selection  of 
cases  and  the  period  of  operation,  will  no  doubt  improve.  If 
cases  of  uterine  myoma  are  kept  under  close  and  constant 
observation,  and  treated  by  removal  of  the  appendages  suffi- 
ciently early,  the  field  of  hysterectomy  for  this  disease  will 
become  greatly  diminished. 


Certain  congenital  anomalies  and  itftds  in  tht  ulens,  as.sociated 
with  a  normal  development  of  the  appendages,  may  be  attended 
with  moliminal  disturbances  so  severe  as  to  justify  operation. 
These  are:  complete  absence  of  the  uterus;  embryonic,  fcctal 
or  infantile  utcnis;  the  so-called  "uterus  pubescens."  In  these 
the  menstrual  functions  subsidiarj-  to  welldevcloped  tubes  and 
ovaries  cannot  be  properly  discharged.     There  is,  not  retention, 
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but  a  complete  absence  or  imperfect  establishment  of  the 
menMrtinl  flow.  The  uterus  is  overburdened  by  its  ovaries 
and  tubes,  so  to  speak,  and  at  the  periods  of  menstruation  it 
gives  no  relief  to  their  engorgement  by  bleeding.  The  moli- 
minal  pains  in  such  cases  are  often  very  severe,  confining  the 
patient  to  bod,  driving  nway  sleep,  and  requiring  tlie  adminis- 
liation  of  opium  or  even  chloroform.  In  the  intervals  there 
may  be  comparative  ease ;  but  frequently  the  pain  spreads  over 
these  intervals  as  well,  and  the  patient  becomes  broken  down 
in  health  and  glides  into  chronic  invalidism.  It  ts  often  pos- 
sible in  such  cases  to  detect  the  ovaries  enlarged,  prolapsed,  and 
tender,  and  the  tubes  arc  sometimes  abnonnally  large  as  well. 

The  operation  is  sometimes  performed  for  iiaitrabU  Jitpiace- 
iwfff J  of  tlu  HUns  when  the  symptoms  arc  severe  and  irremediable. 
Retroversion  and  retroflexion,  where  the  uterus  has  become 
adhcient  in  its  abnormal  position,  is  the  most  frequent  con- 
dition. The  uterus  ts  enlarged  and  lender,  free  bleeding  takes 
place  at  the  periods,  pessaries  are  cither  useless  or  unbearable, 
or  both,  and  other  local  measures,  after  prolonged  trial,  prove 
ineffectual.  The  patient  is  a  chronic  invalid,  probably  confined 
to  bed  or  couch,  and  there  is  no  prospect  of  cure.  Id  such  an 
extreme  case  removal  of  the  uterine  appendages,  causing  atrophy 
of  the  uteius,  affords  the  only  chance  of  cure. 

jHSwp4nhl4  obstmctioH  lo  th*  fiow  tf  tkt  mtnttmal  fiuid  is  some- 
limes  an  indication  for  removal  of  the  appendages.  In  such 
cases  there  is  extreme  pain  at  the  periods,  and  sometimes, 
according  to  Battey  and  others,  even  danger  to  life.  Injuries 
during  labour,  such  as  extreme  cicatricial  contraction  of  the 
vagina,  and  destruction  with  occlusion  of  the  lower  part  of  the 
uterus,  arc  the  most  frequent  causes.  Congenital  imperforate 
uterus  is  another  cause. 

The  operation  in  mama  has  an  extremely  limited  range. 
The  proposal  of  Goodcll  to  remove  the  ovaries  from  all  female 
lunatics  who  have  abnormal  sexual  propensities  cannot  be 
regarded  aerioutly.  any  more  than  we  should  regard  castration 
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under  similar  circumstances  in  the  male.  Certain  cases  of 
mania,  in  which  the  attacks  come  on  solely  or  chiefly  at  the 
periocis,  and  in  which  a  sexual  element  strongly  predominates, 
might,  tjndcr  very  special  restrictions,  be  properly  treated  by 
removal  of  the  appendages.  In  puerperal  mania,  particularly 
if  the  disease  has  recurred  after  a  second  confinement,  the 
removal  of  portions  of  the  Fallopian  tubi^  to  prevent  future 
pregnancy  rather  than  complete  removal  of  the  appendages  is 
indicated.  For  nymphomania  the  position  of  the  operation  is 
less  assured.  The  operation  has  been  performed  for  confirined 
muturbation ;  but  for  this  purpose  it  does  not  appeal  strongly 
to  the  sympathies  of  the  surgeon.  Indeed,  as  the  operation 
may  not  remove  sexual  feelings,  it  may  not  cure  the  habit. 

In  true  epilepsy,  the  operation  has  not  been  attended  with 
very  favourable  results.  A  few  cases  of  recovery  are  recorded, 
but  the  accounts  of  these  do  not  leave  it  certain  whether  the 
disease  was  true  epilepsy  or  not.  It  is  not  sufficient  to  justify 
operation  that  the  fits  are  worse  or  more  numerous  at  the 
mtnstrual  periods;  this  is  true  in  many  examples  of  confirmed 
epilepsy.  Before  operation  is  thought  of,  there  must  be  a  very 
Strong  presumption  that  the  disease  had  its  origin  in  perturbed 
sexual  function,  and  the  disease  must  not  be  so  far  advanced 
as  to  preclude  the  probability  of  cure.  Actual  disease  in  the 
appendages  is  an  indication  for  operation. 

In  hyiteroepiUpiy  there  is,  undoubtedly,  a  fair  and  promising 
field  for  operation.  But  here,  also,  the  mere  existence  of  the 
disease  does  not  indicate  operation.  Clear  and  definite  evidence 
of  its  connection  with  the  sexual  functions  must  be  forthcoming. 
If  the  first  fit  occurred  at  the  first  menstruation ;  if  subsequent 
fits  occurred  exclusively  at  Ihe  periods,  and  if  they  became 
intermenstrual  only  after  having  existed  over  several  years ;  if 
there  is  an  aura  starting  from  the  region  of  the  ovaries ;  if  the 
fits  do  not  increase  in  severity ;  if  they  arc  unaffected  by  the 
bromides;  and,  finally  and  most  important  of  all,  if  there  is 
palpable  disease  of  the  appendages,  we  may  consider  the  case 
as  suitable  for  operation.  The  minor  symptoms  of  hystero> 
epilepsy,  such  as  muscular  cramps  and  spasms  and  disturbances 
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of  sensation,  are  Dot  of  impoitance  stitgically.  Of  more  im- 
poitance  are  the  general  condition  of  the  patient  as  to  health, 
and  her  position  in  life — that  is,  whether  she  must  earn  her  Hving 
or  not.  If  the  health  is  failing,  ami  the  patient  is  becoming  a 
helpless  invalid :  or  if  she  is  absolutely  precluded  from  support- 
ing herself  by  her  own  exertions,  and  has  no  future  but  the  work- 
house, these  we  should  rightly  conHider  as  additional  indications. 

In  not  a  few  of  the  cases  where  cure  has  followed  operation, 
tliere  has  been  very  slight  or  no  disease  of  the  appendages ;  in 
others,  uterine  stenosis  and  incurable  displacements  are  found. 
The  amount  of  disease  does  not  fari  fassH  increase  the  urgency 
of  operation.  Just  as  many  women  whose  sexual  organs  appear 
to  be  perfectly  normal,  and  who  bear  children,  suffer  more  at 
their  iieriods  than  others  who  are  sterile  from  palpable  disease, 
so  may  a  sl^ht  amount  of  disease  in  one  woman  produce 
hyslero-cpilcpsy,  where  in  another  it  would  produce  no  symp- 
toms whatever.  The  index  of  excitabiUty  to  reflex  neuroses 
varies  in  different  constitutions.  In  a  sliding  ^icale  downwards, 
it  is  easy  to  reach  the  condition  of  no  local  disease  at  all,  and 
speak  only  of  disturbed  function ;  and,  according  to  a  good  few 
reports,  we  must  at  present  accept  this  functional  disturbance 
as  a  real  cause.  But  it  is  only  provisionally  so  accepted ;  hiture 
investigations  will  probably  displace  it  altogether. 

For  hysUria  tlie  operation  has  been  performed,  and  with 
success.  But  operations  of  less  severity  than  removal  of  the 
appendages  have  been  successful  in  hysteria, — a  small  cut  on 
the  abdomen,  for  instance.  For  mere  hysteria,  even  if  accom* 
panied  by  "convulsive  attacks"  or  "dancing  fits,"  few  surgeons 
would  care  to  remove  the  appendages.  The  attacks  would  have 
to  be  very  troublesome  indeed,  and  the  case  would  have  to  be 
surrounded  by  every  conceivable  inducement  to  operate,  before 
interference  could  be  contemplated. 


THS  OPERATION. 

What  will  be  the  exact  nature  and  extent  of  the  operation 
depends  partly  on  the  disease  for  which  the  operation  is  per- 
formed, and  partly  on  the  end  which  the  operator  seeks  to  secure. 
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In  diseases  purely  local  and  one-sided,  such  as  ovariaa 
heniia,  single  hydiosalpinx,  simple  ovarian  abscess,  uncompli- 
cated prolapse  of  one  ovary,  and  many  examples  of  Fallopian 
pregnancy,  there  need  lie  no  hesitation  in  leaving  Ihc  sound 
organs  untouched.  In  double  hydrosalpinx  without  adhesions, 
the  ovaries  maybe  left  behind.  But  in  all  cases  where  nerve 
disturbances  have  existed  for  some  lime,  we  must  reckon  with 
the  force  of  diseased  habit ;  and  here  complete  delivery  from 
pain  may  be  secured  by  nothing  short  of  complete  abrogation  of 
function.  If  a  patient  had  been  suffering  for  years  from  a  small 
abscess  in  one  ovary,  the  appendages  being  otherwise  normal, 
her  cure  would  almost  certainly  be  more  speedy  and  more 
complete  if  the  wliole  of  the  appendages  were  swept  away. 
The  experience  of  Tait*  and  others  is  decidedly  in 
favour  of  bilateral  removal  of  the  organs  for  inflammatory 
disease.  After  z6  cases  of  unilateral  removal  for  inflam- 
matory conditions.  Tail  found  that  a  second  operation  was 
called  for  and  performed  in  4;  that  5  cases  of  pyosalpinx  had 
subsequently  died,  presumably  from  rupture  of  abscess  of  the 
other  side ;  and  thai,  in  7  others,  a  second  operation  would  be 
required.  In  13  out  of  a6  cases  the  unilateral  operation  was  a 
complete  failure,  and  complete  success  could  be  chronicled  for 
ordy  3,  in  the  sense  that  the  disease  had  not  recurred  on  the 
opposite  side.  Each  case  must  be  judged  on  its  own  merits. 
The  duration  of  llie  disease  and  the  extent  of  it,  the  age  of  the 
patient,  her  position  in  life,  her  own  and  her  husband's  wishes, 
iDust  all  be  taken  into  account. 

It  happens  in  most  cases  of  inflammatory  disease  that  the 
lesions  ate  bilateral ;  and  here  the  question  is  settled  for  us.  In 
those  eases  where  the  motive  is  abrogation  of  function,  or 
cessation  of  uterine  bleeding,  we  have  to  decide  between  simple 
removal  of  the  ovaries — oophorectomy:  and  removal  of  both 
tubes  and  ovaries — salpingo.o&phoreclomy. 

Into  a  discussion  of  the  influence  which  the  tubes  may 
possess  over  the  function  of  menstruation  1  cannot  here  enter. 
Suffice  it  to  say,  that  if  Tail's  theories  have  not  everywhere 
*  Birar.  HM.  Riv.,  June,  1SS7. 
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been  admitted,  his  practice  has  been  very  generally  follovred. 
The  modern  operation  is  removal  of  the  appendages,  and  not 
merely  removal  of  the  ovaricK. 

Only  practical  considerations  in  support  of  this  practice 
need  be  given  here.     A  few  of  these  arc  as  follows  : 

(i)  More  than  one  case  has  been  recorded  in  which  removal 
of  tubes  n-ithoui  ovaries  has  been  followed  by  menopause.  One 
$uch  case  has  occurred  in  my  own  practice.  In  this  case 
menopause  was  not  sought.  On  the  other  band,  many  cases  of 
double  ouphorectoiny  have  not  been  followed  by  complete  change 
of  life.  The  best  results  published  so  far  have  been  got  from 
complete  removal  of  the  appendages. 

(a)  A  better  pedicle  is  afforded  for  deligation  when  both 
tubes  and  ovaries  are  included.  A  ligature  surrounding  the 
ovarian  attachments  afone  is  liable  to  cause  kinktng  of  the  tube 
with  subsequent  risk  of  occlusion  or  distension.  The  hilum  of 
the  ovary,  with  its  plexus  of  vessels,  is  not  satisfactory  tissue 
for  inclusion  in  ligature. 

(3}  By  removal  of  the  tubes,  all  further  risks  of  disease  in 
tbem  arc  done  away  with.  The  ovaries  can  scarcely  bo 
removed  without  upsetting  the  blood  supply  to  tlie  tubes, 
and  causing  some  physical  injury  lo  them  as  well.  Venotix 
congestion  or  actual  inflammation  in  the  lubes  might  readily 
follow  simple  oophorectomy,  and  nullify  the  benefits  of  the 
operation. 

(4)  The  tubes  are  useless  when  the  ovaries  are  removed.  If 
one  good  reason  for  their  removal  can  be  given,  and  none  for 
their  being  left  behind,  the  question  at  issue  is  settled. 

Removal  of  the  uterine  appendages  may  be  either  a  very 
simple  or  a  very  difficult  proceeding.  If  the  organs  occupy 
tbeir  normal  situations  and  there  arc  no  adhesions,  as  in  the 
cases  to  which  the  term  castration  may  with  least  impropriety 
be  appUcd,  for  small  bleeding  m)'omata,  or  absent  or  malformed 
uterus,  or  cj-stic  ovaries,  or  such  like,  the  operation  is  easy.  If, 
as  in  inflammatory  disease,  they  are  displaced  and  matted 
together  and  to  the  surrounding  organs,  the  operation  may  be 
one  of  great  difhculty  and  delicacy.     For  large  myomala,  again, 
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the  operation  presents  special  features  which  may  cause  difS> 
culties;  and,  finally,  the  proceeding  in  the  case  of  ovariah 
hernia  is  peculiar  to  itself. 


When  ike  Appendages  an  A  luilomicaUy  Normal,  or  marly  w. — The 
iadsion,  made  in  the  ordinary  median  position  between  the 
umbilicus  and  pul>es,  need  not  be  longer  than  an  inch  and  a 
half  or  two  inches — enough  easily  lo  admit  two  fingers.  Al  the 
second  or  third  cut  the  fibres  of  the  linea  all>a  are  laid  bare 
through  the  whole  length  of  the  wound.  Pressure  forceps  arc 
placed  on  any  bleeding  points,  and  left  attached.  As  the 
parictcs  are  not  thinned  and  distended  by  a  tumour,  the  linen 
alba  is  verj'  narrow,  and  it  is  not  often  Ih.at  it  can  be  divided 
without  exposing  one  ot  both  recti.  A  small  opening  is  mad« 
in  tlie  fascia  :  if  it  is  in  the  Unea  alba,  well  and  good  ;  if  not, 
the  layers  are  pushed  lo  one  side  or  the  other,  and  when  the 
situation  of  the  fibrous  septum  is  found,  the  fascia  is  slit  up  to 
the  length  of  the  wound  by  the  point  of  the  knife  cutting  for- 
wards. The  muscular  fibres  are  pushed  to  one  side  with  the 
handle  of  the  scalpel,  and  the  sub- peritoneal  fat  exposed.  This 
is  caught  up  on  two  catch  forceps,  and  carefully  divided  between 
them  ;  and  the  rest  of  the  division  is  made  while  the  tissues  are 
pulled  out  of  the  wound.  The  peritoneum  is  easily  recognised : 
a  small  opening  is  made  in  it  while  it  is  thus  everted ;  the  finger 
ioscrtcd  into  this  opening  acts  as  a  director  upon  which  the 
division  is  completed,  preferably  by  scissors.  By  this  method 
there  is  no  danger  in  wounding  bowels ;  as  each  fold  of  tissue  is 
pulled  up  and  made  tense,  it  is  cut  on  its  folded  edge  by  the 
blade  of  the  knife,  held  horizontally:  and  when  the  ver>'  smallest 
opening  has  been  made  in  the  peritoneum  the  air  rushes  in,  and 
ihe  bowels,  if  they  have  been  dragged  forward  by  suction, 
fall  buck  al  once.  With  moderate  care,  there  is  not  the 
slightest  danger  of  wounding  bowel :  it  is  idle  to  use  it  as  an 
argument  against  the  operation,  as  one  distinguished  gynae- 
cologist has  done,  that  there  is  great  danger  of  wounding  the 
intestine. 

The  first  two  fingers  arc  now  inserted  into  the  wound.     If 
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omentum  covers  the  boweU,  it  must  be  dr^Lgged  upwnrdit;  if 
not,  the  fingers  are  pushed  straight  down  to  the  fundus  uteri. 
The  lingers,  one  on  each  side  of  the  broad  ligament,  and  grasp- 
ing it  between  them,  arc  now  carried  outwards  till  the  ovary  is 
hit;  it  b  then  lifted  out  of  the  wound,  with  its  meiiovarium  and 
its  oviduct.  Still  held  in  this  position  in  the  left  hand,  the 
FaJlopian  tube  is  pulled  out  as  far  as  it  will  readily  come,  and 
Ibo  pedicle  spread  out  for  ligature.  The  parts  to  be  removed 
are  the  ovary  wilh  ils  mesovarium,  and  the  Fallopian  tube  in 
its  outer  three- fourths,  with  the  double  peritoneal  fold  in  which 
it  lies,  and  which  contains  also  the  parovarium  and  tJie  vascular 
erectile  tissue  known  as  the  bulb  of  the  ovary.  The  hgature  is 
placed  double  by  transfixing  with  a  blunt  needle.  The  inner 
pedicle  contains  the  utcro-ovarian  ligament,  the  Fallopian  tube 
somewhere  near  its  isthmus,  the  spermatic  artery  and  its  veins, 
and  the  small  branch  which  accompanies  the  Fallopian  tube. 
The  outer  ligature  lies  at  the  retiring  angle  where  ihe  infun- 
dibulo-pclvic  and  infundibulo-ovarian  ligaments  meet,  takes  its 
half  of  the  mesovarium,  and  also  constricts  Ihe  spermatic  artery. 
In  most  cases  no  method  of  ligature  is,  in  my  opinion,  superior 
to  Tait's  Staffordshire  knot.  The  loop  carried  through  by  the 
needle  (which  must  lie  vety  blunt,  to  prevent  the  accident  of 
wounding  any  of  the  numerous  small  veins)  is  caught  by  a  finger 
and  the  needle  withdrawn.  The  loop  is  then  raised  over  the 
parts  to  be  removed,  and  one  of  the  free  ends  drawn  through 
the  loop  and  over  it.  The  free  ends  are  now  cauglit  in  one 
hand  and  pulled  tight,  while  the  fingers  and  thumb  of  the  other 
hand  act  as  an  opposing  force  at  the  site  of  dcligalton.  The 
knot  is  then  cast  and  tied  tightly,  either  by  the  operator  unaided. 
or  with  the  help  of  the  assistant,  who  pulls  on  one  end  of  the 
ligature.  The  parts  are  then  cut  away,  by  successive  snips  of 
scissors,  at  a  distance  of  about  a  third  of  an  inch  from  Ihe 
ligature.  Before  making  the  last  cut  the  surface  must  be  care- 
fully inspected,  to  see  that  there  is  no  bleeding.  The  pedicle  is 
then  dropped  in.  A  more  deliberate,  and  perhaps  more  clumsy, 
plan  is,  to  catch  the  sides  of  the  pedicle  in  fixation  forceps,  hand  " 
these  over  to  an  assistant,  and  apply  Ihe  ligature  below  them. 
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The  same  proceeding  is  tlien  carried  out  with  the  appendages 
on  the  opposite  side. 

A  snmll,  thin,  flat  sponge  is  now  placed  over  the  bowels 
under  the  inci&ioa  ;  and  the  sutures,  four  or  five  in  number,  are 
intro<luced. 


When  Ike  Appendages  tire  Injiatiud  and  Adherent. — The  previous 
Iteration  is  a  very  simple  one.  From  first  to  last,  in  competent 
hands,  it  can  scarcely  occupy  more  than  ten  minutes.  But  it 
is  a  very  different  thing  if  the  appendages  are  adherent  or 
inflamed,  or  suppurating  and  matted  together.  Then  the 
operation  may  be  one  of  the  most  difiicult  in  surgery.  Even  in 
the  hands  of  surgeons  of  the  highest  skill,  it  has  not  infrequently 
been  abandoned  as  impracticable. 

The  first  dil&culty  met  with  is,  probably,  that  the  appendages 
are  fixed  and  cannot  be  drawn  to  the  surface.  They  may  be 
represented  by  an  irregular  conglomcralion  of  cystic  and  cica- 
tricial material,  sessile  on  the  broad  ligament  or  in  Douglas's 
pouch,  and  perhaps  intimately  adherent  to  bowels.  They  are 
beyond  the  reach  of  sight,  however  much  the  abdominal  walls 
arc  depressed,  To  deal  with  such  a  state  of  affairs,  one  of  two 
courses  is  open.  The  first  is  to  enlarge  the  incision  to  five  or 
ilx  inches ;  to  pull  the  bowels  out  of  the  pelvis  anil  keep  them 
in  the  abdomen  by  one  or  more  sponges  packed  under  them ;  to 
pull  the  parictcs  apart  by  spatulEe,  and  seek  by  a  strong  light  to 
expose  tlie  parts  to  view,  and  operate  by  the  aid  of  sight. 
This  may  be  safe,  but  it  Is  clumsy  and  difficult.  If  the  parietes 
arc  muscular  and  firm,  considerable  force  may  be  required  to 
crowd  the  bowels  into  the  abdomen,  and  to  keep  them  there  is 
stiU  more  difhcult.  And  it  is  not  easy  at  the  bottom  of  the 
pelvis  to  perform  delicate  surgical  manipulations  with  knife  or 
scissors  and  ligature.  Several  operators  have  had  recourse  to 
the  doubtful  expedient  of  making  space  by  turning  the  bowels 
outside  the  abdomen  altogether. 

The  other  course  is  that  followed  by  Tail.  As  a  result  of  his 
unrivalled  cxpcricDcc,  Tait  has  come  to  the  conclusion  that  it  is 
best  to  depend  entirely  on  the  fingers  to  deal  with  such  a  con- 

14* 


1W 


REMOVAL  OP  THE  {JTER:!>IE  APPENDAGES. 


dition,  relying  on  the  skilled  sense  of  touch  to  guide  against  the 
dangers  of  te^tring  I)owd  or  other  structures.  To  control  bleed- 
ing he  recommends  sponge- packing.  Firstly,  the  6ngcrs  map 
out  the  acliial  limits  of  the  diseased  organs;  then  these  are 
gently  separated  from  all  surrounding  organs,  and  gradually  the 
mass  is  unfolded  upwards  from  twhind  till  the  only  attachment 
left  is  the  proper  pedicle  of  the  parts  to  be  removed.  Even  as 
thus  separated  the  appendages  will  probably  be  found  sessile  oo 
the  broad  ligament,  so  that  the>-  can  tic  little  more  than  brought 
within  the  range  of  sight.  The  broad  ligaments  are  stretched 
tightly  across  the  pelvis,  and  dragging  on  the  appendages  may 
tear  them.  The  pedicle  ligature  may  have  to  be  carried  under 
the  diseased  parts  at  a  considerable  dejith  from  the  surface. 
If  possible,  all  the  tissues  arc  gathered  together  in  one  pedicle, 
as  by  the  Staffordshire  knot ;  but  the  puckering  so  produced 
may  drag  upon  the  opposite  ligament  to  such  an  extent  as  to 
cause  tearing.  To  tie  in  two  i)arts  almost  of  necessity  tears 
open  the  tissue  between  them.  It  has  happened  to  me  in  one 
case,  while  putting  on  a  ligature,  that  the  broad  ligament  was 
torn  clean  away  front  the  side  of  the  uterus  for  a  distance  of 
more  than  an  inch. 

In  dealing  with  such  a  ditlicidty,  Tail,  always  fertile  in 
expedients,  tells  me  that  he  is  in  the  liabil  of  pushing  his 
finger  down  on  the  broad  ligament,  close  to  the  pelvic  insertion 
of  it,  and  so  causing  a  scries  of  minute  tears  through  the  fibrous 
fasciae  and  peritoneum,  but  leaving  the  elastic,  distcnsile,  and 
toftuous  vessels  uninjured. 

I  have  thought  that  an  air  bag  inflated  in  the  rectum  might 
sometimes  be  of  use  by  raising  the  whole  pelvic  floor. 

The  bleeding  in  these  cases  is  sometimes  described  as  being 
truly  alarming,  and  I  have  had  practical  experience  of  this 
fact.  Sponges  are  packed  in  everywhere  as  the  adhesions  are 
separated,  and  as  the  hsmorrhagc  is  started.  If,  after  the 
appendages  have  been  removed,  bleeding  still  goes  on,  a  little 
solution  of  iodine  on  a  sponge  may  be  applied  to  the  raw 
surfaces.  Of  course  visible  bleeding  points  are  dealt  with  by 
ligature  or  forci-pressure.      And  it  may  sometimes  be   good 
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practice  to  leave  forceps  atta  hed  to  bleeding  points  for  twenty- 
four  hours  or  so,  their  handles  being  left  outside.  In  all  such 
cases  the  insertion  of  a  glass  drsiinage-tube  for  a  day  or  two  is 
advisable. 

During  the  performance  of  these  operations  we  must  bear 
in  mind  the  fact  that  adhesions  between  intestines  may  cause 
great  pain.  If  it  is  possible  to  separate  such  adhesions 
without  endangering  tlie  intestinal  walls,  the  intestines  should 
be  set  free.  The  separation  must  be  done  with  great  care 
and  delicacy,  and  always,  if  possible,  within  the  range  of 
Bight. 

If  an  abscess  or  abscesses  exist,  extra  care  is  necessary 
to  avoid  rupture  of  the  abscess  wall.  It  wilt  be  wise  before 
beginning  separation  to  aspirate  the  contents,  and  place  a 
pressure  forceps  on  the  opening  so  made.  In  such  cases  the 
placing  of  sponges  all  round  the  diseased  parts  is  peculiarly 
necessary. 


For  Uttriiu  Afywia. — For  small  myomata  the  proceeding 
may  be  In  no  way  dilTerent  from  the  simplest  operation.  In 
fact,  as  the  appendages  arc  raised  with  the  fundus,  and  the 
broad  ligaments  arc  usually  soft  and  distensile,  the  operation 
may  be  rendered  easier. 

When  the  tumour  is  large,  and  especially  when  it  is 
adherent,  the  difficulties  may  be  great,  even  insuperable.  Not 
a  few  such  operations,  begun  as  oophorectomy,  have  had  to  be 
finished  as  hysterectomy.  If  the  tumour  grows  away  from  the 
uterus,  bdng  sub-peritoneal  and  near  the  fundus,  the  append- 
ages may  be  deep  In  the  pelvis.  Where  the  growth  lies  between 
the  broad  ligantents  the  ovaries  will  be  elevated,  and  squeezed 
between  the  tumour  and  the  parietes.  In  an  unsymnictncal 
growth  one  ovary  may  be  quite  conveniently  near  the  surface, 
while  the  other  lies  out  of  reach  and  behind.  Indeed,  we  must 
expect  an  endless  variety  of  situation,  and  in  some  cases  be 
prepared  not  to  find  ovaries  at  all. 

When  one  ovarj'  is  found,  we  must,  hcforc  proccfldlDg  to 
remove  it,  find  the  other:  and  before  removing  one  we  must  be 
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certain  that  it  is  possible  to  remove  both.  Having  decided  to 
remove  the  appendages,  we  rotate  the  tumour  to  one  side,  so  as 
to  bring  the  parts  first  to  be  removed  as  close  as  possible  to 
the  surlace.  The  pedicle  is  secured  in  the  ordinary  way  by  a 
Staffordshire  knoti  or  in  any  other  way  that  seems  suitable  for 
the  case.  Thornton's  plan,  of  not  cutting  off  the  first  ovarj*  till 
all  manipulations  are  over  with  the  second,  is  a  good  one :  it 
minimises  the  risk  of  bleeding  from  the  divided  pedicle. 
Forceps  are  left  attached  to  the  appendages  first  ligated : 
the  appendages  on  the  other  side  arc  brought  as  near  to  the 
surface  as  possible  by  rotating  the  growth,  tied,  cut  ofT,  and 
covered  with  a  flat  sponge.  The  appendages  on  the  other 
side  arc  then  cut  off,  and  also  covered  with  a  sponge.  When 
the  sutures  have  been  inserted  in  the  parietal  wound,  the 
sponges  are  removed  and  the  wound  closed. 

For  Ovarim  Htrnia.  —  When,  from  pain  or  symptoms  of 
strangulation,  it  has  become  necessary-  to  operate  upon  an 
ovarian  hernia,  it  is  usually  found  the  best  surgery  to  remove 
the  herniated  parts.  The  incisions  are  made  as  for  ordinary 
hernia,  and  the  appendages  arc  removed  according  to  the 
principles  laid  down.  Mr.  Lawson  advises  that  the  divided 
end  of  the  Fallopi.tn  tube  be  fixed  in  the  wound  by  a  suture: 
this  procedure  seems  to  be  no  more  necessary  in  operating  here 
than  by  abdominal  section.  In  most  cases  there  will  be  found 
adhesions  fixing  the  herniated  organs  in  the  sac.  Hulke  has 
operated  upon  a  case  in  which  one  cornu  of  a  bifid  uterus  lay 
in  the  sac  with  the  appendages,  and  "the  inguinal  portion  of 
the  uterus  was  invested  by  peritoneum,  which  passed  directly 
into  that  of  the  hernial  sac,  and  thus  fixed  the  organ  rn  situ." 
In  herniated  ovaries  which  are  easily  reducible  there  is  danger  of 
their  sli{^ing  into  the  abdomen  during  operation :  to  avoid  the 
risk  of  this,  it  is  suggested  that  a  needle  be  passed  behind  the 
ovary  to  fix  it — a  proceeding  which  is  open  to  the  objection  that 
bowel  may  be  pierced.  In  some  cases,  where  the  hernia  only 
occasionally  takes  place,  it  may  be  most  expedient  to  remove 
Ibe  appendages  by  abdominal  section. 
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Ligature  iiuUad  of  Removal. — In  cases  where  removal  is  ex> 
Iremdy  diRicult,  or  impossible,  the  proposal  of  Piofessot 
Simpson,  to  strangulate  the  blood  supply  by  ligation,  is  worthy 
of  a  trial.  In  his  hands,  and  in  the  hands  of  Leopold  of  l,eipzig, 
and  others,  it  has  done  good.  Dr.  Geza.  v.  Antal,  of  Buda-Pest,^ 
urges  atrophic  ligature  of  the  ovaries,  not  only  for  uterine  fibroids, 
but  for  uterine  versions  or  flexions,  ovarian  displacements,  and 
other  conditions.  More  than  one  writer  has  suggested  that  the 
whole  proceeding  of  removal  of  the  appendages  does  good  en- 
tirely by  cutting  off  blood- supply. 

RtmovtU  by  tht  Vagina  has  now  practically  been  abandoned, 
and  need  not  be  described.  I  have  once  operated  in  this  way 
with  success. 


PR0CRBS6  AFTBR  OPERATION. 

The  progress  immediately  after  operation  in  all  essential 
particulars  so  closely  resembles  that  seen  after  ordinary  ovari- 
otomy, thai  it  need  not  be  described.  Two  peculiarities  may  be 
mCDtioned — paJn  and  uterine  haemorrhage. 

After  removal  of  the  appendages  there  is  usually,  for  a  day 
or  two,  considerable  pain  in  the  hypogastrium,  far  more  than  is 
seen  after  removal  of  cystomata.  We  ought  to  be  chary  of 
having  recourse  at  once  to  opium.  Flatulence  and  sickness  arc 
such  frequent  sequences  of  opiates,  however  administered,  that  it 
is  always  wise  to  postpone  their  administration  up  to  the  limits 
of  the  patient's  endurance.  The  pain  soon  passes  off;  it  rarely 
continues  over  the  second  day.  Battey  used  to  divide  the  pedicle 
by  ccraseur,  to  try  and  do  away  with  this  pain ;  slaiemenis  as  to 
the  success  of  his  practice  are  nut  published.  If  there  is  restless- 
ness or  jactitation,  opium  is  specially  indicated. 

On  the  second,  third,  or  fourth  day  after  operation  we  may 
expect  bleeding  from  the  uterus  to  take  place.  The  bleeding  is 
usually  considerable  in  amount,  and  may  continue  over  four  or 
five  days.  It  is  in  no  way  harmful;  indeed,  it  is  usually  ac- 
companied by  amelioration  of  the  subjective  symptoms.     Some 
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surgeons  conuder  it  part  of  the  cure  in  the  operation  for  myoma. 
It  requires  no  treatment,  and  need  cause  no  anxiety. 

Rrmole  Effecti  of  tin  Opiration. — The  individual  results  of  ihe 
operation  as  performed  for  specific  disease  have  already  been  de- 
scribed, and  the  general  results  so  fiir  as  they  allcct  the  feminine 
altnhutes  Iiavc  Itccn  sufficiently  discussed.  It  remains  shortly  to 
givcanaccDunt  of  the  behaviour  of  cases,  with  particular  reference 
to  the  uterine  functions  and  with  general  reference  to  bodily 
health  as  observed  for  a  year  or  more  after  operation.  Hach 
disease  has  its  own  record,  and  all  diseases  have  points  in 
common. 

For  inHammator)'  disease,  which  is  perhaps  the  most  satis- 
factory source  of  operation,  the  record  is  broadly  as  follows : — 
At  the  end  of  a  fortnight  or  three  weeks  the  patient  will  probably 
express  herself  as  feeling  peculiarly  well,  and  will  be  anxious  to 
get  up.  When  she  has  been  getting  about  for  a  week  or  so,  and 
at  the  time  when  menstruation  is  due,  she  will  probably  complain 
of  backache  and  feelinj^  of  wei^^ht  in  the  hypoi^astrium,  and  pos- 
ably  her  spirits  may  become  a  little  depressed.  Most  probably 
there  will  be  molimina,  but  no  menstrual  flow.  Duiin);  the  next 
month  slight  backache,  with  some  general  weakness,  may  he 
complained  of;  and  somewhere  near  the  next  period  these 
s)-tnptom&  may  be  aggravated.  These  cases  do  not  get  quite 
well  very  quickly  as  a  rule ;  and  this,  of  course,  is  not  to  be 
expected,  considering  their  previous  prolonged  illness.  In 
from  three  to  six  months  perfect  recovery  may  be  expected. 
But  all  the  old  pain  will  have  disappeared ;  and  this  alone,  even 
in  the  most  tedious  cases,  the  patient  will  say  was  more  than 
enough  to  justify  operation.  Regular  menstruation  is  very  rare, 
irregular  and  slight  bleedings  arc  more  common;  neither  is 
likely  to  continue  over  more  than  six  months.  In  a  considerable 
majority  amenorrhcea,  immediate  and  permanent,  follows  the 
menorrhagia  which  occurs  a  few  days  after  operation. 

In  myoma  the  result  is  ver>-  variable  as  to  subsequent  course. 
There  occurs  the  ordinary  metrorrhagia  immediately  after 
cqwration.  Thereafter  we  may  expect  complete  arrest  of 
tneosttuation,  with  at  first  cessation  in  the  growth  of  the  tumour, 
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and  then  slow  but  steady  diminution  in  size.  This  shrinking  is  by 
no  means  confined  to  small  tumours,  and  it  is  rarely  possible  to 
tell  what  tumours  will  shrink  and  what  will  not  shrink. 

There  is  one  variety  of  myoma — the  soft,  (Edematous— 
which,  Tait  tells  us,  goes  on  growing  after  removal  of  the 
appendages,  and  which  can  be  treated  only  by  hysterectomy.  I 
can  find  no  definite  information  as  to  the  utility  of  removal  of  the 
appendages  after  the  period  of  the  menopause  has  passed ;  and 
it  would  be  dangerous,  considering  how  little  we  really  know  of 
their  functions  even  when  supposed  to  be  physiologically  inert, 
to  speculate  as  to  the  possible  benefits  to  be  derived  from  the 
proceeding,  A  tumour  may  not  show  ^gns  of  diminution  in 
size  for  several  months,  when  it  may  begin  to  decrease  in  bulk 
over  one  or  two  years,  and  then  reach  dimensions  which  are 
stationary. 

For  the  neuroses,  the  results  are  at  once  highly  encouraging 
aad  deeply  disappointing.  The  balance,  however,  lies  largely  on 
the  side  of  encouragement.  The  failures  have  been  chiefly  in  cases 
of  epilepsy ;  and  here,  no  doubt,  errors  aridng  from  an  improper 
selection  of  cases  have  been  most  numerous.  In  favourable  cases 
we  are  not  to  expect  complete  and  perfect  cure  from  the  beginning. 
For  the  first  few  weeks  there  may  l>e  a  complete  cessation  of  the 
abnormal  neive-phenomena  ;  at  the  lime  of  the  next  period  there 
may  he  a  few  fits ;  then  in  diminishing  numbers  a  few  more  fits, 
lasting  over  several  montlis.  Perfect  recovery  must  not  be 
counted  upon  within  six  months  at  least ;  and  this  recovery  must 
be  encouraged  by  strict  attention  to  regimen  and  surroundings. 

Battcy,  at  the  twelfth  annual  meeting  of  the  American 
Gynajcologists,  held  in  New  York,  September  15th,  18S7.  read  a 
paper  on  the  matured  results  of  54  cases  operated  upon  by  him. 
His  conclusions  seem  to  fairly  and  clearly  state  the  experience 
of  others.     He  says : — 

(i)  That  the  change  of  life  is  the  most  important  factor  in 
securing  the  complete  result  of  the  operation. 

{2)  That  only  in  exceptional  cases  did  cure  immediately 
follow  operation;  in  the  vast  majority  the  patient  had  to  pass 
through  the  ups  and  downs  incident  to  the  change  of  life  before 
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the  restoration  to  health  was  complete.  This  period  lasted  from 
one  to  five  years. 

{3)  Very  long  standing  cases  reach  a  stage  when  they  become 
absolutely  incurable  by  any  operation. 

(4)  In  some  cases  which  seemed  suitable  for  operation  the 
pain  continued ;  and  his  experience  has  not  yet  taught  him  how 
perfectly  to  select  the  cases. 


Section   IV. 


OPERATIONS  ON  THE  NON-GRAVID   UTERUS. 


In  this  section  we  have  to  consider  removal  of  the  uterus  for 
malignant  disease,  for  incurable  inversion,  and  for  myoma.  For 
malignant  disease,  removal  by  the  vagina — Kolpo- hysterectomy — 
is  the  operation  described ;  it  means  complete  excision  of  the 
whole  organ.  For  incurable  inversion,  removal  maj'  or  may  not 
be  complete.  For  myoma  the  operation  is  in  the  first  place  a 
myomectomy ;  in  most  cases,  however,  it  is  also  a  hysterectomy, 
total  or  partial.  The  operations  are  usually  named  according 
to  the  purpose  for  which  they  are  performed — Hysterectomy 
for  malignant  disease,  for  inversion,  and  for  myoma. 

SURGICAL  ANATOMY   OP  THB    UTERUS. 

The  relational  anatomy  of  the  uterus  is  of  extreme  practical 
importance.  It  is  chiefly  the  close  contiguity  of  bladder,  ureters, 
and  other  important  structures  which  renders  removal  of  the 
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Uterus  such  a  difficult  and  delicate  proceeding.  No  surgeon 
ought  to  attempt  the  operation  of  hysterectomy  who  has 
not  previously  made  himself  familiar,  by  study,  dissection,  and 

operation  on  the  cadaver,  with  every 
anatomical  and  technical  detail. 

The  ligaments  of  the  uterus  have 
already  l>een  sufficiently  described; 
here  we  have  specially  to  consider 
its  vascular  supply,  and  its  relations 
to  bladder,  ureters,  rectum,  and  peri- 
toneum. 

Over  the  fundus  uteri  the  peri- 
toneum is  closely  adherent.  In  the 
front,  as  it  descends  to  the  junction 
of  the  body  and  th«  cervix,  it  is  less 
iDtimately  attached  to  the  muscular 
tissue;  and,  at  the  bottom  of  the 
vesico-uterine  depresMon,  it  is  so 
loosely  attached  that  it  can  readily 
be  stripped  with  the  finger.  Merc  is 
the  most  important  surgical  region. 
The  reflection  of  peritoneum  from 
uterus  to  bladder  is  usually  at  the 
level  of  the  internal  os,  but  it  is 
liable  to  be  elevated  or  depressed. 
(Fig.  31.)  In  children  it  is  higher 
up,  in  multipara:  and  old  women  it 
is  lower  down,  than  the  average 
level.  In  close  relation  with  the 
under  surface  of  the  vesico-uterine 
pouch  lie  the  base  of  the  bladder, 
and  the  ureters  imbedded  in  cellular 
tissue.  The  bladder  wall,  for  a  distance  of  fourteen  millimclrcs, 
lie*  on  the  cervix  uteri ;  below  this,  as  far  as  the  pubes,  it  rests 
OD  tbc  vagina.  Courty  found,  as  a  result  of  a  great  number  of 
measurements  taken  at  oU  ages,  that  the  distance  between  the 
opening  of  the  ureter  into  the  bladder  and  the  insertion  of  the 
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vaginn  into  the  cervix  was  on  an  average  between  one  and  two 
ccntimelres  in  length.  The  distance  between  the  margin  of  the 
uterus  and  the  ureter  varies  according  to  the  size  of  the  cervix, 
and  also  according  to  the  condition  of  the  bladder  as  to  empti* 
ness  or  distension.  With  an  empty  bladder  and  a  normal  uterus 
a  distance  of  quite  half  an  inch  may  be  reckoned  upon  as 
separating  the  cer\'ix  from  the  insertion  of  the  ureter  into  the 
bladder  wall. 

The  peritoneum  covering  the  posterior  surface  of  the  uterus 
is  continued  over  the  utero-sacral  ligaments,  and  carried  down 
for  about  three-quarters  of  an  inch  over  the  posterior  vaginal 
wall,  when  it  is  reflected  up  the  rectum,  forming  Douglas's  pouch. 
Though  the  sub-peritoneal  cellular  tissue  is  not  so  abundant 
bdiind  as  in  front,  the  peritoneum  can  be  readily  peeled  off  as 
high  as  the  level  of  the  internal  os. 

The  cellular  tissue  lying  between  the  folds  of  the  broad 
ligament  is  continuous  below  with  that  which  ascends  in  front 
over  the  lateral  surfaces  of  the  bladder  up  to  the  hypogaslrium, 
and  that  which  descends  behind  over  the  levator  ani  and  upper 
perineal  aponeuroses.  In  this  cellular  tissue  course  the  uterine 
vessels  and  the  ureters. 

The  uterine  artery,  a  branch  of  the  anterior  trunk  of  the 
internal  iliac,  passes  obliquely  downwards  and  forwards  from  its 
origin  near  the  synchondrosis  towards  the  spine  of  the  ischium. 
Just  above  the  ischial  spine  it  leaves  the  pelvic  wall,  but  con- 
tinues to  de.scend  half-way  to  the  tuberosity  of  the  ischium, 
where  it  turns  upwards  bending  towards  the  vagina  to  which  it 
gives  branches,  and  reaching  the  uterus  at  its  junction  with  the 
vagina.  It  runs  up  the  side  of  the  uterus  between  the  folds  of 
the  broad  ligaments,  ifupplying  the  organ  with  vessels,  and  finally 
anastomoses  with  the  ovarian  artery  near  the  cornu.  (Fig.  3a.) 
Opposite  the  external  os  the  uterine  artery  gives  off  a  consider- 
able  branch,  the  circular  artery  of  the  cervix,  and  it  gives  off 
other  branches  In  its  course  upwards.  Throughout  its  course  the 
vessel  is  tortuous  and  loosely  supported  by  cellular  tissue.  At  its 
lowest  point  it  is  on  a  level  with  the  external  os,  and  here  it 
passes  directly  over  the  ureter,  almost  in  contact  with  it,  but  not 
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at  all  attached.  The  latefal  branches  given  ofTto  the  uteruK  by 
the  uterine  aitcry  arc  so  numerous  that  local  compression 
from  flexions  or  other  causes  can  scarcely  render  any  part  of 
the  organ 
ginaeinic. 

The  ova- 
rian or^er- 
matic  ar* 
teries  arise 
from  the 
aorta  be> 
low  the 
level  of  the 
renal  ar- 
teries, and 
cross  the 
pelvic  brim 
at,  or  in 
front  of,  the 
bifurcation 
of  the  com- 
mon iliac, 
crossing 
the  ureter, 
and  run- 
ning along 
the  upper 
border  of 
the  broad 
ligament  to 
the  comu. 
Mote  ex. 
actly,  they 
may  be  said 

to  lie  between  llie  folds  of  the  in  fundi  bulo- pel  vie  ligament.  In 
the  round  ligament  is  a  branch  from  the  epigastric  artery  which 
reaches  the  uterus. 


Fig.  32. 

Dr»ml»t  fitm  a  diuMnn  made  («  jJtov  nlafi'#*t  tf  unten, 
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I.  ouilB  ituoufb  tbc  up  ol  UiangiatiM..bl*<]dM,nM<nll>sfwbidi*ra 
col  iwiji  ikr*m  to  ib«  iDHillan  o(  ibc  luctdi  Inlo  lu  tuc.  Vtg.,  yvSoa. 
T«a  band,  0I  Abimi,  UwM  are  Man  p*uiD«  bciwMii  Uu  etnit  uiwl 
and  iba  Mp  at  Itw  vtatna.  Atlotiil  bnncbM  si  coniidanbl*  ai*(iiituilB 
McoDipMf  Iba  nraun.  Tb*  *pua  beiweHi  Um  Waddtt  wall  and  Um 
mubadadbodjiof  ihanwiuitarilaElallTtalwnd  by  iiaolou  of  hosktK 
coTRcd  hr j/tnmaaai.  in  itaa  looaa  callulat  ilHua  uridoil]riii(  wUcb  ihe 
bladder  wall  liwi  ntiwudi  la  a  tairinf  ditUrcv. 
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Although  the  uterine  artery  is  usually  larger  than  the  ovariaa, 
the  reverse  is  occasionally  the  case.  Their  relative  dimensions 
are  liable  lo  endless  variation. 

The  relations  of  the  ureters  to  the  utenis  are  of  prinw 
importance.  The  researches  of  Holl  of  Innsbradc,"  Garrlgues 
(quotei}  by  Hart  and  Barbour)  and  Polk.t  painstaking  and 
thorough  as  they  are,  by  no  means  agree.  Mr.  j.  Collier  and 
Prof.  Morrison  Watson,  quoted  by  Dr.  Thorburn,;  have  given 
a  description  of  the  course  of  the  ureters,  which  1  have  several 
times  verified  by  dissection,  and  which,  1  ihink,  may  be  trusted. 
Entering  the  pelvis,  the  ureter  crosses  the  common  iliac  oear  its 
bifurcation,  and  then  runs  downwards  and  fons-ards  in  front  of 
the  internal  iliac  and  its  anterior  divisions.  Where  this  division 
of  the  internal  iliac  splits  into  its  branches,  the  ureter  bends 
backwards  and  is  crossed  to  the  inside  by  the  uterine  artery. 
(Fig.  32.)  The  ureter  then  turns  forwards  at  the  level  of  the 
internal  os,  and  at  a  distance  of  about  half  an  inch  from  it  runs 
along  the  side  of  the  vagina  for  a  little  way.  finally  bending 
over  it  so  as  to  enter  the  junction  between  the  vagina  and 
bladder.  It  perforates  the  latter  organ  just  above  the  middle 
of  the  anterior  vaginal  wall,  and  obliquely  enters  the  viscus 
a  little  lower  down. 

■   Witnir  meJ.  n'oeh..  Kos.  45  and  46,  1SS2. 
t  Nets  Ycrh  Mtd.  Jotirn.,  May  jrd.  iS$4.       ;  Dis.  0/  Wi-mtn.  iSSj.  p.  $34. 
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History. — It  iti  [>rot>able  that  exci&ion  of  the  utenis  was 
practised  by  the  ancient  Greeks,  but  it  is  certain  that  the 
operation  was  subsequently  forgotten.  Soranos  of  Ephcsus,  in 
his  book  on  Diuasts  of  Women,  published  a  century  before  Christ, 
speaks  of  the  operation.  It  is  probable,  however,  that  it  was 
performed  for  prolapse  only,  Wc  h«ar  nothing  o(  hysterectomy 
till  1560,  when  vVndrcas  a  Cruc£  is  said  to  have  performed  it. 
In  1813  Langenbeck  successfully  removed  the  whole  uterus,  for 
what  was  supposed  to  be  cancer.  The  reality  of  his  operation 
was  questioned :  but,  when  the  patient  died  nearly  thirty  years 
later,  it  was  proved  at  the  post-mortem  examination  that  he  had 
removed  the  whole  organ.  Mikulicz*  tells  us  that  oneGutlierlct 
received  a  prize  in  Vienna,  in  1814,  for  proposing  a  mode  of 
removing  the  uterus  not  unlike  that  of  Freund.  In  tSsa  Sautcrof 
Constance  had  the  first  successful  vaginal  cxterpation  for  cancer ; 
but  a  urinary  fistula  remained.  In  i8j8  Blundell  recorded  four 
cases  of  removal  of  the  uterus  for  cancer,  only  one  being 
Bucoessftil.  In  1829  Rccamicr  registered  one  success;  but  tliis 
was  followed  by  failures  in  the  hands  of  Siebold  in  1S31,  of 
Delbech  in  1839,  and  others:  so  that  the  operation  fell  into 
disuse  till  1879,  when  Czerny,f  struck  with  the  report  of  Lao- 
genbcck's  esse,  rc-introduccd  the  operation  with  a  success. 
Billroth,  Mikulicz,  Schrocdcr,  Condercau,  Honnig,  Freund, 
and  others,  soon  followed ;  and  the  operation  now  took  its  |)lace 
among  established  proceedings  in  surgery, 

Freund  struck  out  a  new  path  for  himself  by  using  abdominal 
section.  Crcd£  modified  Frcund's  operation  by  making  a  resec- 
tion of  the  pubcs,  Massari,  Spiegelberg,  Baum,  and  others, 
proposed  modifications  more  or  leas  ingenious.  But  Freund's 
operation  has  died  out.  It  has  had  a  mortality  of  nearly  seventy 
per  cent,  in  106  published  cases,  and  it  has  been  almost  univcr- 
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sally  discarded  for  the  vaginal  operation — Kolpo-hystcrcctomy 
(««Xro(=  vagina).  To  the  latter  operation  we  shall  therefore 
confine  otir  attention. 


Mffriality  and  Appteciation. — By  some  authorities  the  operation 
of  removal  of  a  cnncerbiis  uterus  is  ahsoliitely  condemned  as 
unju«lilinblc.  The  objections  offered  are  mainly  on  three 
grounds — the  high  death-rate,  the  liability  to  recurrence,  and 
the  favourable  results  got  from  partial  removal. 

Kolpo- hysterectomy  has  heeti  performed  about  350  times, 
with  a  general  mortality  of  under  27  per  cent.*  This  dcxth- 
ratc  is  spread  over  nearly  50  operators.  Martin  I  collected  311 
cases  reported  up  to  the  end  of  1886,  with  a  general  mortality 
of  15.1 :  this,  f  think,  must  be  a  little  too  favourable.  Now,  it 
may  be  )>ointed  out  that  ovariotomy  itself,  in  the  first  300  oper- 
ations performed  by  a  few  selected  surgeons,  had  a  mortality 
greater  than  kolpo-hyslerectomy  has  had.  And  it  is  certain 
that  if  the  combined  results  of  all  operators  at  the  present  day 
were  tabidatcd,  the  death-rate  would  be  nearly  as  large  for 
ovariotomy  as  for  kolpo -hysterectomy.  The  statistics  of  indi- 
vidual skilled  operators  in  excision  of  the  uterus  are  nearly  as 
favourable  as  the  average  statistics  of  ovariotomy.  Thus, 
Breniiecke  has  had  18  cases,  and  Staudc  16  cases,  all  suc- 
cessful ;  Fritsch  lost  7  out  of  60  operations ;  Martin  lost  1 1  out 
of  66  operations ;  and  Sanger,  Olshausen,  Leopold,  and  a  few 
others  have  had  results  nearly  as  brilliant.  Dudley!  has  col- 
lected 38  cases  of  operation  done  in  America  by  21  surgeons, 
with  13  deaths.  It  should  be  noted  that  Bcrnays  of  St.  Louis 
had  6  cases,  all  recovering ;  and  Bull  of  New  York,  5  cases,  with 
one  death.  It  will  therefore  be  seen  that,  in  skilled  hands,  the 
operation  is  far  from  being  unjustifiabtc  on  account  of  its 
mortality.  The  operation  has  suffered  at  the  hands  of  untrained 
operators ;  but  the  operation  itself  must  not  therefore  be 
condemned. 

*  See  Pon'a  oUborat«  paper.  UUntit.  y«nm.  UiJ-  St,.  Ju-.  tSB6. 
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With  regard  to  the  objection  urged  against  hysterectomy, 
thtit  the  disease  is  extremely  liable  to  recur,  we  have  no  trust- 
worthy data  to  argue  from.  This  objection  holds  good  against 
all  operations  for  malignant  distiase :  and  there  is  no  evidence  to 
show  that  this  recurrence  is  more  likely  to  take  place  after  exci- 
sion of  the  uterus  than  after  other  excisions  for  cancer — of  the 
tongue,  for  instance.  Reasoning  on  theoretical  grounds,  we 
might  infer  that  an  organ,  so  much  dilTerentiated  as  the  uterus, 
would  be  as  likely  as  any  to  have  the  disease  limited  for  a 
definite  period.  As  a  matter  of  fact,  in  those  cases  where  the 
after-results  have  been  carefully  noted,  as  in  Schroeder's  and 
Martin's,  the  per-centage  of  permanent  cures  is  fully  ecjual  to 
that  got  after  extirpation  of  cancer  in  other  regions.  No  doubt 
recurrence  has  taken  place  more  frequently  and  more  rapidly 
than  it  ought  to  have  done,  because  unsuitable  cases  have  been 
submitted  to  operation. 

Partial  or  cer\'ical  amputation  is  sometimes  compitrcd  with 
total  amputation,  to  the  disadvantage  of  the  latter.  No  fair 
comparbon  is  possible.  As  well  might  we  compare  excision  of 
a  small  epithelioma  I  ous  ulcer  of  the  tongue  with  removal  of  the 
whole  organ.  The  operations  are  quite  distinct.  Where  the 
one  is  proper,  the  other  is  improper ;  where  the  minor  operation 
is  likely  to  succeed,  it  would  be  wrong  to  perform  the  major. 
And  in  the  case  of  cancer  of  the  uterus,  the  minor  operation  is, 
in  the  .large  majority  of  cases,  the  proper  one :  my  own  experi- 
ence is,  that  for  ten  cases  in  which  partial  excision  is  the  proper 
operation,  total  excision  is  called  for  only  once. 

It  should  be  noted  that  cettaio  authorities  maintain  that 
total  removal  should  be  adopted  for  all  cases  of  cancer  of  the 
uterus,  even  in  those  cases  where  the  disease  is  confined  to  the 
cervix,  Fritsch,  in  particular,  has  identified  himself  with  this 
view ;  and  gives  as  reasons,  besides  the  admitted  ones  of  sub- 
sequent painful  menstruation  and  tiabihty  to  recurrence  after 
the  partial  operation,  the  somewhat  remarkable  one  that  total 
extirpation  is  less  difficult  and  less  bloody  than  cervical  ampu- 
tation. Ho  would  operate,  however,  only  when  operation  is 
easy:  that  is  to  say,  when  tlie  uterus  can  bo  easily  drawn  down. 
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Fritscb's  experience  and  his  cxtraordinar)-  success  in  the  oper- 
ation i^ve  hU  opinion  great  weight.  Additional  Btcenglh  has 
been  given  to  Fritsch's  portion  by  Schuta  of  Prague,*  who 
states  that  70  per  cent,  of  the  patients  submitted  to  total  extir. 
pation  remained  free  of  the  disease  one  year  after  operation; 
while  only  50  per  cent,  remained  free  after  the  partial  operation. 
After  two  years  loo  per  cent,  of  the  survivors  were  free  after  the 
radical  operation,  while  only  40  per  cent,  were  free  after  the 
partial  one.    These  statistics,  however,  require  corroboration. 

I  have  no  hesitation  in  expressing  my  belief  that,  in  care- 
fully selected  cases,  the  operation  is  both  justifiable  and  proper. 
The  immediate  morlality  does  not  forbid  it.  Recurrence  is 
almost  ccrt.ninly  not  more  rapid  than  in  other  operations  for 
cancer,  and  permanent  recovery  is  just  as  likely  to  be  secured. 
And,  finally,  there  seems  to  be  an  almost  unanimous  opinion 
that  death  after  recurrence  is  not  attended  with  so  much  sulTer- 
ing;  that  perforations  of  bladder  and  rectum  are  not  so  liable 
to  take  place  after  the  uterus  is  removed ;  and  that  existence  is 
prolon(;e<]. 

CONDITIONS   FOR  WHICH    OPBKATIOK    HAY    BE    PBRFORHBD. 
INDICATIONS   AMD   CONTRA- INDICATIOKS. 

The  varieties  of  malignant  disease  for  which  excision  of  ibo 
uterus  may  be  performed  are ;  epithelioma,  scirrhus,  encepha- 
loid,  and  sarcoma. 

Epith<lim«a  may  be  found  attacking  the  vaginal  portion  of 
the  cervix,  the  cavity  of  the  cervix,  or  the  interior  of  the  body 
of  the  uterus.  The  varieties  may  be  clinically  spoken  of  as 
epithelioma  of  the  os,  the  cervix,  and  the  body.  On  the  os  the 
diagnosis  is  easy.  The  characteristic  hard,  nodular,  friable 
an<f  vascular  granulations,  and  the  proneness  to  hemorrhage  00 
being  touched,  are,  with  the  peculiar  acrid  watery  discharges 
and  certain  other  well-known  symptoms,  sufficiently  diagnostic. 
In  epithelioma  of  the  cervix,  the  development  of  the  cauliflower 
excrcieccnccs  is  hindered  by  the  encircling  tissues.  The  new 
*  »'wi<.Arnf.i>>uf.  July  3ld,iS$7. 
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growth  infiltrates  the  parenchyma  as  hard  noduJar  masses, 
leaving  softened  intervals  of  uoinvaded  tissue.  Granulations 
may  protrude  at  the  oa,  or  they  may  grow  inwards  towards  the 
uterine  cavity.  The  epithelioniatous  granulations  soon  break 
down,  and  the  cerviail  cavity  becomes  a  largCi  open,  rounded 
channel,  with  irregular  nodulated  masses  bulging  into  it.  Can- 
cerous discharges  arc  said  to  come  on  earlier,  and  to  be  more 
abundant,  in  this  than  in  the  previous  form. 

Epithelioma  of  the  body,  as  a  primary  disease,  is  not  so  rare 
,as  it  is  frequently  supposed  to  be.  Its  behaviour  is  very  similar 
to  what  is  found  when  the  disease  attacks  the  cervical  mucous 
membrane.  There  is  greater  enlargement  of  the  fundus,  less 
marked  hardening  of  the  cervix,  and  it  is  frequently  associated 
with  symptoms  of  uterine  contraction  or  spasm.  The  diagnosis 
is  made  certain  by  dilatation  of  the  cervix  and  introduction  of 
ibe  fiDgcr. 

In  every  case  of  doubtful  diagnosis,  a  piece  of  the  granu- 
lations should  be  removed  and  examined  under  the  microscope. 

As  to  operative  treatment.  In  every  case  of  epithelioma 
confined  to  the  vaginal  portion  of  the  cervix,  amputation  of  the 
cervix  alone  is,  in  my  opinion,  called  for.  And  as  the  majority 
of  examples  of  epithelioma  of  the  uterus  are  of  this  limited 
nature,  the  greater  number  of  amputations  will  be  partial. 

Cancer  of  the  cervix  may  occupy  the  lower  puilion  of  the 
canal,  or  extend  upwards  through  its  whole  length.  The  selec- 
tion of  panial  or  total  hysterectomy  must  depend  on  the  extent 
of  the  disease.  It  is  possible  to  remove  the  whole  cervix  and 
some  part  of  the  uterine  body  without  entering  the  peritoneum, 
and  in  many  cases  it  may  be  ascertained  with  a  considerable 
degree  of  probability  that  such  operation  is  well  clear  of  the 
disease.  But  epithelioma  in  the  cavity  of  the  uterus  burrows 
more  extensively  than  on  the  os,  and  infiltration  may  have 
extended  some  distance  beyond  the  limits  of  the  superficial 
and  palpable  growth.  Such  cases  can  be  cured  only  by  total 
hysterectomy. 

For  epithelioma  of  the  fundus  and  body  of  the  uterus,  total 
byslerectoniy  alone  is  pcrmis&ible. 
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ParmchyiHttlout  canctr  of  the  cervix  may  be  cither  scittIius 
or  cncephaloid :  diagnosis  between  the  two  is  rarely  possible 
till  the  disease  is  too  advanced  for  operation.  It  is  known  by 
the  increased  tuntefaction  of  the  cervical  tissue;  by  its  general 
denBity,  marked  at  several  points  by  masses  of  specially  hard 
consistence :  by  the  dark-red,  angry  colour  of  the  visible  parts ; 
and  by  the  tenderness  on  pressure.  Scirrhus  is  harder  than 
encephaloid,  and  is  more  liable  to  form  multiple  masses  of 
induration.     The  progress  in  both  !«  very  rapid. 

Scirrhus  or  encephaloid  may  attack  the  fundus,  and  may 
develop  towards  the  uterine  cavity  or  towards  the  peritoneum. 
In  the  early  stages  tt  is  exceedingly  difficult  to  diagnose  paren- 
chymatous disease  of  the  body  of  the  uterus  from  simple 
myoma.  Undeniable  evidence  is  afforded  only  when  ulceration 
takes  place.  But  much  may  be  inferred  from  the  urgency  of 
the  symptoms  as  to  bleeding,  pain,  the  rapidity  of  progress  with 
attendant  cachexia,  and  the  nature  of  the  discharges. 

Stirecna  of  the  uterus  is  a  rare  disease,  and  is  not  easily 
diagnosed.  Ha;morrhagea,  a  watery  discharge  "  like  the  wash- 
ings of  meat "  (Schroeder),  moderate  enlargement  of  the  uterus, 
often  markedly  in  one  direction,  and  rapid  increase  of  the 
growth,  suggest  the  disease.  There  may  not  be  much  pain, 
and  such  pain  as  is  found  is  usually  inlerniiltent  and  of  the 
nature  of  uterine  colic.  The  growth  is  soft,  ofteo  semi-flue- 
Itialing,  and  it  grows  irregularly,  while  still  continuing  as  one 
mass.  Quite  recently  1  removed,  in  the  Bristol  Royal  Infiraiary, 
8  sarcoma  of  the  uterus  containing  great  quantities  of  blood- 
dot.  The  patient  died  within  three  weeks  with  secondary 
deposits  in  the  lungs,  and  suppurative  peritonitis. 

In  malignant  disease  of  the  uterus,  where  removal  of  the 
whole  orgQD  is  contemplated,  the  grave  nature  of  the  Ojieration 
demands  (hat  the  indications  and  contra-indications  should  be 
peculiarly  definite  and  unmistakable.  They  are  in  no  way 
different  from  those  in  force  with  reference  to  malignant  disease 
elsewhere i   but   the  risk   to  life  from   the  primary  operation 
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is  so  great,  thai  special  weight  must  be  given  to  any  dement 
which  is  likely  to  interfere  with  success.  The  liability  lo  recur- 
rence in  a  given  case  of  epithelioma  of  the  lip  may  appear  to  be 
greater  than  in  one  of  epithelioma  of  the  cervix  uteri  after 
removal ;  but  the  immediate  danger  after  operation  from  the 
one  is  so  much  less  than  after  the  other,  that  the  one  operation 
might  be  surgically  permissible  when  the  other  would  not. 

Before  proceeding  to  operation  in  any  given  case  of  malig- 
nant disease,  the  most  careful  and  rigid  scrutiny  must  be 
iDStituted,  not  only  into  the  amount  of  local  disease  and  its 
limits,  but  into  the  general  condition  of  the  patient.  Marked 
anaemia,  evident  cachexia,  or  a  faulty  condition  of  any  of  the 
vital  organs  or  viscera,  at  once  forbids  operation.  The  patient 
must  be  in  fair  health,  with  a  prospect  of  average  longevity 
from  general  soundness  of  organs  apart  from  the  malignant 
disease. 

Locally,  a  precise  examination  by  vagina  and  rectum  must 
reveal  complete  absence  of  extension  of  disease  to  any  sur- 
rounding organ  or  gland,  to  peritoneum,  broad  ligament,  bladder, 
or  rectum.  One  fmger  in  the  rectum  and  another  in  the  vagina 
may  cause  the  cervix  and  the  vrall  of  the  bowel  to  glide  over 
each  other;  and  a  sound  in  the  empty  bladder  may,  to  a  less 
extent,  elicit  the  same  symptom  for  that  organ.  Bimanual 
examination  will  detect  thickening  of  the  broad  ligaments  and 
enlargement  of  glands.  The  uterus  must  be  freely  movable  in 
all  directions,  and  the  movements  ought  not  to  be  associated 
with  severe  deep  pelvic  pains.  Local  extension  of  the  growth 
to  the  vagina,  of  course,  contra -indicates  operation. 


CSKVICAL  AMPt;TAT10N. 

Although  this  operation  for  cervical  cancer  is  not  strictly 
within  the  limits  of  this  work,  and  was  omitted  in  the  previous 
odilion,  I  now  include  it,  because  it  is^gTmane  to  what  follows, 
and  because  it  makes  complete  the  account  of  the  operative 
treatment  of  uterine  cancer.  I  conhnc  my  description  to  a  short 
account  of  the  operation  which  1  have  performed  for  the  past 
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live  years  with  uoirorm  success.  Tbc  cases  arc  too  few  to 
draw  conclusions  bom ;  but,  judging  tiom  the  behaviour  of 
patients  .submitted  to  the  operation,  1  believe  that  one  may  go 
on  ojwrating  with  <i  mortality  tinder  2  per  cent. 

The  vagina  is  disinfected  thoroughly  by  irrigation  before 
operation,  and  by  swabbing  at  the  time  of  operation.  The 
patient  is  placed  in  the  lithotomy  position  and  kept  there  by 
means  of  Clover's  crutch.  (Fig-  33-)  The  cervix  is  caught  in 
powerful  locking  volsella,  by  means  of  which  the  uterus  is 
forcibly  dragged  down :  these  are  handed  over  to  an  assistant, 

who  directs 
the  move- 
ments of 
the  utenis 
according 
to  the  in- 
Etniciions 
of  the  sur- 
geon. The 
only  in< 
Btrumeats 
necessary 
are,  two 
Spencer 
Wells's 
large  com- 
pression 
forceps, 
a  scissors 
curved  on 
tlic  flat,  and 
a  straight 
uterine 
probe. 

The  mucous  membrane  surrounding  the  ccr\-ix,  well  clear  of 
the  disease,  is  divided  circularly  with  the  scissors.  With  the 
forefinger  of  the  left  hand,  and  the  scissors  in  the  right,  the 
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ccmcal  mucous  niembrftnc  is  dissected  or  peeled  off  in  an 
upward  direction,  in  front  and  behind,  but  not  at  the  «des,  as 
high  as  possible.  The  dissection  is  made  close  to  the  uterus  in 
front  to  avoid  the  bladder  and  ureters,  and  behind  to  avoid 
perforation  of  the  peritoneum ;  t)ie  dissection  may  be  carried 
higher  in  front  than  behind.  Practice  on  the  cadaver  will  soon 
enable  one  to  judge  by  touch  when  the  upward  limits  of  safety 
have  been  reached  ;  these  are  known  by  the  increased  resistance 
met  with.  At  the  sides,  where  the  broad  ligaments  are  inserted 
and  the  uterine  arteries  are  met  with,  no  dissection  is  made,  but 
cellular  tissue  is  stretched  and  peritoneum  is  pushed  aside.  The 
cervix  is  now  cleared  of  mucous  membrane  up  to  the  limits  of 
undetachable  peritoneum  ;  it  must  be  noted,  however,  that  the 
peritoneum  at  the  sides  is  less  closely  adheienl  than  in  front 
and  behind ;  and  two  pouches  may  be  formed  between  the  layers 
of  the  broad  ligaments,  hiKher  up  than  the  highest  limits  of  the 
peritoneal  reflexions  from  the  uterus.  The  peritoneum  is,  in 
UlCI,  stripped  from  the  broad  ligaments  for  some  distance  along 
the  sides  of  the  uterus;  and  between  the  two  layers  of  peri- 
toneum lies  a  stratum  of  cellular  tissue  containing  the  uterine 
vessds.  This  layer  of  undctached  cellular  tissue  is  caught 
between  the  fore  and  middle  fingers  of  the  left  hand,  and 
stretched  laterally  while  the  assistant  drags  the  uterus  in  an 
opposite  direction,  thus  clearing  the  lower  sub  ■  peritoneal 
portions  of  the  broad  ligament,  which  contain  important 
vessels,  for  the  application  of  the  large  compression  forceps. 
The  blades  of  the  forceps  arc  pushed  as  high  up  as  possible  in 
the  tracks  of  the  fingers  and  firmly  locked,  first  on  one  side  and 
then  on  the  other.  If  there  has  been  bleeding  from  the  epithe- 
liomalous  tissue,  from  compression  or  tearing  by  the  volsella, 
this  bleeding  at  once  stops  when  the  forceps  are  applied. 
Indeed,  the  continuation  of  the  haemorrhage  after  the  application 
of  both  pairs  of  forceps  1  should  regard  as  indicating  that  they 
were  not  properly  applied. 

The  cellular  tissue  between  the  forceps  and  the  side  of  the 
uterus  is  now  divided  by  scissors.  Such  division  neatly  always 
permits  the  uterus  to  be  dragged  down  lower.     The  uterine 


THE  OPERATION. 


217 


probe  is  now  placed  inside  the  cavity  as  <  guide  to  tlie  lines  of 
division.  The  uterine  tissue  is  divided  obliquely  upwards  b 
the  scissors,  the  division  all  round  converging  to  the  probe  as 
centre.  The  fingers  of  the  left  hand  push  the  loose  tissues  out 
of  the  way  of  the  scissors,  while  the  assistant  manipulates  the 
uterus  by  voUeDa  and  probe,  so  as  to  assist  the  division.  The 
cervix  and  »  considerable  porlion  of  the  body  of  the  uterus  may 
be  removed  in  this  way  without  any  trouble  from  htemorthagc. 
The  uterine  mucous  membrane  may  be  removed  in  its  whole 
length  without  much  difficulty,  if  it  is  divided  while  it  is  gradually 
pulled  down  after  the  muscular  tissue  has  been  cut  through. 

The  gap  in  the  uterus  is  swabbed  out  with  an  antiseptic 
lotion :  a  pad  of  antiseptic  wool  closes  the  vagina  and  surrounds 
the  handles  of  the  forceps,  which  are  left  rn  situ.  In  twenty- 
four  or  Ihitty-six  hours  the  forceps  are  removed.  Daily  irrigation 
of  the  vngina  may  be  continued  for  a  week  or  longer,  and  in  a 
fortnight  the  patient  may  be  permitted  to  get  up, 


KOLPO-  HVSTB  BECTOM  V. 

An  extraordinary  amount  of  literature  has  accumulated 
around  the  description  of  Kolpo- hysterectomy.  Much  of  it 
represents  early  crude  and  tentative  proceedings  which  have 
been  generally  ignored  or  abandoned ;  but  some  of  the  described 
methods  have  survived  the  natural  processes  of  selection  and 
evolution,  and  have  now  crystallised  into  generally  accepted 
plans  of  operation.  Finality  has  not  yet  by  any  means  been 
obtained,  and  permissible  variations  in  each  step  of  the  opera- 
tion may  be  properly  referred  to. 

The  operation  may  be  conveniently  described  in  successive 
stages. 

Pnpantory.  —  Three  or  four  days  must  be  devoted  to 
(boTOUghly  cleansing  the  whole  of  the  parts  concerned  in,  and 
contiguous  to,  the  seat  of  operation.  The  external  parts,  the 
ft^ds  between  the  labia  at  the  top  of  the  thighs  and  around  the 
clitoris  and  pubes,  are  washed  at  least  once  a  day  with  soap 
(preferably  with  pure  potash  soap)  and  hot  water.     The  vagina 
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is  irrigated  twice  daily  with  some  tnistwonhy  antiseptic,  such 
as  1-30  carbolic  acid  or  i-ijoo  perchloride  solution.  After 
irrigation,  iodoform  powder  is  to  be  insufRated,  and  a  plug  of 
cotton  wool,  impregnated  with  antiseptic  material  (iodoform  is 
suitable),  is  to  be  inserted,  and  removed  for  the  next  irrigation. 
Some  writers  recommend  that  the  cavity  of  the  uterus  should 
be  purified ;  but,  if  the  uterus  has  to  be  turned  over,  risk  of 
infection  may  be  avoided  by  placing  a  sponge  "between  the 
cervix  and  the  peritoneum:  while  if  it  is  not  turned  over,  the 
proceeding  is  unnecessary.  A  few  surgeons  go  so  far  as  to 
recommend  that  the  protruding  and  foul  granulations  should  be 
icmovod  some  days  before  removing  the  whole  organ.  When 
the  patient  is  placed  ready  for  operation,  a  final  and  thorough 
douching  with  a  strong  antiseptic  lotion  will  be  instituted.  The 
bladder  and  the  rectum  are,  of  course,  thoroughly  emptied. 

The  best  poiition  of  Ike  patitnt  is  that  of  perineal  lithotomy : 
and  the  posture  is  best  maintained  by  Clover's  crutch  (Fig.  33), 
which  keeps  the  knees  apart,  and  maintains  flexure  of  the  thighs 
on  the  pelvis  by  means  of  a  strap  carried  round  the  neck. 
Ordinary  lithotomy  straps,  joining  wrist  and  ankle,  permit 
movements  of  the  Umbs,  and  require  an  assistant  to  keep  them 
•till.  The  table  must  he  of  convenient  height,  so  as  to  bring 
the  parts  easily  within  the  reach  of  manipulation  and  sight. 
A  few  surgeons  prefer  Sims's  position. 

Fixation  and  ManipuUtion  of  the  uterus  is  managed  by  means 
of  a  powerful  volsella,  with  three  or  four  broad  interlocking 
teeth.  Many  surgeons  recommend  tJie  use  of  a  thick  liga- 
ture, carried  through  the  cervical  tissue.  But  a  hgature, 
however  thick,  is  more  liable  to  tear  the  tissue  than  volsella 
of  proper  shape  and  dimensions;  and  an  as»stant  cannot  move 
the  uterus  about  in  the  va^na,  as  the  operator  directs  him,  with 
so  much  rapidity  and  precision  by  a  thread  as  by  a  strong  stiff 
instrument.  \'oIsella  need  be  in  the  way  of  the  operator  very 
little  more  than  a  string. 

The  surgeon  pulls  down  the  uterus  as  far  as  possible  by 
means  of  the  volsella,  and  then  hands  it  over  to  an  assistant. 
The  next  step  is : 
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Diittction  ef  Ike  vaginal  mHcout  ttumbrane  off  tlie  cervix.  If  the 
patient  is  stout,  lateral  retractors  may  be  of  advantage  in 
giving  more  room  and  more  light.  In  moat  cases  the  fingers  of 
the  left  hand  will  he  quite  sufficient  to  expose  the  parts.  In 
those  cases  wliere  tlie  cervix  can  he  hrotight  without  the  vulva, 
retractors  will  not  be  necessary. 

A  scissors,  curved  on  the  flat,  is  made  to  cut  through  the 
mucous  membrane  around  the  cervix,  at  a.  distance  well  clear  of 
the  disease.  As  a  general  rule,  it  will  be  wise  to  carry  this  line 
as  high  up  as  possible,  short  of  the  limits  of  danger  to  bladder 
or  ureters  in  front,  or  rectum  behind.  When  the  uterus  has 
been  much  dragged  down,  the  normal  relations  to  bladder  and 
rectum  are  disturbed;  and  if  deep  cuts  arc  rashly  made, 
these  viscera  may  be  wounded.  (Fig.  34.)  The  finger  moved 
Over  the  cervix,  and  judging  of  the  mobility  of  the  mucous 
membrane  covering   it,   will   always   be  a   reliable  guide. 
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The  mucous  membrane  is  now  elevated  from  the  cervix, 
connecting  cellular  tissue  being  divided  by  forefinger  and 
scissors.  A  catch  forceps  pUced  on  the  anterior  flap  and 
)iandcd  to  the  assistant,  who  pullii  it  forward  while  he  depresses 
the  cervix  with  the  volsclla,  will  facilitate  the  dissection  in 
front ;  while  a  reversed  manipulation  will  be  of  equal  ad- 
vantage behind.  Laterally,  no  cutting  must  be  made  after 
the  mucous  membrane  is  divided.  The  cellular  tissue  must 
be  pushed  up  as  high  as  possible  by  the  finger  without 
tearing  it ;  frequently  the  upward  limit  will  be  defined  by 
a  feeling  of  pulsation  in  the  uterine  arteries.  Under  all  ctr- 
cumstances,  in  the  dissection,  it  is  a  wise  plan  to  keep  close 
to  the  uterus. 

A  sound  in  the  bladder  is  by  many  operators  considered  an 
assistance.  If  there  is  any  doubt  as  to  the  position  of  that 
viscus,  and  any  apprehension  of  its  being  injured,  then  the 
sound  ought  to  he  inserted.  But  if  the  rule  to  keep  close  to  the 
Uterus  is  followed,  and  if  the  finger  has  been  made  familiar  with 
the  feel  of  the  parts  by  practice  on  the  cadaver,  the  sound  will 
raaHy  be  wanted. 


Oftting  tht  Pmtontum.  —  When  the  mucous  membrane 
has  been  cleared  from  the  cervix  as  high  up  as  the  peritoneum, 
that  membrane  is  perforated  in  front  and  behind,  and  the 
abdominal  cavity  is  entered.  The  forefinger  is  the  best 
perforator.  Above  the  internal  os,  the  peritoneum  is  closely 
adherent  to  the  uterus  anteriorly  and  posteriorly,  and  here  the 
finger  may  be  pushed  through  it  by  a  little  judicious  manipu* 
lation.  If  it  is  more  than  ordinarily  tough,  nnd  it  seems  to  be 
yielding  and  stretching  in  front  of  the  finger,  a  Lister's  sinus 
forceps  sharply  pushed  through  it  will,  after  separation  of  the 
blades,  make  an  opening  large  enough  to  admit  the  finger.  The 
opening  is  enlarged  in  front  and  t>eliind  by  tearing  with  the 
finger  on  both  sides  as  Car  as  the  broad  ligament.  Brailhwaite 
makes  a  great  point  of  leaving  the  peritoneum  behind  intact  till 
that  membrane  in  front  has  been  fully  opened,  hoping  in  this 
way  to  prevent  access  of  blood,  cancerous  or  septic  matters. 
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Before  making  ihe  posterior  opcoiog  the  parts  are  thoroughly 
cleansed. 

A  soft  sponge  is  now  pushed  through  the  opening  into  the 
posierior  cul-de-sac,  and  left  there.  It  serves  to  prolect  the 
bowels  and  keep  them  out  of  the  way.  while  it  absorbs  any 
effused  fluids  and  lies  between  the  general  cavity  and  any  pos- 
sible infection  from  the  cancerous  uterus. 


Division  of  Hit  Bread  Ligaments. — The  most  dttlicult  and  deli- 
cate  step  in  the  whole  proceeding  is  the  separation  of  the  uterus 
from  the  broad  ligaments,  and  the  securing  of  the  vessels  lying 
in  them  against  bleeding.  For  this  purpose  an  almost  endless 
variety  of  plans  has  been  devised.  The  ligamenls  have  been 
secured  in  mass  by  ecraseur,  wire,  silk,  and  clastic;  they  have 
been  divided  and  seared  by  cautery ;  and  they  have  been  secured 
in  separate  divisions  by  loops,  chain  ligatures,  and  continuous 
sutures.  To  facilitate  manipulation,  the  uterus  has  been  turned 
upside  down  in  backward  and  in  forward  direction,  and  it  has 
been  completely  bisected  from  fundus  to  os.  Minor  varieties  of 
these  varieties  have  been  recommended  and  carried  out ;  as,  for 
instance,  the  division  after  ligation  of  the  lower  portion  of  the 
broad  ligaments;  then  turning  the  uterus  upside  down,  and 
ligating  and  dividing  the  upper  portions.  One  writer  is  of 
opinion  that  the  Fallopian  tube  ought  to  have  a  catgut  ligature 
of  its  own ;  and  special  needles  are  accredited  with  special 
virtues  for  the  placing  of  ligatures. 

The  best  results  will  be  got  from  the  selection  of  an  efficient 
plan  which  is  at  the  same  time  ^mple,  and  endeavouring  to 
perfect  it.  The  application  of  ligatures  is  always  difficult;  la 
the  most  skilled  hands  it  has  sometimes  failed  to  check 
bleeding.  The  simplest  plan  is  undoubtedly  that  of  temporary 
pressure  by  forceps  or  damp,  and  it  can  undoubtedly  be 
made  efficient.  Quite  recently  a  good  deal  of  evidence  in  favour 
of  this  plan  has  appeared  in  the  journals.  Kichclot  of  Paris,  in 
particular,  has  devoted  attention  to  the  method  with  con- 
spicuous success.  I  have  forsome  time  advocated  this  principle 
by  the  use  of  a  specially  devised  clamp. 
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TIk  instrument  (Fig.  35)  is  simply  n  straight  clamp  with  long 
and  powerful  handles,  and  grooves  on  its  lateral  aspoct  to  Kuide 
«  small  knife  which  is  intended  to  cut  through  the  clamped 
ligaments.  It  is  deeply  slotted  on  its  compressing  aspect,  to 
prevent  slipping ;  elsewhere  it  is  smooth  and  rounded.  Through 
the  posterior  opening  tlie  forefinger  is  carried  over  the  top  of  one 
hfoad  ligament,  hooking  it  down  as  far  as  pos&ible.  This 
manceuvre  may  be  bcilitatcd  by  a  blunt 
hook,  handed  over  to  an  assistant.  The 
posterior  blade  is  now  carried  upwards 
along  the  finger,  at  a  distance  of  about 
half  an  inch  from  the  uterus,  and  the  end 
hooked  over  the  top  of  the  ligament. 
Its  handle  is  pressed  backwards  on 
the  perineum.  The  anterior  blade  is 
introduced  in  front  of  the  ligament, 
parallel  to  the  posterior  blade,  and  its 
end  is  locked  by  a  simple  mechanism 
into  the  end  of  the  posterior  blade. 
The  damp  is  then  closed,  and  the 
handles  screwed  up  tightly  outsido 
the  vulva.  A  second  clamp  is  simi- 
larly applied  on  the  opposite  ligament. 
When  both  clamps  are  applied,  the 
knife  is  run  up  the  grooves  and  the 
ligaments  divided  on  the  uterine  side 
of  the  clamps,  when  the  uterus  is 
freed.  Or  scissors  may  be  used  for 
this  division.  The  instruments  may 
be  easily  removed  at  the  end  of  two 
or  three  days,  when  the  natural  pro- 
cess of  vascular  closure  will  provide 
against  the  occurrence  of  hemorrhage. 

The  use  of  these  instruments  renders  the  operation  a  very 
simple  one.  It  is  possible,  in  the  deadhouse,  to  remove  the 
uterus  by  means  of  them  in  five  minutes,  and  leave  the  parts  in 
a  condition  anatomically  and  surgically  satisfactory ;  and  on  the 
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operating  table,  the  proceeding  ought  not  to  occupy  more  than 
half  an  hour. 

The  use  ol  strong  compression  forceps,  to  be  removed  after  one, 
two,  or  three  days,  would  secure  the  same  result  with  somewhat 
less  iactltty  and  greater  cumbersomeness.  Mailer*  has  advo- 
catetl  the  use  of  two  pairs  of  forceps,  one  pair  to  each  broad 
ligament,  and  supports  hig  recommendation  by  records  of  five 
cases,  with  one  death.  The  disadvantages  of  the  use  of  forceps 
are,  that  several  pairs  would  have  to  be  applied,  and  left  in  the 
vagina ;  while  both  sides  of  the  uterus  could  scarcely  be  secured 
against  bleeding  before  the  uterine  connections  were  severed, 

Bui,  in  some  cases  where  the  uterus  is  considerably  enlarged, 
as  in  nialiguaiit  disease  of  the  fundus,  or  as  in  a  case  on  which 
I  operatc-d  where  pregnancy  coexisted,  the  tops  of  the  broad 
ligament  He  beyond  the  reach  of  the  linger,  and  the  whole 
structures  are  voluminous,  the  clamps  are  unsuitable,  and 
either  forci- pressure  or  deligalion  must  be  instituted.  In  the 
application  of  cither  method,  I  believe  that  turning  the  uterus 
upside  down  will  be  found  an  advantage:  and  Ihts  I  should 
select  in  preference  to  all  olher  methods  which  have  been 
recommended.  Complete  rotation  of  the  uterus  on  its  long 
axis  materially  shortens  the  depth  of  the  broad  ligaments, 
brings  them  more  fully  within  the  field  of  operation,  and  leaves 
the  most  important  stage  of  the  proceeding — division  of  the 
utexine  arteries — to  the  last,  when  it  is  also  rendered  most  easy. 

Against  the  plan  of  turning  the  utcnis  upside  down  it  is 
urged  that  thereby  a  cancerous  and  perhaps  foul  mass  is  brought 
into  contact  with  the  peritoneum.  To  avoid  this  risk  the  super- 
added operation  of  excising  the  cervix  has  lieen  recommended 
and  performed.  Now  it  is  easy  enough,  by  the  use  of  germicides, 
to  render  the  cervix  not  only  aseptic  but,  if  the  fluid  is  strong 
enough,  actively  antiseptic.  But  all  such  risks  may  easily  be 
avoided  by  the  ordinary  expedient  in  abdominal  surgery  of 
placing  a  sponge  between  the  {wssibly  noxious  substance  and 
the  peritoneum. 

It  matters  little  whether  the  utenis  is  (umod  backwards  or 
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fonvards.  If  rotation  can  be  performed  by  the  linger  alone,  it 
is  most  easily  carried  out  in  the  backward  direction,  with  the 
finger  in  the  posterior  oiM^ning  and  hooked  over  the  fundus 
ulori.  If  the  finger  docs  not  suffice,  anterior  rotation  by  means 
of  forceps  may  be  carried  out.  A  firm  hold  of  the  anterior 
sur&ice  is  taken  with  catch-forceps,  and  the  uterus  is  pulled 
down  ax  much  as  possLible;  a  second  hold  is  secured  higher  up, 
and  so  on,  one  above  the  other,  till  the  fundus  is  grasped,  and 
the  uterus  pulled  down  and  completely  inverted.  The  fundus 
now  lies  in  the  vagina,  and  perhaps  presents  at  the  vulva,  and 
the  upper  insertions  of  tlie  broad  ligaments  are  within  sight 
and  reach. 

Where  it  is  possible  to  apply  it  properly,  a  satisfactory 
ligature  is  probably  better  than  the  best  forci-prcssure.  With 
an  inverted  uterus,  deligation  of  the  broad  ligaments  presents 
no  special  difficulties.  Firstly,  a  powerful  Wells'  forceps  grasps 
as  much  as  possible  of  one  broad  ligament,  close  to  the  uterus, 
and  3  strong  silk  ligature  is  carried  round  a  corresponding  depth 
of  the  ligament  at  a  proper  distance  beyond.  BrailhwatCe 
found  that  it  was  not  necessary,  in  two  successful  cases,  to  place 
forceps  on  the  uterine  side  of  the  divided  tissues ;  bleeding  was 
checked  by  the  forcible  traction  on  the  utcnis.  The  inler\'eiung 
tissue  is  divided  with  sci&sors.  Two  or  three  successive  piece* 
of  ligament  arc  so  treated,  and  one  side  of  the  uterus  is  set  fras. 
The  other  side  is  similarly  treated,  and  the  whole  uterus  is  then 
removed.  The  broad  ligaments  are  thus  secured  by  three  or 
four  ligatures  on  each  side,  and  they  arc  cut  off  short.  If  there 
is  any  doubt  as  to  the  security  of  the  deligation  at  any  points, 
catch-forceps  arc  placed  on  the  visible  vessels,  and  these  are 
either  ligatured  subsequently,  or  the  forceps  are  left  hanging 
and  removed  next  day  or  the  day  after. 

Ovaries  and  Fallopian  tubes,  if  they  arc  healthy,  need  not 
be  removed. 

When  the  uterus  is  pulled  down,  and  particularly  if  it  is 
inverted,  the  broad  ligaments  are  stretched  and  tense.  As  soon 
as  the  uterus  is  cut  off,  the  ligaments  recoil,  become  llaccid,  and 
retract,  tending  to  cast  ligatures  loose.    Therefore  the  hgatures 
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should  be  tightly  drawn,  and  they  should  have  a  coosidcrable 
hold  upon  the  tissues.  These  precautions  ought  to  be  specially 
observed  io  the  lower  portions  of  the  ligaments,  where  the 
uterine  arteries  lie.  And  it  must  be  remembered  that  it  is  here 
where  the  risks  of  wounding  the  ureters,  or  of  including  them  in 
Ihc  ligatures,  is  greatest.  These  dangers  arc  enhanced  by 
inversion  of  Ihc  uterus.  They  arc  minimised  by  a  thorough 
separation  of  surrounding  cellular  tissue  in  the  eaily  stages, 
and  by  keeping  always  as  close  to  the  uterus  as  possible. 

The  Ptritoaiai  and  Vaginal  Woitnds  do  not  require  suture.  No 
better  results  arc  got  from  suture  than  from  leaving  them  to  fall 
into  apposition,  and  unite  as  best  they  can.  Some  surgeons 
recommend  that  the  peritoneum  should  be  sutured  to  the 
vagina;  others,  that  the  vagina  alone  should  be  sutured;  and 
others  say  thai  if  the  peritoneum  is  sutured,  the  vagina  may  be 
left  tn  look  after  itself.  But  suturing  of  any  sort  has  been 
proved  to  be  unnecessary.  A  positive  objection  to  the  employ- 
ment of  sutures,  whereby  flaps  are  kept  in  close  apposition,  is 
that  the  discharges  which  ooze  from  their  surfaces  are  locked  up 
and  may  become  sources  of  septic  infection.  The  parts  fall 
naturally  into  apposition,  and  remain  apposed.  It  is  true  that 
the  best  and  quickest  healing  will  be  got  if  like  tissue  is  apposed 
to  like;  and  advantage  ought  to  be  taken  of  the  remarkable 
rapidity  with  which  inflamed  serous  surfaces  cohere.  Further, 
it  is  advisable  that  all  oozing  from  rawed  surfaces  should  find  its 
way  into  the  vagina,  rather  than  into  the  peritoneum. 

This  end  may  be  simply  cfFcrctcd  in  the  withdrawing  of  the 
sponge  placed  inside  the  abdomen  through  the  opening.  It  pulls 
down  the  flaps  with  it,  and  in  so  doing  leaves  serous  surfaces  in 
contact  and  rawed  surfaces  closed  in,  while  it  leaves  the  flapsso 
that  discharges  from  them  tun  into  the  vagina.  The  serous 
membranes  first  unite,  and  as  soon  as  they  close  the  peritoneal 
cavity  is  shut  off. 

Dniiuge  of  some  sort  is  advisable  for  the  first  day  or  two. 
If  the  clamps  arc  used,  they  will  act  as  drains.  If  not,  a  glass 
drainage-tube  of  ordinary  size  and  shape  ts  as  good  as  any.    It 
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should  be  placed  very  carefully,  without  disturbing  the  relations 
of  the  serous  and  mucous  flaps.  A  T-sliaped  tube  has  the 
advantage  that  it  will  not  Klip  out  of  the  abdomen ;  but  it  has 
the  disadvantage  that  it  cannot  be  removed  without  breaking 
down  recent  adhesions. 

For  the  first  twenty-four  hours  sero-sanguinolent  fluid  will  be 
discharged  through  the  tube ;  thereafter  for  a  day  or  two,  serous 
Of  sero-purulcnt  fluids,  in  diminishing  amount.  At  the  end  of 
three  or  four  days,  if  all  goes  well,  the  tube  may  be  removed. 

In  view  of  the  fact  that  all  fluids  lying  in  Douglas's  potichi 
have  a  tendency  to  undergo  decomposition,  and  that  in  hys- 
terectomy there  may  be  actual  entrance  of  air  or  vaginal 
secretions  into  the  abdominal  cavity,  it  will  be  a  wise  plan  at 
Stated  intervals  to  irrigate  through  the  drainage  tube.  Thi 
may  be  easily  done  by  passing  a  catheter  attached  to  an 
iuigator  along  the  drainage-tube  to  the  abdominal  cavity,  and 
sending  a  stream  of  warm  lotion  through  it.  When  the  fluid 
returns  clear,  irrigation  may  be  stopped. 

A  roll  of  antiseptic  gauze  or  cotton  passed  up  the  drainage 
tube  will  act  as  an  antiseptic  plug,  and  as  a  capillary  extractor 
of  fluids.  Plugging  of  the  vagina  is  troublesome  and  un- 
necessary. If  the  tube  is  surrounded  with  antiseptic  wool 
where  it  lies  between  the  labia,  and  if  the  external  parts  are 
kept  thoroughly  clean  and  sweet,  there  is  little  danger  of  septic 
infection.  Indeed,  it  is  notorious  that  tampons  in  the  genital 
|)assuges  have  of  themselves  a  strong  tendency  to  become 
putrid. 

A  good  working  method  is  to  draw  the  urine  through  tha 
catheter  every  five  or  six  hours.      When  the  bladder  is  einptic 
the  wool  surrounding  the  end  of  the  drainage   tube  is  with- 
drawn, and  the  cavity  in  irrigated.     Then  the  external  parts  at 
thoroughly  cleansed ;  boro-glyceride  is  smeared  all  over  them; 
and  a  new  dressing  is  applied. 

It  has  been  recommended  that  the  patient's  slioulders  should 
be  raised,  so  as  to  permit  of  downward  drainage.  This  is  quite 
tmncce&sary;  and  it  may  be  hannful  by  encouraging  the  access 
of  air.     The  extensive   experience  of  drainage   through   tlie 
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anterior  parietes  has  proved  that  intra-abdominal  pressure  is 
quite  sufficient  to  force  free  fluids  upwards  through  a  patent 
opening;  and  to  prevent  the  admission  of  air,  it  would  be  wiser 
to  have  the  external  end  of  the  tube  in  the  vagina  on  a  higher 
level  than  the  end  in  the  abdominal  cavity.  But  3  phig  of 
cotton  wool,  while  encouraging  the  escape  of  fluid,  will  prevent 
the  insufflation  of  air. 

The  general  treatment  requires  no  special  description.  The 
histories  of  recorded  cases  seem  to  show  that  there  is  more 
than  the  ordinary  tendency  to  tympanites.  The  use  of  the 
rectum  tube,  the  exhibition  of  turpentine  enemas,  and  the 
administration  of  saline  purges,  will  moat  efficiently  remove 
this  condition.  In  all  respects  the  general  management  is 
similar  to  that  after  other  abdominal  operations. 


Complicaliom  and  Accidtnii. — Wounds  of  the  bladder  or  iirelcr 
are  much  less  frequent  than  might  be  expected.  The  bladder 
is  most  likely  to  be  wounded  during  the  early  stages  before  the 
peritoneum  is  opened,  and  while  the  relations  are  disturbed  by 
the  uterus  being  dragged  down.  The  best  way  to  avoid  the 
accident  is  to  keep  close  to  the  uterus  and  push  the  bladder 
fonvards  out  of  the  way.  If  the  bladder  is  wounded,  it  ought 
to  be  at  once  sutured. 

Wound  of  the  ureter  is  a  more  serious  alTair,  and  may 
demand  extirpation  of  the  kidney.  It  is  most  likely  to  sulTer 
injury  at  the  end  of  the  operation ;  and  more  particularly  is  it 
liable  to  be  included  in  the  lower  ligatures  applied  to  the 
broad  ligament.  Keeping  close  to  the  uterus  is  here  also 
the  best  mode  of  avoiding  the  risk.  But  the  accident  very 
rarely  happens. 

Cases  are  recorded  where  intestinal  fistula  has  been  caused 
by  pressure  from  the  drainage-tube. 

Haemorrhage,  either  during  or  following  the  operation,  is 
the  chief  risk.  If  the  bleeding  points  cannot  be  included  in 
ligatures,  pressure- forceps  are  left  attached.  After  the  oper- 
ation, if  hxmorrhagc  takes  place,  a  Ferguson's  speculum  must 
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be  passed  and  the  source  of  the  bleeding  sought  for.  When 
-discovered,  the  simplest  method  of  checking  it  is  to  apply  and 
leave  on  a  powerful  compression  forceps.  For  general  oozing, 
a  stream  of  water  heated  to  iio°  Fah.  may  be  safely  and 
advantageously  passed  over  the  bleeding  surface. 

The  ordinary  complications  of  operations  in  the  pelvis  may 
-occur :  such  are— pelvi-peritonitis,  phlebitis,  lymphadenitis. 
They  are  to  be  treated  on  ordinary  principles. 


Hygtorectomy  for  Intractable  Inversion. 

With  the  lielp  of  the  iidn)irahle  rej)ositors  of  Aveling  and 
others,  it  now  rarely  happens  that  an  inverted  uterus  cannot  be 
replaced.  But  it  docs  sometimes  happen  that,  in  spite  of  the 
most  skilled  and  patient  trials,  an  inversion  cannot  be  cured, 
while  the  resulting  condition  to  the  patient  is  so  grave  that 
a  means  of  cure  is  urgently  demanded.  Under  such  circum- 
stances Iiystereclomy  may  be  called  for. 

History. — PaiiluSiSginetaspeaksof  the  removal  of  a  prolapsed 
uterus  which  had  mortilted  as  having  been  carried  out  with 
success.  But  this  probably  was  merely  the  removal  of  a 
sloughing  polypus.  In  167S  Arnould  excised  an  inverted  uterus, 
with  fatal  result.  Deleurye,  Assilini,  de  Bardol,  Beauftls,  FaJvre, 
Hunter,  and  others,  have  operated  by  ligature,  mostly  without 
success.  At  the  end  of  the  eighteenth  century  Baudelocque  made 
an  elaborate  study  of  the  treatment  of  uterine  inversions,  and 
formulated  some  very  sensible  conclusions.  He  clearly  difleren- 
tiated  between  an  extruded  polypus  and  an  inverted  uterus,  and 
laid  down  dufinite  rules  for  diagnosis  and  treatment.  In  recent 
times,  Dcnuc^*"  has  been  conspicuous  in  advancing  our  know- 
ledge of  the  subject. 

The  diagiwsa  of  complete  uterine  inversion  is  sufliciently 
easy.  It  can  be  mistaken  only  for  a  polypus.  Conjoined  mani- 
pulation, under  aoEESthesia  if  necessary,  will  show  the  presence 
of  the  uterus  in  its  normal  position  in  polypus,  and  its  alisence 
in  inversion.  The  finger  in  the  rectum  may  further  detect  the 
funnel-shaped  depression  into  which  the  round  ligaments  and 
Fallopian  tubes  pass,  and  in  which  occasionally  the  uterine 
appendages  may  be  detected.  Pulling  down  the  uterus  aids  the 
diagnosis  in  those  points.  Theabscnccofos  uteri,  the  continuity 
of  the  tumour  with  the  uterine  cervix  at  every  point,  and  occa* 
sionally  the  presence  of  the  two  small  openings  at  the  cornua 
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leading  into  the  FaliopiaD  lubes,  will  be  deteimined.  Pol)'pUfi 
may  be  associated  with  inversion :  here  extra  care  must  be 
observed. 

THE  OPEKATrON. 

A   good    many  methods   of  removing  the  inverted  uterus 

have  been  employed.     They  may   be   classified   under  three 

beads: 

(t)  Immediate  removal,  at  one  sitting. 

(s)  Gradual  removal,  by  compression  or  cautery. 

(3)  Excision  and  compression  combined. 

ttftmtdiali  removal  huti  lieen  performed  by  a  simple  cutting 
operation,  by  crushing  with  ecraseur,  and  by  the  actual 
cautery.  Vclpeau  is  credited  with  a  success  after  excision. 
Mc  Cliotock,  Sims,  Denuci,  and  others,  have  had  successes 
with  the  ecraseur.  Ligature,  immediately  followed  by  exci^OD, 
and  scaring  of  the  raw  surface  after  excision,  has  also  beeo_ 
employed  more  than  once  with  success. 

Dut  no  method  of  immediate  removal  has  had  favourable 
results:  according  to  Schroeder,  a  57  per  cent,  mortality  may 
be  expected.  The  objection  to  this  method  is  the  very  serious 
one,  that  it  leaves  the  peritoneum  exposed  to  infection  from  the 
traumatic  and  suppurative  processes  induced  in  the  stump. 
Even  if  adhesions  form  after  dcligation  or  charring,  they  are  too 
flimsy  to  act  as  an  efficient  barrier  to  the  entrance  of  septic 
products. 

GmJuai  ftmoval  by  sloughing,  ia<luced  l)y  compression  or 
cautery,  has  had  better  results.  Of  all  methods  of  gradual 
compression,  the  elastic  ligature  has  tieen  found  nioet  successful. 
Couriy  has  had  a  few  successes  by  the  use  of  the  galvano- 
cautery,  applied  slowly  and  at  several  sittings.  The  ecraseur 
and  the  wire  scrrc-nocud  have  been  used  in  this  way  also. 

But  here  also  the  mortaUty  has  been  high — 27  per  cent. 
And  gradual  slrangulalion  causes  severe  pam,  and  frequently 
begets  serious  nervous  disturbance — sometimes  even  alarming 
collapse.  The  presence  of  a  large  sloughing  mass  in  the  vagic 
is  ndtber  agreeable  nor  free  from  danger. 
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Compresaeit  and  ixeitUn  eomhiHtd  have  given  the  best  resultft^ 
17  per  cent,  mortality.  The  pnnciple  of  the  proceeding  is,  to 
keep  up  compression  for  a  few  days,  till  strong  adhesions  have 
formed  on  and  arotind  the  inner  serous  surfaces,  and  then  to 
amputate  the  titeriis  below  the  site  of  constriction.  This  is  the 
plan  recommended  by  Schroeder,  and  successfully  modrfied  by 
Pouissot,  Despres,  and  more  recently  by  Scholein. 

Tlie  conxtricting  agent  may  be  a  simple  ligature  of  silk  or 
catgut ;  or  an  elastic  ligature,  prevented  from  slipping  by 
previously  charring  a  circle  of  tissue  with  the  galvanic  cautery ; 
or  an  ecraseur,  such  as  that  of  Cintrat  or  Koeberl^.  As 
simple  and  eflicient  as  any  is  the  application  of  a  strong 
ligature  of  silk,  and  the  supei imposition  of  an  clastic  ligature  in 
the  groove  so  caused.  The  silk  ligature,  pulled  very  tightly, 
fixes  and  steadies  the  underlying  tissues ;  the  elastic  keeps  up  a 
continuous  pressure  on  the  receding  tissues  after  the  silk  ligature 
gets  loose;  and,  at  the  end  of  three  or  four  days,  closure  of 
vessels  and  adhesion  of  peritoneal  surfaces  may  be  con&dently 
expected. 

The  uterus  will  have  been  well  soaked  in  glycerine  of  carbolic 
acid,  or  some  similar  antiseptic  that  will  penetrate  its  tissue.  In 
spite  of  this,  a  gangrenous  odour  will  usually  appe.tr  in  a  few 
days.  On  ihe  third  day,  or  later  according  to  the  behaviour  of 
the  strangulated  ntenis,  amputation  may  be  performed.  This 
operation  must  be  carried  out  with  as  little  disturbance  of  parts 
as  possible.  A  series  of  cuts  with  scissors  whose  blades  are  at 
right  angles  to  the  handles,  and  whose  movements  are  guided  by 
a  finger  in  the  vagina,  would  fulhl  this  requisite.  The  section  ts 
to  be  made  close  to  the  ligature,  so  as  to  completely  remove  all 
tissue  which  is,  or  is  likely  to  become,  necrosed.  A  cylindrical 
speculum  cautiously  introduced  into  the  vagina  will  afford  a 
good  view  of  the  stump  left.  If  it  seems  healthy  and  compact, 
the  hgaturcs  may  be  removed  and  the  raw  surface  smeared  ;vith 
an  antiseptic.  The  vagina  is  then  thoroughly  cleansed  and  kept 
clean,  and  the  stumji  is  left  to  its  fate. 


Hysterectomy  for  Myoma. 

,  Perhaps  "  Removal  of  Uterine  Myoma  by  Abdominal  Sec* 
lioo  "  would  be  a  better  name  than  the  above  for  the  operation 
to  be  described.  In  some  cases,  it  is  possible  to  remove  the 
growth  without  removing  any  part  of  the  uterus;  in  others, 
a  part  of  the  uterus  may  be  removed,  while  the  uterine  cavity  is 
not  entered ;  while,  in  a  third  class,  the  ulerine  cavity  is  entered, 
and  varying  amounts  of  its  slrucUirc  removed,  up  to  complete 
hysterectomy.  But,  as  the  operation  is  very  generally  known 
by  the  name  given,  it  is  here  adopted. 

HiUory. — Lizars  in  1825.  and  Dieffcnbach  in  1826,  encoun- 
tered uterine  myoma  on  opening  the  abdomen ;  but  neither 
endeavoured  to  remove  the  growth. 

In  1837  Granville  is  said  to  have  unsuccessfully  removed  a 
pedunculated  uterine  fibroid.  In  1 843  Heath  operated  unsuccess- 
fully, and  in  1S44  Clay  of  Manchester  operated  with  like  result. 
Burnham.an  American,  is  credited  with  the  first  success,  in  1853; 
and  in  1855  Kimball,  another  American,  had  a  success.  P6an, 
Hegar,  Billroth,  Kalteobach,  and  Schroedcr,  on  the  Continent, 
did  much  to  advance  the  position  of  the  operation  ;  in  our  own 
countr>-,  Keith,  Bantock,  Tait,  Thornton,  and  others,  have  been 
conspicuous  among  operators  and  teachers.  For  magnitude  of 
operations,  perfection  of  methods,  and  brilliancy  of  results, 
Keith  holds  a  commanding  position  among  all  operators. 


Mortality  tmJ  Af'^ricuilipn.  Indications  to  Oftr^te. — It  is  im- 
possible so  to  present  the  statistics  of  hysterectomy  for 
fibroids  as  to  give  a  Eair  idea  of  the  results  which  may  be 
fairly  expected  to-day.  Thus,  Bigelow,*  in  a  total  of  573 
cases,  gives  311  recoveries  and  341  deaths — ^tbe  results  ia 
some  not   being  recorded.     Vautrin.l  in   his  valuable  mono- 
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graph,  classifies  operations  for  myoma  as — myomectomies,  or 
simple  removal  of  a  subserous  myoma;  enucleations;  partial 
amputations  of  the  utenis  ;  and  complete  supra- vaginal  hj'Ster- 
cctomics.  He  gives  tabular  descriptions  of  operations  under 
each  head.  In  52  myomectomies  there  were  34  recoveries;  in 
43  enucleations  there  were  only  9  recoveries;  in  36  partial 
amputations  there  were  26  recoveries;  and  in  82  supra-vaginal 
amputations  there  were  44  recoveries, 

Gusserow's  statistics,  comprising  359  cases  operated  upon 
between  the  years  1S78  and  1885,  give  237  recoveries  and  122 
deaths — a  mortality  of  33.9  per  cent.  If  to  these  are  added  180 
cases  operated  upon  bySchroeder,  0l5hausen,Braun,andTaulTeri 
we  get  a  total  of  539  cases,  with  a  30  per  cent,  mortahty. 

The  general  mortality  in  the  last  few  years  is  nothing  like  so 
great  as  this ;  and  in  the  hands  of  a  few  operators  it  does  not 
exce«d  15  per  cent.  Keith's  mortality,  in  most  unpromising 
cases,  is  only  S  per  cent, ;  Tail's  mortality,  in  his  latest  cases,  is 
very  low ;  and  Bantock  and  Thornton  arc  getting  results  equally 
good.  On  the  Continent,  half-a-dozen  operators  could  be  named 
whose  mortality  is  under  15  per  cent.  Into  the  further  details  of 
the  abundant  statistics  it  is  not  necessary  to  go.  It  is  clear  that, 
in  the  hands  of  properly  qualified  operators,  the  proceeding,  from 
the  jwint  of  view  of  immediate  mortality,  is  as  justifiable  as  any 
Other  major  operation. 

A  further  and  more  important  consideration  is,  whether,  with 
a  death-rate  even  of  one  in  ten,  the  operation  ts  ever  justifiable. 
It  is  urged  by  several  writers  that  uterine  myoma  i.«  not  a  fatal 
disease;  that  palliative  treatment  will  always  tide  the  patient 
over  periods  of  danger,  and  often  cfiect  a  cure ;  that  the  lifc- 
histor)'  of  the  disease  is  limited  ;  and  that  a  death-rate  of  even 
five  per  c«nt.  absolutely  forbids  surgical  operation.  On  the 
other  hand,  it  is  argued  that  myoma  is  often  fatal ;  that,  in 
many  cases,  medicinal  treatment  is  utterly  futile:  that  a  coa- 
sideiable  number  of  cases  go  on  causing  danger  or  serious 
trouUe  long  after  the  usual  period  for  menopause;  and  that,  in 
a  selected  series  of  cases,  the  operation  is  not  only  justifiable 
but  occessarj'.    It  would  be  tedious  and  useless  here  to  go  over 
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the  often -repeated  arguments  for  and  against  tho  operation.  As 
usual,  the  safe  course  is  the  middle  one. 

Of  all  opcTatoTs,  want  of  caution  can  with  Ica&t  justice  Iw 
urged  against  Keith.  The  indications  which  he  gives  for 
operation  are  as  follows: 

"  I.  In  vcr>'  large  ra^ndly  growing  tumours  of  all  kinds  in 
young  women.  By  a  large  tumour,  1  mean  a  tumour  upwards 
of  3olb. 

"  3.  In  all  cases  of  real  fihrous  cystic  tumours,  if  ihcy  can  be 
removed.     Also  in  all  cases  of  suppurating  tumours. 

"3.  In  most  of  the  cases  of  the  soft  o[;dematous  tumours. 
These  often  grow  to  an  enormous  size — far  larger,  often,  than 
any  ovarian  tumour.  I  have  seen  one  that  would  not  he  less 
than  300  lb.  in  weight.  Sometimes  large  quantities  of  red 
eerum  can  be  removed  with  much  relief,  and  I  have  several 
times  beer  able  by  this  means  to  carry  patients  over  the  meno- 
pause, when  the  necessity  for  further  puncturing  ceases.  These 
tumours  seem  to  open  up  the  broad  ligaments  more  than  the 
ordinary  hard  tumour,  and  some  that  I  have  removed  have  had 
very  extensive  pelvic  attachments.  These  tumours  arc  much 
reduced  by  bee  purgation. 

"  4.  In  cases  of  large  bleeding  fibroids  of  any  age,  provided 
that  the  patients  are  not  approaching  fifty  years  of  age,  and 
provided  that  the  lives  arc  practically  useless,  and  that  further 
experience  in  the  operation  shall  show  that  the  mortahty  of 
hysterectomy  is  likely  to  diminish. 

"  5.  In  certain  cases  of  tumours  surrounded  by  free  fluid,  the 
result  of  peritonitis,  provided  that  the  fluid  shows  a  tendency 
to  rc-accumulate  after  two  or  three  punctures.   .   .  ." 

These  arc  clear  and  distinct  indications  for  the  performance 
of  hysterectomy,  the  operation  being  begun  with  the  view  of 
finishing  it  as  sucli.  Another  indication  may  be  given  as  fol- 
lows: An  operatioQ  is  begun  with  the  view  of  removing  the 
uterine  appondages;  this  is  found  impracticable,  and  an  exami- 
nation reveals  that  myomectomy  or  hysterectomy  may  be  per- 
formed without  undue  risk  ;  in  such  a  case  the  major  operation 
may  be  proceeded  with.  Since  Keitli  wrote  the  above,  Apostoli's 
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method  of  treating  myoma  lias  bben  introduced,  and  from  the 
tria]  he  has  given  it  he  believes  that  it  will  be  of  value  as  rescuing 
man)'  cases  from  operation.  It  is  as  yet  too  early  to  speak 
delinitety  and  conclusively  nn  the  subject. 


Symptoms  and  Diagnosis  of  Vterint  Myoma, — The  wcll-lcnown 
classification  of  uterine  fibroids  into  interstitial,  sub-mucous, 
and  sub- peritoneal,  sufficiently  indicates  the  position  which  such 
growths  may  occupy  with  regard  to  the  uterine  walls.  With 
regard  to  the  region  in  which  (hey  lie,  they  are  spoken  of  as 
fibroids  of  the  fundus,  the  body,  or  the  cervix.  They  are  most 
frequently  globular  in  shape,  especially  when  they  are  not  of 
large  size;  but  they  may  assume  most  irregular,  even  grotesque, 
Ibnns.  In  size,  they  vary  from  that  of  a  pea  to  dimensions  as 
great  as  the  capacity  of  the  abdomen.  They  are  of  bard  dense 
texture,  cutting  with  a  peculiar  gritty  sensation,  and  exhibit  a  dull 
white  or  glistening  surface  on  section,  which  has  been  likened  to 
mother-of-pearl.  Frequentlythcycontaincystsiu  their  substance, 
and  occasionally  they  are  soft,  cedeniatous,  almost  fluctuating. 
Often  they  are  traversed  by  enormous  vascular  channels. 

A  developed  fibroma  may  be  said  to  live  outside  ihc  uterine 
fibre,  even  when  it  is  encapsulcd  in  its  substance.  Courty  well 
describes  it  as  parasitic ;  sonietiines  its  nutrition  may  be 
said  lo  be  carried  on  by  imbibition.  In  such  cases  the  fibroid  is 
completely  encapsulcd,  lying  in  a  bed  of  loose  cellular  tissue, 
and  may  be  enucleated  like  a  foreign  body.  These  tumours  are 
liable  to  undergo  changes  in  structure.  After  inflammation  they 
may  become  very  dense,  being  little  else  than  a  mass  of  hbrous 
tissue  with  scanty  muscular  elements;  and  this  fibrous  tissue 
may  undergo  general  or  peripheric  calcification.  They  may 
become  fatly,  and  undergo  liquefaction  with  the  formation  of 
cystic  cavities.  Occasionally  they  suppurate,  or  even  become 
gangrenous.  Finally  they  may  undergo  regressive  involution, 
and  completely  disappear.  It  is  generally  observed  that  uterine 
hbroids  increase  >n  size  during  pregnancy. 

The  first  sign  is  usually  metrorrhagia.  At  first  the  excess  of 
bleeding  occurs  only  during  the  normal  period  ;  then  it  comes 
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on  in  the  intervals  as  well;  and  in  the  worst  cases  there  is  a 
continuous  discharge  of  blood,  in  varying  quantities,  at  all 
times.  The  blood  is  fre(|ucnlly  discharged  in  clots  of  consider- 
able magnitude.  Pains  of  a  down-hearing  expulsive  character, 
and  shooting  across  the  hips  and  down  the  thighs,  with  feelings 
of  weight  or  pressure  inside  the  jielvis,  and  dragging  sensations 
in  the  loins,  are  frequently  complained  of.  In  the  intervals  of 
bleeding,  a  glairy  semi-purulent  fluid  is  discharged.  Symptoms 
of  mechanical  pressure  on  the  pelvic  organs,  such  as  dysuria, 
excessive  frequency  of  micturition,  constipation,  or  diurrhcca, 
are  frequently  observed. 

The  physical  signs  vary  according  to  the  size  of  the  tumour, 
and  its  situation  in  relation  to  the  uterus  and  the  abdominal 
cavity.  Thioiigh  the  parietes  a  tumour  is  felt  arising  out  of 
the  pelvis — hard  and  incompressible,  in  most  instances;  occa- 
sionally soft  or  even  fluctuating ;  usually  rounded  and  smooth 
all  over,  but  not  infrequently  covered  with  bostws;  movable 
from  wide  to  side,  if  it  does  not  hll  the  abdominal  cavity,  and 
moving  in  company  with  the  uterus  as  felt  through  the  vagina. 
Absolute  continuity  of  uterus  and  tumour  may  be  made  out  by 
vaginal  and  rectal  palpation.  The  uterine  sound  will  sliow 
enlargement  of  the  cavity,  with  some  deviation  in  its  direction. 
From  being  a  simple  canal  some  two  or  three  inches  in  length, 
the  uterine  cavity  may  be  elongated  and  spread  out  into  a  flat 
fan-shaped  space  in  which  the  sound  can  be  freely  moved  from 
side  to  side.  In  some  cases,  where  the  growth  lies  on  one  side 
and  is  mainly  extra-mural,  the  uterus  is  forcibly  pushed  over 
to  the  other  side.  This  latcml  version  of  the  uterus  is  often 
described  as  being  a  valuable  presumptive  sign  of  myoma.  In 
other  cases  the  uterus  is  dragged  upwards  into  the  abdomen,  or 
pushed  downwards  on  the  perineum,  according  to  the  direction 
in  which  the  tumour  grows  from  its  se-at  of  attachment. 

Interstitial  fibroids  cause  general  hypertrophy  of  the  uterine 
walls,  with  vascular  engorgement  of  the  mucosa.  Located  in 
the  fundus,  they  may,  when  small,  cause  marked  version  or 
flexion;  when  large,  they  produce  displacements  —  upward, 
downward,  and  lateral — of  the  most  varied  description. 
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Sub-mucoiis  fibroids  may  often  be  felt  thioug)i  a  softened 
and  dilated  cervix.  Their  tendency  to  become  polypoid  and  to 
be  extruded  by  uterine  action  is  well  known.  They  set  up  great 
irritation  of  the  uterine  mucous  membrane,  causing  much  muco- 
purulent and  sanguineous  discharge.  The  uterine  cavity  is  at 
the  same  time  dilated  and  encroached  upon ;  the  uterine  wall 
on  the  side  opposite  the  growth  is  spread  over  it  and  in  close 
contact  with  it.  These  signs  can  be  made  out  only  with  the 
help  of  the  uterine  sound. 

Sub-peritoneal  fibroids  tend,  at  an  early  stage,  to  rise 
upwards  into  the  abdominal  cavity.  There  may  be  little  change 
in  the  uterus  as  regards  either  shape  or  position :  there  is 
usually,  however,  some  uterine  enlargement  as  well  as  displace- 
ment, which  may  he  found  to  vary  at  different  examinations. 
Sub-peritoneal  growths,  if  multiple,  are  usually  small ;  if  single, 
they  are  rarely  larger  than  a  child's  head.  They  are  freely 
movable,  and  the  associated  movements  of  the  uterus  may  be 
not  more  marked  than  in  ovarian  tumours.  Sometimes  their 
pedicles  are  as  long  as  two  or  three  inches;  and  cases  have 
been  recorded  where  their  connection  with  the  uterus  has  been 
completely  severed,  and  they  have  lived  either  through  the 
vessels  in  adventitious  adhesions  or  by  imbibition  from  the 
peritoneum.  Their  symptoms  are  rarely  urgent ;  often,  there 
is  little  beyond  discomfort  and  metrorrhagia  to  complain  of. 
Hardness  is  said  to  be  a  characteristic  of  sub- peritoneal  fibroids. 


THE  OPERATION. 

The  nature  of  the  operation  for  uterine  myoma  will  vary 
according  to  the  situation  and  attachments  of  the  tumour. 
The  varieties  of  operation  have  been  classified  by  Vautrin  "  as 
follows : 

t.  For  the  removal  of  sub-peritoneal,  pedunculated  myomata 
—-tim^e  myomectemy. 

2.  For  the  removal  of  certain  tumours  encapsuled  in  uterine 
tissue— 4RHf/<if  Urn . 

■  Dii  TtaiUmml  ChinaKitti  in  Ujimus  Uttrtau,  Vuit,  iSSd,  pi  :z|. 
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3.  For  the  removal  of  tumours  incorporated  in  the  uterine 
tissue,  in  wliich  it  is  impossible  to  remove  the  (^wlh  witliout 
opening  the  utftrinc  cavity — farlial  amputation  of  the  uttrut. 

4.  For  the  removal  of  tumours  with  extirpation  of  the  uterus 
above  the  insertion  of  the  vagina — sttfira-vaginat  ampulalien  0/  Ike 
nlenu. 

5.  For  the  removal  of  muhiplc  myomata  with  enlargement 
of  the  uterus,  in  certain  cases — comptrtt  (xlhpation  af  thi  uterus. 

This  classification — simple,  natural,  and  consistent  with  the 
patholog)'  as  it  is — does  not  fully  satisfy  practical  requirements. 
Thus,  no  distinct  line  can  be  drawn  between  partial  and  supra- 
vaginal amputation  of  the  uterus.  Complete  extirpation— that 
is,  removal  of  every  panicle  of  uterine  tissue,  leaving  the  vagina 
and  the  broad  ligaments  only  as  pedicle — is  very  rarely  called 
for ;  and  when  it  is,  the  details  of  operation  differ  so  little  from 
partial  amputation,  or  amputation  through  the  cervix,  that  a 
separate  description  is  not  necessary.  Indeed,  from  a  practical 
point  of  view,  a  classification  of  operations  depending  on  whether 
or  not  the  growth  extends  between  and  opens  up  the  layers  of 
the  broad  ligament  would  probably  be  of  more  practical  value 
than  that  of  Vautrin, 

The  operations  for  uterine  myoma  are  here  described  as : 

I.  Simpli  myomtdtmy  or  removal  of  the  tumour  without  any 
of  the  uterine  tissue,  by  excision  or  by  enucleation,  and  without 
catering  the  uterine  cavity. 

3.  Hysterictomy,  total  or  partial ;  or  removal  with  the  tumour 
of  more  or  less,  or  all,  of  the  uterine  tissue  proper — usually, 
with  entrance  of  the  cavity. 

This  subdivision  broadly  corresponds  to  the  all-important 
one  of  pedicle  and  no  pedicle,  and,  still  more  broadly,  to  intra- 
peritoneal and  extra-peritoneal  completion  of  the  operation. 

It  may  truly  be  said  of  the  operation  for  myoma,  chat  the 
exact  mode  of  operating  can  never  be  decided  upon  till  the 
abdomen  is  opened  and  the  condition  ascertained  by  digital 
examination.  In  cases  of  small  growths  which  are  not  pcdun* 
culatcd,  removal  of  the  uterine  appendages  may  be  indicated; 
titen  llie  major  operation  is  not  called  for.    In  cases  of  simple 
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pedunculated  sub -peritoneal  growth,  ligation  of  the  pedicle  and 
removal  of  the  growth  maybe  sufficient.  Again:  other  growths, 
encapsuled  and  lying  near  to  the  uterine  surface,  may  be  pro- 
perly treated  by  enucleation.  But,  in  the  majority  of  instances 
which  call  for  removal  of  the  tumour,  a  complicated  operation, 
involving  delicate  and  difficult  proceedings  to  separate  the  mass 
from  the  bladder  or  to  enucleate  it  from  the  broad  ligaments, 
will  be  necessary.  The  operative  details  are  schemed  out  after 
inspection;  they  are  finally  determined  upon  after  the  tumour 
has  been  turned  out,  and  are  frequently  modified  as  the  opera- 
tion goes  on. 


Hnectomy. 

T)i£  incision  is  made  in  the  middle  liiie  below  the  umbilicus, 
and  is  long  enough  to  admit  the  whole  hand.  The  lower  end  of 
the  incision  should  not  approach  the  puties  too  closely,  as  the 
bladder  in  these  cases  is  often  elevated.  It  is  usually  found 
that  the  parivtes  arc  abnormally  vascular  in  cases  of  uterine 
myoma.  A  complete  examination  of  the  mass  is  tlien  made  by 
the  hand  carried  through  the  opening,  and  the  ad\Hsability  of 
removal  is  decided  upon.  The 
incision  is  prolonged  upwards 
with  scissors,  guided  l>y  the  fore- 
finfier,  as  fat  as  is  neccssarj*  for 
delivering;  the  tumour  without 
bruising  the  edges  of  the  wound. 
Tail's  screw  (Fig.  36)  with  broad 
blade  is  placed  in  the  tumour, 
and  used  as  a  handle  by  which 
to  pull  it  out  and  to  manipulate 
it.  In  the  case  of  large  tumours, 
two  such  screws,  placed  at  some 
distance  apart,  may  be  found  of 
great  assistance  in  the  necessary 
manipulations.  When  the  tumour 
is  removed  from  the  abdomen, 
large  sponges  are  packed  inside 
the  cavity  to  keep  the  bowels  in 
place  and  to  absorb  extravasaled 
blood. 

Adheiuons  to  the  parictes  must 
be  separated  before  the  tumour  can  be  delivered.  Adhesions 
to  bowels  or  omentum  may  be  divided  after  the  tumour 
has  been  delivered,  or  during  its  delivery.  As  the  tumour 
ic  being  pulled  out,  great  caution  is  necessary  to  make 
certain    that    adherent    bowel   is    not    torn ;    and    with    tliis 
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object,  the  hand  is  placed  inside  the  abdomen,  under  the 
tumour,  to  ascertain  that  undue  traction  is  not  being  exerted 
on  attached  organs.  Paiitttal  adhesions  may  uotially  be  severed 
by  ihe  fingers.  Adhesions  to  bowel,  omentum,  or  other  organs, 
arc  divided  between  pairs  of  catch  ■  forceps  or  double  liga- 
tures. Vessels  in  the  omentum  sometimes  attain  to  enormous 
dimensions,  and  retiuire  great  care  in  their  division  and  ligation. 
If  their  walls  are  very  thin,  seeming  scarcely  strong  enough 
lo  carry  a  ligature,  the  vessels  must  be  followed  upwards 
till  a  sufficient  bulk  of  omental  tissue  lo  form  soft  packing 
around  the  vessel  is  met  with ;  and  here  the  vessel  is  tied  along 
witli  some  of  the  surrounding  tissue.  As  Thornton  points  out, 
much  Mood  may  be  lost  by  dividing  vessels  coming  from  solid 
vascular  tumours;  such  vessels  do  not  contract  on  division,  as 
they  do  in  adhesions  attached  to  an  empty  and  contracted 
ovarian  cyst-wall. 

Pedunculated  sub-periloneal  growths  are  removed  after  se- 
curing the  pedicle.  The  mode  of  treating  the  pedicle  will 
depend  on  its  thickness,  length,  and  vascularity.  In  some  cases 
a  simple  ligature  will  be  sufficient.  Kaltcubach,  Olsbausen, 
Billroth,  and  others,  have  related  cases  in  which  simple  ligation 
rn  tmmt  has  proved  efficient.  I  have  successfully  removed  a 
sub- peritoneal  myoma  as  large  as  a  child's  head  in  which  the 
jiedicle  was  secured  by  a  simple  silk  ligature,  gradually 
tightened  while  the  tumour  was  being  cut  away.  If  the  pedicle 
is  short,  this  plan  of  coaxing  tissue  olf  the  tumour  by  successive 
snips  of  a  scissors  while  the  ligature  is  tightened  on  the  relaxed 
and  isolated  fibres  is  an  excellent  one;  certainly  better  than 
iumple  dcligation,  followed  by  amputation.  The  tissues  may 
always  be  drawn  together  more  closely  after  amputation  than 
before;  and  by  this  process  of  gradual  constriction,  combined 
with  i»ecemeal  amputation,  all  the  vessels  are  caught  in  the 
ligature,  and  there  is  no  likctihootl  of  their  recoiling  afterwards. 

In  oilier  cases  the  pedicle  is  too  large  to  be  safely  included  in 
one  ligature,  and  here  it  is  necessary  to  transfix.  A  blunt  needle 
which  will  not  wound  a  vessel  is  used,  and  it  is  inserted  at  a 
convenient  distance  between  uterus  and  tumour,  not  too  close  to 
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either.  Thornton  first  ties  in  mass,  and  then  Iranslixcsaod  ties 
doubly  beyond  the  single  ligature.  The  Stafibrd&hire  knot  may 
be  used — supplemented,  if  necessary,  by  a  second  simple  ligaturc- 
In  fact,  the  mode  of  ligation  must  depend  on  the  nature  of  the 
pedicle;  and  many  efficient  modes  arc  available.  The  use  of 
strong  crushing  or  clamp  forceps  to  diminish  the  bulk  of  the 
pedicle  has  its  disadvantages  as  well  as  its  advantages.  If  the 
pedicle  is  a  broad  one,  the  outlying  vessels  may  be  torn  through 
by  the  strong  compressing  blades,  and  escape  from  their  grasp, 
while  only  the  vessels  in  the  centre  are  caught.  Olshausen* 
has  laid  down  directions  as  to  the  mode  of  ligation,  depending 
on  the  thickness  of  the  pedicle.  But  points  of  equal  importance 
are^its  length,  its  density,  and  its  vascularity,  K  thick  pedicle 
whicl)  is  long  and  compressible  may  be  efficiently  secured  in  a 
single  ligature,  when  a  less  thick  one  which  is  sliorl  and  dense 
may  require  multiple  deligation.  No  definite  rules  can  l)c  laid 
down  :  the  surgeon  must  be  guided  by  general  principles. 

Gusserowl  and  others  have  been  able  to  secure  the  vessels 
separately:  and  where  this  can  be  done,  it  is  undoubtedly  the 
test  plan.  A  separate  ligature  to  each  vessel  produces  a 
hxmostasis  which  is  independent  of  retraction  of  vessels  or 
shrinking  of  uterine  fibre.  This  plan  can  be  adopted  only 
where  the  pedicle  is  not  large  and  where  the  vessels  are  not 
numerous. 

The  elastic  ligature  is  favoured  by  some  surgeons,  particularly 
of  the  French  school.  Its  advantages  are  more  conspicuous  in 
cases  where  some  considerable  bulk  of  uterine  fibre  is  included 
in  the  ligature;  that  is  to  say,  in  cases  where  atrophy  and 
slirinking  of  the  pedicle  are  likely  to  follow  operation. 

When  the  pedicle  has  been  efficiently  secured,  its  peritoneal 
margins  may  be  drawn  over  the  divided  surface  by  means  of  a 
continuous  suture.  This  diminislies  the  area  of  exposed  raw 
surface,  which  is  liable  to  become  adherent  to  contiguous  intes- 
tine, and  so  lessens  the  risk  of  danger  from  intestinal  obstruction. 
Uterine  stumps  do  not  become  quiescent  so  quickly  as  ovarian 

*  DntMin  Zntithr.  j  Cka  .  Dec.  iSSt,  p.  171. 
t  Dif  NnbiUmgm  4ii  Ulina.  Siuitg..  18S6,  p.  toj. 
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stumps:    cliis  is  another  reason   for  takiag  every  precaution 
against  their  begetting  trouble. 

The  pedicle,  in  myomectomy  for  sit b- peritoneal  growths,  is 
dropped  inside  the  abdomen,  as  in  ovariotomy.  In  a  few  cases 
the  extra- peritoneal  method  has  been  adopted ;  but  such  a  course 
is  juslifiahic  only  on  the  proved  impossibility  of  treating  the 
pedicle  otherwise.  Dragging  on,  with  sloughing  in  the  con- 
tiguity of,  a  uterus  which  is  enlarged  and  sensitive  from  the 
presence  of  a  myoma  cannot  be  other  than  dangerous.  The 
clamp  and  extra- peritoneal  treatment  of  the  pedicle  in  myomec- 
tomy for  sub-peritoneal  growths,  is  Itkely  to  be  more  disastrous 
even  than  in  ovariotomy. 


EmutealicH  is  available  in  certain  cases  of  myoma  where  the 
growth  hes  near  to  the  uterine  surface,  and  is  evidently  encap- 
sulcd.  Spicgclberg*  is  said  to  have  first  practised  enucleation 
with  suture  of  the  uterine  wound.  Martin,  Billroth,  Hegar  and 
Kaltenbach,  and  others,  have  used  the  method,  with  not  very 
encouraging  success.  Schrocdcrf  identified  himself  with  the 
practice  of  enucleation  of  fibroids,  and  obtained  fair  results; 
but  other  surgeons  have  not  been  prone  to  follow  his  example. 

Before  commencing  enucleation,  an  elastic  or  rope  tempo* 
rary  ligature  should  be  carried  round  the  body  of  the  uterus 
below  the  fibroid  to  be  enucleated.  Incisions  are  then  made 
through  its  capsule,  circular  or  V-sliaped  according  to  the 
degree  of  bulging,  and  arranged  so  as  to  leave  flaps  which, 
when  approximated,  will  completely  overlap  the  bed  from 
which  the  growth  is  enucleated.  If  the  flaps  do  not  fit  accu- 
rately, they  are  trimmed  down.  Rows  of  buried  sutures  are 
placed  from  the  bottom  of  the  wound  upwards,  in  succession, 
completely  approximating  the  sides  of  the  wound;  finally  the 
peritoneal  surfaces  are  approximated  by  a  row  of  superficial 
suturvs. 

Theoretically,  this  operation  of  enucleation  is  admissible; 
but  practically,  its  mortality  is  high.    In  the  hands  of  Schrocder 

•  Arthiu./.  Gjna*.,  Bd.  iv.  p.  340. 

I  KMKkMn  4tr  Wiitl.  Stx.  Org.,  Leipxig,  1S84- 
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himself,  its  chief  advocate,  i8  operations  were  followed  by  ii 
deaths — chiefly  from  hasmorrhage  and  peritonitis;  and  the 
results  of  other  surgeons  are  just  as  bad.  The  great  risk  is 
that,  when  the  inevitable  uterine  contraction  takes  place, 
haemorrhage  may  set  in ;  the  almost  equally  great  danger  of 
peritonitis  would  seem  to  be  favoured  by  the  inclusion  of  dis- 
charges under  pressure  in  the  uterine  wound.  It  may  be  taken 
as  practically  true,  that  it  is  not  safe  to  leave  a  wound  through 
hypertrophied  uterine  tissue  with  no  more  perfect  guard  against 
haemorrhage  than  a  n  on -contractile  ligature,  which  constricts 
uterine  fibre  as  well  as  vessels ;  and  even  less  safe  to  leave 
hEemostasis  to  the  mercy  of  mere  compression  by  flaps  sutured 
over  the  wound. 


Hysterectomy,  total  or  partial,  for  Myoma. 


For  the  great  majority  of  cases  requiring  operation,  removal 
of  some  portion  of  the  uterus  is  either  necessary  or  expedient. 
And  of  this  majority,  the  greater  number  result  in  exposure  of 
the  uterine  cavity.  The  typical  operation  is  removal  of  the 
tumour  with  the  uterus  at  some  convenient  point  above  its 
attachment  to  the  vagina.  Complete  supra-vaginal  hysterec- 
tomy for  myoma  rarely  means  more  than  amputation  through 
the  cervix,  low  down. 

It  is  absolutely  impossible  to  give  a  description  of  hysterec- 
tomy for  myoma  which  shall  be  applicable  to  all  cases.  No 
two  cases  are  alike ;  and  the  variations  arc  so  numerous  and  so 
diverse,  that  a  useful  classification  is  scarcely  feasible. 

Besides  the  ordinary  cutting  instruments,  the  surgeon  ought 
to  be  provided  %vith  at  least  two  trustworthy  clamps,  a  tempo- 
rary elastic  or  rope  ligature,  two  myoma  screws,  and  the  actual 
cautery.  Koebetl6*s 
well-known  serre- 
noeud  (Fig.  37)  is 
generally  admitted 
to  be  the  best  in- 
strument to  use  as  a 
clamp.  It  is  simple 
and  trustworthy. 
Tatt  has  modified  it 
in  a  manner  which 
permits  of  more 
rapid  and  easy  fixa- 
tion of  the  wire, 
without  interfering 
with  its  simpli- 
city and  eiTiciency. 
{Fig.  38.)  In  Tail's 
modification,  the 
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wires  arc  simply  placed  in  recurvct]  V-^ia]>ed  claws,  whidi  bite 
ths  more  firmly  as  tiactiofi  is  increased.  En  Kocberlfi's  ori^nal 
instrutnest,  one  end  of  the  wire  is  formed  into  a  loop,  which  is 
placed  over  the  button:  the  other  end  is  (ixed  by  twisting  or 
otherwise.  Keith  at  first  used  Koeberlfi'i 
instrument ;  but  this  he  gave  up  in  favour 
of  a  very  large  thin  clamp,  which  he  finds 
causes  less  sloughing  than  a  wire. 

Some  form  of  in- 
strument for  tempo- 
rary compression  of 
the  pedicle  during 
manipulation,  and  be- 
fore placing  the  clamp 
in  position,  will  be 
found  of  great  assis- 
tance.  Tail's  tempo- 
rary rope-com  pressor 
(Fig.  39)  seems  to  b« 
the  most  convenient 
of  these  instruments. 
Pozzi's  elastic  tourni- 
quet (Fig.  40),  with 
self-acting  grip,  is  an 
excellent  instrument 
for  temporary  com- 
pression: but  its 
action  is  not  so  rapid 
nor  so  powerful  as 
Tait's;  and  it  is  open 

to  the  objection,  which 
TatTi  Ttmftmy 


Fig.  39. 


Fig.  ^a 

Poui-i  Elttlte  TMrw. 


R^Il/n^TH.!/   ™*>'  ^"^  "'«*''  ^8*'""  »"  ^'««'^  hgatures. 

itu.  ''"*   ''   •*  liable  to  sUp   over   the  stump 

when   the  tumour  is  cut  off.      The  rope 

texture  in  Tait's   instrument   is   preventive   against    slipping. 

A  few  f«t  of  strong  soft  wire  should  be  held  in  reserve— 

piano-wire  scHi-cs  the  purpose  adtnirably;  and  an  abundance  of 
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the  strongest  Chinese  silk  ligatures  should  be  at  hand.  Other 
insinimenis  necessary  are :  strong  handled  needles  with  blunt 
points,  for  placing  ligatures  by  transfixion:  powerful  locking 
forceps,  straight  and  bent;  and  needles  for  transfixing  and 
holding  the  pedicle  outside  the  abdominal  cavity. 

A  four-inch  incision,  extending  downwards  from  the  um- 
bilicus, ia  first  made,  and  the  tumour  examined  as  far  as 
pos-sibte  with  the  hand ;  we  note  the  portion  of  the  broad 
ligaments,  the  ovaries,  and  the  tubes,  with  the  general  lelalions 
of  the  growth  to  the  uterus.  It  is  important  to  determine  the 
limits  of  the  bladder,  and  with  this  view  the  operation  should  be 
begun  with  the  bladder  full.  If  it  is  found  to  be  in  the  way,  it 
may  be  emptied  by  an  assistant  through  the  c;ithetcr.  The 
incision  is  prolonged  upwards  and  downwards,  as  far  as  is 
necessary  and  proper,  by  means  of  scissors  cutting  over  large 
flat  sponges,  and  guided  by  the  foreRnget.  Bleeding  points  are 
secured  as  they  appear  by  catch -forceps. 

All  adhesions  to  the  parietes  in  front  having  been  separated 
by  tearing,  or  cutting  and  deligation,  one  or  more  screws  are 
twisted  into  the  tumour,  and  the  mass  lifted  out  of  Its  bed. 
Considerable  force  may  be  necessary  for  this  manoeuvre;  but 
the  force  sliould  be  guided  and  regulated  by  the  hand  on  the 
under  surface  of  the  tumour,  to  make  certain  that  no  injury  is 
being  done  to  underlying  and  attached  structures.  Atmospheric 
pressure  often  accounts  for  much  of  the  difficulty  experienced 
in  delivering  siicli  tumours ;  and  the  mere  insertion  of  the  hand, 
by  separating  contiguous  surfaces  and  permitting  the  entrance 
of  air,  may  lessen  this  difficulty.  Adhesions  to  omentum  or 
bowel  are  ligatured,  divided,  and  returned  as  they  appear. 
Frequently  the  tumour  comes  out  with  portions  of  intestine 
adherent  at  several  points  on  its  under-surface ;  these  adhesions 
are  caught  in  forceps,  divided,  and  ligatured  afterwards. 
The  tumour  being  completely  delivered,  several  large  flat 
sponges  arc  placed  in  the  cavity  over  the  bou'els.  If  the 
patient  is  sick  or  straining  and  the  bowels  tend  to  protrude, 
a  few  sutures  may  at  once  be  inserted  in  the  upper  portion  of 
the  abdominal  wound. 
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A  minute  exuninatton  of  the  tumour  and  its  connections 
is  now  instituted.  The  position  of  the  bladder  is  first  ascer- 
tained. Keith  has  met  with  the  bladder  nearly  as  high  as  the 
umbilicus,  so  that  it  had  to  be  dissected  downwards :  this 
happens  more  especially  when  the  tumour  dips  deeply  into  the 
pelvis,  and  whcie  llie  broad  ligamcnlG  are  miicli  opened  up. 
On  the  tumour  aspect,  the  separation  of  the  bladder  is  not 
often  difficiUt.  In  every  case,  diagnosis  of  the  position  of  tbe 
bladder,  and  separation  of  it  from  tumour  and  paricles,  is  much 
facilitated  if  the  viscus  be  moderately  distended.  When  it  is 
sufficiently  freed,  it  may  be  emptied  through  the  catheter.  If 
the  dissection  has  to  be  carried  down  to  the  base  of  the 
bladder,  especial  care  must  be  taken  to  avoid  injury  to  the 
ureters.  It  need  scarcely  be  said  that  all  manipulations  involv- 
ing the  bladder  roust  be  carried  out  with  great  care. 

Supposing  that  the  relations  of  the  bladder  to  pariete«  and 
to  uterus  are  normal,  and  that  the  tumour  has  not  grown 
between  the  folds  of  the  broad  ligament,  and  does  not  lie  deep 
in  the  pelvis :  and  supposing,  further,  that  the  direction  of  the 
growth  of  the  mass  has  been  mainly  towards  the  abdominal 
cavity,  and  that  the  neck  and  part  of  the  body  of  the  uterus  are 
but  little  enlarged,  we  have  to  deal  with  the  simplest  of  all 
varieties  of  hysterectomy  for  myoma.  In  such  a  case,  the  opera- 
lion  may  be  at  once  completed  by  lixing  the  wire  clamp  at  a 
suitable  place  around  or  near  to  the  neck  of  the  uterus,  and  the 
tumour  cut  away  above  it.  The  wire  Includes  in  its  grasp 
round  ligaments  an<l  broad  ligaments,  as  well  as  uterus,  and 
the  ovaries  and  tubes  arc  also  included  in  the  amputation. 
Enucleation  is  not  called  for;  the  peritoneum,  intact,  surrounds 
tlie  whole  of  the  tissues  included  in  the  clamp.  Two  pedicle 
needles  are  passed  through  the  stump,  above  the  constricting 
wire,  and  their  broad  ends  arc  made  to  rest  at  convenient  points 
on  tbe  abdominal  parictcs.  The  stump  is  fixed  in  the  bottom 
of  the  parietal  wound,  the  abdominal  cavity  is  cleansed,  the 
wmmd  is  sutured,  aivd  the  operation  is  finished. 

But  few  o|>crations  are  of  this  simple  nature.  The  pedicle 
must  be  manufactured  or  isolated,  alter  a  more  or  less  difficult 
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process  of  enucleation  or  dissection.  In  the  worst  cases  this 
is  a  most  tedious  »nd  delicate  operation,  severely  testing  the 
surgeon's  practical  knowledge  and  technical  skill.  A  peni^al  of 
the  detailed  cases  of  our  most  experienced  operators,  such  as 
those  of  Keith  or  Schroeder,  while  emphasising  the  fact  tliat  no 
two  operations  are  alike,  can  scarcely  fail  to  convince  the 
reader  that  the  details  are,  after  all,  very  similar.  It  seems 
to  mc  that  Schroeder's  magnificent  operations  have  suffered 
a  little  from  the  operator's  desire  to  carry  out  a  principle — 
enucleation  willi  salvation  of  uterus  and  appendages.  Keith,  on 
the  other  hand,  has  evidi:ntly  no  preconceived  principle  whatever: 
relying  on  his  own  experience,  he  attacks  off-hand  every  compli- 
cation as  it  arises,  with  the  simple  aim  of  curing  his  patient. 
Aad  Keith  is  right.  Every  consideration  whatsoever  must  give 
way  in  the  face  of  the  risks  of  life  and  death.  Schroeder's 
work  is  valuable,  as  teaching  us  how  to  enucleate;  Keith's  is 
still  more  valuable,  by  showing  to  what  extent  enucleation  may, 
with  best  results  to  the  patient,  be  carried.  The  result  of  their 
practice  and  of  that  of  others  has  shown  that,  while  enucleation 
from  peritoneal  and  hbrous  investnients  is  often  necessary  and 
proper,  enucleation  from  uterine  tissue  is  rarely  necessary,  and 
Still  more  rarely  proper. 

Schroeder's  work,  though  it  is  not  antecedent  to  Keith's,  is 
worthy  of  special  description.  His  purpose  was,  to  spare  the 
uterus  and  its  appendages  as  much  as  ])ossiLile.  His  mode  of 
Operating  may  be  given  in  his  own  words.'  A  case  is  supposed 
in  which  "  the  uterus  is  found  enlarged  by  an  interstitial  hbroid, 
dislocating  upwards  the  appendages  on  both  sides,  la  this  case 
it  is  not  possible  to  place  the  India-rubber  ligature  around  the 
cervix  :  besides,  there  is  no  pcdtcic;  the  first  thing  therefore,  is 
to  form  one.  For  this  purpose,  1  sever  the  appendages  by  first 
doubly  ligaturing  the  infundibular  pelvic  ligament  with  its 
spermatic  vessels,  and  dividing  between  these  ligatures;  then, 
by  repeating  the  same  process  with  the  round  ligament,  which 
generally  is  found  to  be  in  a  hyperplastic  state.  After  this  has 
been  executed  on  both  sides,  it  is  easy  to  separate  the  tumour 
*  Biis,  Mtd,  Jnn.,  ttHy  ii-,  p.  ^l^- 
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from  the  surroundiiiR  tissue  without  causiog  any  con&idcrable 
b-jemorrhage ;  and  now  the  India-rubber  ligature  is  placed 
around  its  base.  The  tumour  is  then  cut  uwny  with  the 
uterus  above  this  Ugature.  Care  must  always  be  taken  to 
catch  the  slump  in  a  vulsclltim  as  soon  as  part  of  the  tumour 
is  divided ;  for  this  prevents  the  rubber  ligature  from  slipping 
off.  After  thus  securing  the  slump,  the  remaining  part  of  the 
tumour  is  cut  away.  Next,  the  cavity  of  the  uterus  or  the 
cervical  canal  is  cauleriitcd  with  a  ten  per  cent,  solution  of 
carl>olic  acid,  in  order  to  destroy  any  infectious  germs  that  may 
be  present.  .  .  .  The  denuded  surfaces  of  the  stump  are 
first  united  in  the  depth  near  to  the  mucous  membrane  of  the 
uterus;  these  sutures  ar« covered  up  by  several  tows  of  other 
sutures,  uniting  the  walls  of  the  stump;  finally,  the  peritoneum 
is  pulled  over  the  stump,  and  attached  lo  it  and  lo  the  peri- 
toneum of  the  other  side  by  a  line  of  closely -placed  stitches. 
On  the  sides  of  the  stump  at  the  spots  on  which  the  large 
blood-vessels  have  been  divided,  and  on  which  the  ^icntoneum 
covers  the  stump  only  loosely,  the  tissues  are  firmly  fastened  to 
the  stump  by  a  separate  deep  suture.  After  removal  of  the 
India-rubber  ligature,  ihc  stump  is  seen  with  a  smooth  covering 
of  the  peritoneum  united  by  a  neat  row  of  sutures.  At  each 
side  of  the  stump,  the  divided,  but  not  stitched,  broad  ligaments 
ar«  visible;  in  front  we  have  the  ligatured  round  ligaments,  and 
towards  the  pelvic  wall,  the  ligattircd  spermatic  artery,  &c. 
There  is  no  dragging  on  the  tissue  whatever  around  the  stump, 
and  Ihc  peritoneal  covering  is  perfectly  smooth.  Any  haemor- 
rhage occurring  after  removal  of  the  India-rubber  ligature  is 
easily  stopped  by  putting  a  few  more  stitches  at  the  spots 
whence  it  comes. 

"  The  difficulties  of  the  case  become  very  numerous  when  we 
have  to  remove  a  fibroid  developed  at  the  lower  part  of  the 
uterus  and  extending  into  the  cellular  tissue  of  the  pelvis.  The 
uterus  is  sometimes  dragged  upwards  on  one  side  so  far  that  it 
is  impossible  to  reach  the  os  with  the  finger.  In  such  cases 
I  again  ligature  the  .ippendages  as  explained  above,  and  I  then 
enucleate  the  tumour  out  of  the  pelvic  cellular  tissue.     This 
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Utter  manipulation  is  gcnCTully  very  eas>-.  Tumours  firmly 
located  in  tho  pelvis  are  thus  made  free  from  the  surrounding 
tissue,  and  appear  attached  only  to  the  cervix.  The  India- 
rubber  ligature  is  then  applied  around  the  cervix,  the  tumour  is 
cut  off  alrave  it,  and  the  stump  stitched  up,  according  to  the 
principles  described  above.  There  remains,  however,  a  cavity 
out  of  which  the  tumour  has  been  enucleated.  This  can  be 
treated  in  diHerent  ways.  If  t  do  not  expect  a  very  abundant 
secretion  Irom  it,  1  leave  the  walls  of  the  cavity  simply  to  close 
upon  each  other,  and  drop  the  whole  into  the  abdomen.  In 
other  cases,  I  insert  a  drainage  tube  from  the  cavity  into  the 
vagina,  and  close  the  wound  towards  the  abdominal  cavity  by 
stitching  the  peritoneum  over  it." 

Schrocdcr  then  speaks  of  the  occasional  necessity  of  dis- 
secting the  bladder  from  the  tumour,  and  further  describes  an 
operation  for  removing  a  fibroid  situated  low  down  in  the 
posterior  lip.  At  the  time  of  writing,  Schroeder's  mortality  was 
30  per  cent. ;  just  before  he  died,  it  was  said  to  have  diminished 
to  about  1  j  per  cent.  This  death-rate  is  too  high  ;  and  probably 
the  exact  following  of  Schroeder's  method  of  operation  has  died 
with  him. 

With  Schroeder's  description  we  may  profitably  compare  the 
following  descriptions  of  operations  by  Keith.* 

The  first  case  was  that  of  an  unmarried  woman  aged  38, 
"  The  first  incision  measured  twelve  inches :  it  terminated  four 
inches  above  the  pubes,  so  as  to  avoid  the  bladder,  which  was 
known  to  be  elevated  on  the  tumour.  On  the  right  side,  the 
broad  ItgamcDt  rose  as  high  as  the  crest  of  the  ilium.  The  left 
broad  ligament  was  largely  spread  over  the  half  of  the  tumour 
as  high  up  as  the  ribs-  The  opening  was  then  enlarged  to 
32  inches,  and,  by  dint  of  hard  pushing  and  patience,  the  huge 
mass  was  slowly  moved  fom-ards  as  far  as  its  connections  on  the 
left  Ktile  would  permit.  The  right  ovary  was  easily  seen.  On 
searching  for  the  left,  it  was  found  to  be  transformed  into  a  long, 
tense,  umbilical-like  cord,  seven  or  eight  inches  in  length.    Here 

Cases  »ii.  and  uxvii.  in  Hyslnt.-limy  frr  fibraat  Tamoan  vf  tkt  Vttrm, 
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and  there  along  this  tense  band  were  several  small  cysts.  It 
was  80  embedded  in  the  tumour  that  it  could  never  have  been 
removed.  The  right  broad  ligament  was  transfixed  by  soft  iron 
wires,  secured,  and  divided;  all  bleeding  from  the  tumour  side 
was  prevented  by  a  series  of  strong  locking  forceps.  The  fibroid 
was  now  more  easily  dealt  with.  It  was  drawn  forwards,  so  as 
to  put  on  the  stretch  its  enormous  connection  on  the  left  side. 
About  a  dozen  lockinff  forceps,  lo  inches  in  length,  were  now 
applied  to  the  broad  ligament,  before  and  behind.  The  whole 
was  then  cut  downwards,  and  the  mass  enucleated  as  low  as 
possible.  A  strong  soft  iron  ligature  embraced  the  base,  which 
was  of  great  thickness.  The  tumour  was  then  cut  away,  the 
ttuinp  showing  a  section  of  the  cervix  in  the  centre.  The  forceps 
were  removed  one  by  one,  and  all  the  bleeding  vessels  separately 
tied.  Some  of  these  were  large,  and  one  threw  blood  over  the 
assistant's  head.  There  was  much  trouble  in  finding  some 
bleeding  points  among  the  cellular  tissue  of  the  huge  gap  now 
left.  The  hemorrhage  was  mostly  venous.  All  present  could 
see  that  this  condition  was  full  of  danger,  and  that  secondary 
hxmorrhage  into  this  loose  tissue  was  not  one  of  the  smallest 
risks  of  this  operation.  When  all  oozing  seemed  to  have  ceased, 
the  stump  (the  thickness  of  the  leg)  and  the  end  of  the  right 
broad  ligament  were  secured,  with  much  tension,  outside;  a 
gla&s  drainage  tube  was  fixed  in  above  the  slump,  and  the 
wound  closed  by  forty  silk  sutures.  The  operation  lasted  one 
hour  and  three-quarters.  After  much  blood  and  scrum  had 
escaped  from  the  tumour,  its  weight  was  42  lbs."  The  patient 
recovered. 

The  second  case  selected  was  that  of  an  unmarried  woman 
aged  34.  "  The  incision  extended  from  five  inches  above  the 
umbihcus  to  two  inches  above  the  pubcs.  When  ex|]Osed,  the 
tumour  was  deeply  congested  and  ver>-  vascular.  On  intro- 
ducing the  hand,  the  tumour  was  Ibund  to  extend  very  high  up. 
It  was  in  contact  with  the  Uver,  pushing  both  it  and  the 
diaphragm  upwards,  and  there  were  extensive  adhesions  above 
everywhere.  The  slightest  touch  of  the  hand  on  the  diaphragm, 
in  making   tliis  examination,  caused  respiration  invariably  to 
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Stop  at  once.  It  was  impossible  to  get  out  the  tumour.  The 
incision  was  then  enlarged  up  as  Ear  as  it  would  go.  This 
exposed  adherent  omentuni  and  some  long  broad  adhesions 
coming  from  above,  as  well  as  some  parietal  adhesions.  The 
tumour  was  fixed  too  high  up  under  the  sternum  to  be  brought 
out  in  any  way.  It  was  then  pulled  out  of  the  pelvis,  and  by 
placing  several  pairs  of  enormous  locking  forceps  round  the 
ligaments  and  base,  the  tumour  was  got  out  first  from  below. 
Then,  by  introducing  two  hands  on  either  side  the  upper  portion 
was  suddenly  dislodged,  and  it  appeared  with  the  whole  of  the 
stomach  attached  to  its  upper  and  back  part.  The  omentum, 
containing  enormous  vessels,  was  spread  over  the  upper  third  of 
the  tumour  all  round,  also  a  quantity  of  adherent  mescnter>-  and 
intestine.  No  one  who  had  examined  the  case  had  the  slightest 
idea  of  this  mass:  at  least  one-third  of  the  whole  tumour  was 
concealed  by  the  ribs.  All  these  adhesions  were  separately  tied 
as  quickly  as  possible,  a  very  large  number  of  ligatures  being  left 
in.  The  part  of  the  tumour  which  had  felt  like  a  large  kidney 
before  operation  was  entirely  covered  by  adherent  ascending 
colon,  and  was  shelled  out  of  its  cellular  attachments.  This 
adhesion  gave  the  most  trouble.  The  worst  bleeding,  however, 
came  from  above,  partly  from  the  vascular  wall  and  partly  from 
tha  long  adhesions  that  came  down  from  the  diaphragm  under 
the  sternum.  In  the  upper  part  of  the  incision  there  were  so 
many  vessels  to  tie,  that  many  carbolised  silk  ligatures  were 
used.  The  wound  was  closed  by  thirty. ore  deep  sutures,  besides 
superficial  ones.  The  incision  above  the  umbilicus  was  longer 
than  below  it.  Operation  lasted  one  hour  and  Bve  minutes.  A 
drainage  tube  was  left  in.  The  upper  part  of  the  tumour  was 
broader  than  the  lower.  It  weighed  16  lbs."  The  patient 
recovered. 

I  venture  to  add  one  case  from  my  own  experience  which 
has  some  points  of  special  interest. 

The  patient  was  an  unmarried  woman  of  forty.  The  opera- 
tion was  in  a  sense  exploratory,  though  on  the  whole  the 
diagnosis  was  between  ovarian  cystoma  and  fibro-cyst  of  the 
uterus.      It  was  a  very  soft  fibroid,  full  of  enormous  vascular 
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channels,  which  made  the  tumour  fluctuate.  I  had  decided  to 
remove  the  appendages,  alth6uRh  the  growth  was  perhaps  too 
large  to  promise  full  benefit  from  this  operation.  The  left  ovary 
was  pulled  up  with  some  ilifTiculty,  and  with  it  came  enormous 
coils  of  dilated  veins  which  looked  as  large  as  the  small  intestine. 
A  forceps  placed  on  the  pedicle  of  the  ovary  included  parls  ot 
the  walls  of  more  than  one  of  these  veins;  and  they  were  so 
closely  set  that  transfixion  would  have  been  impossible  with* 
out  wounding  them.  The  right  ovary  could  not  be  found ;  and 
(hough  the  whole  uterus  was  removed  and  carefully  examined)  it 
was  never  found.  In  the  meantime  blood  came  welling  out  of  the 
pelvis,  and  was  found  to  originate  from  the  veins  grasped  in  the 
blada  of  the  forceps.  Several  large  locking  forceps  were  placed 
on  these  veins  below  the  bleeding  point ;  but  each  grasp  of  the 
blades  seemed  to  tear  the  friable  tissue  and  cause  more  blecdinf;. 
The  tunioui  was  delivered,  and  the  bleeding  from  the  veins  in 
the  left  broad  ligament  was  more  easily  controlled  when  they  were 
put  on  the  stretch.  Finally,  a  few  ligatures  were  placed  around 
them  by  an  aneurism  needle  carefully  pushed  througti  the  cellular 
tissue,  and  the  broad  ligament  cut  away  from  the  uterus.  The 
base  of  the  bladder  dipped  down  in  a  deep  sulcus  between  the 
uterine  body  and  a  separate  growth  as  large  as  the  fist,  and 
required  to  be  carefully  separated  by  dissection.  The  fibroid  on 
the  right  side  dipped  down  in  a  curious  manner  under  the  right 
ureter,  and  here  enucleation  had  to  be  carried  out  with  great  care. 
This  state  of  matters,  combined  with  the  absence  of  uterine 
appendages  on  the  right  side,  suggested  the  possibility  of  there 
bcin^  some  congenital  malformation  of  (he  uterus — possibly  it 
was  unicomcd.  Below  the  overlapping  libroid  was  the  only  site 
suitable  for  applying  the  clamp,  and  this  lay  so  low  down  that  it 
seemed  impossible  to  treat  the  pedicle  exlra-peritoneally.  How- 
e\'er,  a  wire  clamp  was  applied  and  tightened,  and  the  tumour 
was  cut  away  above  it,  exposing  the  uterine  cavity.  As  blood 
welkd  up  rather  freely  from  the  pedicle,  the  clamp  was  tightened 
till  considerable  force  was  required  to  turn  the  screw.  Still  the 
blood  flowed  from  the  cut  surface,  and  now  the  wire  was 
crudiiog  up  the  uterine  fibres  and  deeply  embedded.     At  the  next 
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turn  of  the  screw  the  damp  broke.  (I  purjwsely  avoid  nsming 
the  clamp  used,  as  the  fault  lay  with  the  instrument  maker,  and 
not  with  ihc  inventor.)  No  forceps  made  could  be  of  any  use 
here.  A  very  thick  double  silk  ligature  was  rapidly  cast  round 
the  pedicle,  and  tied  as  tightly  as  possible.  StlU  bleeding  went 
on.  Then  double  transfixion  lig;<tiire5  were  placed  and  tied;  then 
the  actual  cautery  was  used ;  but  still  there  was  bleeding,  though 
not  so  free.  Finally,  a  silk  ligature  in  three  interlocking  loops 
was  carried  through  the  whole  pedicle  and  firmly  lied  :  this  left 
only  very  slight  oozing.  A  drainage  tube  was  inserted,  and  the 
abdomen  closed  over  the  pedicle.  The  operation  lasted  a  little 
over  an  hour.  Nearly  half  a  pint  of  blood  was  removed  by 
suction  through  the  tube  in  the  first  twenty-four  hours;  at  the 
end  of  a  week,  only  a  little  bloody  Kcrum  could  be  sucked  out, 
and  the  tube  was  then  removed.  Three  days  later  the  tem- 
perature rose,  and  tympanites  appeared.  The  abdomen  was 
re-opened  and  washed  out,  and  the  drainage  tube  re-inserted.  The 
pedicle  sloughed  and  came  away ;  and  the  patient  recovered,  vnth 
an  opening  between  the  vagina  and  the  pubes  through  which  mat- 
ter discharged.  After  four  months  the  lislula  closed.  By  vaginal 
examination  not  a  particle  of  uterine  tissue  can  be  detected. 

The  study  of  a  few  such  cases  as  these — and  many  such  have 
been  recorded — is  more  instructive  than  much  generalised  de- 
scription. They  show  that  the  surgeon  who  begins  to  remove  a 
large  uterine  fibroid  must  be  prepared  to  treat  off-hand  compli- 
cations of  the  most  difficult  and  even  alarming  character. 
Extensive  adhesions  may  be  found  with  any  abdominal  organ — 
even  with  the  stomach  and  liver;  they  may  even  arise  from 
the  diaphragm.  Enucleation  may  have  to  be  made,  not  only 
from  between  the  folds  of  the  broad  ligament,  but  from  under 
the  greater  part  of  the  pelvic  and  some  portion  of  the  abdominal 
peritoneum.  Keith,  in  one  case,  left  very  little  peritoneum 
behind  on  the  parictes;  the  intestines  in  many  places  lay  in 
contact  with  the  bared  muscles.  And  then  the  veins  in  the 
tumour  capsule  and  in  the  broad  ligaments  may  be  so  enonnous 
and  so  thin-walled  that  ordinary  surgical  measures  may  be 
almost  ineffectual  to  stop  bleeding  from  them.     The  comfort  of 
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a  temporar)'  elastic  or  rope  compressor  in  tli«se  circumstances 
can  scarcely  be  exaggerated. 

A  few  special  points  may  be  summarised : 

In  cases  where  the  growth  of  the  tumour  is  mainly  in  the 
fundus  and  towards  ilie  abdominal  cavity,  and  wliere  the  vessels 
in  the  broad  ligament  arc  neither  large  nor  thin-walled,  the  wire 
clamp  may  be  at  once  placed  around  the  cervix,  and  the  tumour 
cut  away. 

Wliere  the  whole  uterus  is  enlarged  and  the  uterine  eornua, 
with  the  round  ligaments,  tubes,  and  ovaries,  retain  theirnormtl 
relations,  the  broad  tigamcots  being  on  the  stretch  between  the 
pelvis  and  the  tumour,  it  will  be  wise  to  divide  the  broad 
ligaments  at  some  convenient  point  high  up,  and  ligature  them 
separately.  This  division  frees  the  tumour  and  permits  of  its 
being  drawn  farther  out  of  the  abdominal  cavity,  so  that  the 
clamp  may  be  placed  lower  down.  Large  or  thin-walled  vessels 
lying  in  the  broad  ligaments  should  be  secured  by  ligature  and 
not  included  in  the  wire  of  the  >erre>n(cud.  Haemorrhage, 
occurring  during  the  separation  of  the  pedicle,  frequently  starts 
from  these  vessels.  This  fact  alone  would  make  me,  in  every 
case  where  the  broad  ligaments  can  be  isolated  and  ligatured, 
treat  them  by  intra -peritoneal  dcligation,  while  the  pedicle 
proper  is  treated  extra-peritoneally. 

Where  the  tumour  grows  from  the  side  or  sides  of  the  uterus, 
the  folds  of  the  broad  ligament  are  opened  up,  the  whole  pelvic 
peritoneum  may  be  elevated,  and  somo  portion  of  the  abdominal 
peritoneum  may  be  removed  from  the  posterior  wall.  In  such 
cases,  extensive  enucleation  may  be  called  for,  and  large  raw 
surfaces,  or  rather  cavities,  may  be  left  behind.  The  edges  of 
the  peritoneal  wound  need  not  bo  sutured — they  wiU  fall  into 
apposition;  but  drainage  must  be  efficient. 

In  every  case  where  an  adhesion  is  separated  and  tied, 
a  locking  forceps  slioutd  be  placed  on  the  site  of  its  attachment 
to  the  tumour.  No  wound  of  the  capsule  should  be  made  until 
ft  compressing  ligature  has  been  carried  around  the  base  of  the 
tumour.  Haemorrhage  from  the  capsule  of  uterine  myoma  may 
be  vcrj-  free. 


TREATMENT  OF  PEDICLE. 
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TREATMENT  OF  TUB  PKDICLS   IK   HVSTERECTOMV. 

This,  the  most  important  detail  in  the  operation,  requires 
separate  consideration. 

There  are  three  methods  of  treating  the  pedicle :  intra- 
peritoneal; cxtra-pcritoncal ;  and  mixed,  or  partly  intra* 
peritoneal,  and  partly  extra -peritoneal. 

liitra-prrilontal  Treatntmt  of  llu  PtdicU. — All  surgcoDS  aim  at 
complete  intra-peritoneal  treatment  of  the  pedicle  in  hysterec- 
tomy for  fibroids;  and  there  are  few  surgeons  of  experience  in 
the  operation  who  have  not  tried  it.  It  may  at  once  be  said  that 
very  few  of  those  who  have  tried  the  intra-peritoneal  treatment 
arc  satisfied  with  it— at  least,  as  at  present  performed.  Some 
cases  arc  more  suitable  for  this  plan  than  others;  in  many,  it  is 
either  impracticable  or  unsound.  Excessive  thickness  of  the 
paricteK  has,  in  one  case,  compelled  me  to  adopt  the  intra- 
peritoneal method. 

The  advantages  of  this  mode  of  treating  the  pedicle  are 
self-evident.  The  disadvantages  are:  the  large  size  of  the 
pedicle,  its  vascularity,  its  tendency  to  shrink,  and  its  liability  to 
undergo  sloughing. 

tn  1874  Kaltenbach  proposed  intra-peritoneal  treatment  for 
small  pedicles,  with  suture  of  the  edges  of  the  wound  in  the 
uterus  and  of  the  broad  ligaments.  Hcgar*  about  the  same 
time  employed  this  plan  with  success.  In  1877  Kleebergt 
suggested  the  elastic  ligature,  and  proved  its  harmlessness  in 
the  abdominal  cavity  by  experiments.  In  1878  Czcmy;  put 
this  idea  into  practice  by  leaving  the  elastic  ligature  surrounding 
the  pedicle  inside  the  abdomen.  Wells,  Koehcrlfi.  Pcan,  and 
others  about  this  time  recorded  cases  of  intra-peritoneal  treat- 
ment of  the  pedicle  chiefly  by  multiple  ligatures,  but  with  no 
very  encouraging  success,  Olshausen,  Fritsch,  and  Leopold 
had  fair  results  with  the  clastic  ligature;  but  Martin,  TaufTer, 
and  a  few  others  somewhat  discredited  this  method  by  showing 

*0/rrar.Cj^*.,Siuiij>ft,i8Bo.    1  St.  Ptlmbtugmtt  W»th.  1877  ud  1879^ 
I  CMtralU./.  G>adA.,  18;^  p.  jig. 
IB 
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that  it  sometimes  caascd  sloughing  of  the  pedicle,  or  suppu- 
ration and  septiczmia. 

By  far  the  most  important  systematic  attempt  to  arrive  at  a 
tnistwoTlhy  intra -peritoneal  treatment  of  the  pedicle  was  made' 
by  Schrocder.*  Schioeder's  plan,  already  described,  is  essentially 
multiple  ligature  of  bleeding  points,  and  dot-p  and  superficial 
suture  of  the  wound  in  the  uterus,  lie  began  by  the  application 
of  a  temporary  elastic  ligature  near  the  neck  of  the  uterus,  then 
separately  ligatured  the  vessels  in  the  broad  ligament  which 
supply  the  uterus,  and  finally  dealt  with  the  uterine  wound* 
Martin  advocates  Schroedcr's  plan,  with  the  sultstilution  of  silk 
for  catgut  as  material  for  ligature.  To  the  mucous  membrane 
of  the  exposed  cavity  carbolic  acid,  or  corroaive  sublimate,  or 
the  actu.'d  cautery,  is  applied  to  cause  disinfection.  Leopold, 
von  Aniii!,  Thiriar,  OUhausen,  Fischer,  Marey,  and  many  olherK,  | 
have  introduced  unimportant  modifications. 

The  outcome  of  the  recorded  experience  of  the  intra- 
peritoneal treatment  of  the  pedicle  may  be  shortly  summarised 
as  follows.  The  clastic  ligature  overdoes  compression,  tending 
to  cause  suppuration,  sloughing,  or  even  septicemia.  All 
modes  of  ligation  in  mass  with  non-elastic  material  are  unsafe, 
on  account  of  the  shrinkage  of  the  uterine  fibre.  Multiple 
ligation,  or  ligation  in  detail  of  vessels  in  the  broad  ligaments 
and  in  the  stump,  is  less  dangerous,  but  still  not  satisfactory. 

Tliis  plan  is  made  more  safe  by  siii>eradding  deep  and  super- 
ficial suturing  of  the  uterine  wound.  As  additional  precautions 
against  hiemorrhage,  the  stump  has  been  scared  with  the  actual 
cautery,  and  it  lias  been  soaked  with  powerful  heemostatics;  but 
the  results  have  even  then  not  been  fully  satisfactory. 


Extta-ptritontai  Trmtment  of  the  Ptdiclt. — This  is  the  original 
Sin<^  Kimball,  Wells,  and  Koeberl^;  and  it  still  remains  the 
MSt>  Kimball  used  the  actual  cautery,  with  fixation  in  the 
inferior  angle  of  the  wound.  Wells  transfixed  the  pedicle  with 
two  strong  needles ;  below  these  he  placed  a  ligature,  aad  fixed 

*  ZHIulir.  /.  Git.  lurJ.  Cyitik  .  iSSt.  p  ai j.  and  1683.  p  104 ;  ud 
Sttt.  MtJ.  Jimn,..  Im.  tiS. 
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the  slump  in  the  pariclal  wound.  In  1864  Koeberle  inlroduced 
his  wire  clnnip  for  the  treatment  of  the  pedicle;  and  this 
instrument,  with  uninipotUnI  modifi  cut  ions,  and  his  plan,  still 
continue  in  favour.  Many  other  varieties  of  extra-peritoncal 
lieatmcnt  have  been  invented,  and  many  instruments  have  been 
introduced.  In  this  connection  the  names  of  P^an  and  Cintrat 
de80r\'e  mention  for  their  wire  damps;  andthoseof  Baker  Brown, 
Keith,  Kiwisch,  and  WcUs.  for  their  special  unyielding  clamps. 
Avoiding  detailed  historical  description,  we  may  confme  our 

attention  to  the  three  most  im- 
portant modes  of  extra-peri- 
toneal treatment  of  the  pedicle 
at  present  in  vogue:  by  the 
clamp;  by  the  elastic  ligature; 
and  by  the  wire  constrictor. 

Keith,  so  far  as  I  know,  is 
the  only  highly  successful 
operator  who  uses  the  clamp. 
It  is  a  special  instrument, 
made  very  large  and  thin. 
(Fig  41.)  He  says:  *'  I  have 
not  found  sloughing  take  place 
to  the  extent  that  it  does  when 
a  single  wire  merely  embraces 
the  pedicle;  the  parts  arc  more 
spread  out  in  the  clamp,  and 
there  is  not  nearly  the  amount 
of  puckering  of  the  so^  parts 
that  there  Ls  when  a  wire  is 
used.  A  mass,  as  thick  »s  the 
wrist,  can  be  squccnrd  into  a 
loop  an  inch,  or  three-quarters 
of  an  inch,  in  diameter; 
whereas,  with  a  large  clamp  there  is  no  great  pressure  on 
any  one  part  below.  The  pressure  of  the  wire  docs  not 
act  simply  on  the  constricted  portion,  but  exerts  its  ioJluence 
to  some  distance  below  the  constriction.      .      .  Before 
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applying  the  clamp,  it  is  better  to  draw  all  th«  parts  gently 
together  tiy  a  thick  silk  ligature  or  by  a  soft  wire.  This 
prevents  a  too  grcM  spreading  out  o(  the  parts  lictween  the 
blades,  which  would  render  the  dosing  ol  the  wound  around 
the  clamp  somewhat  troublesome."  Keith  applies  freely  to  the 
stump  a  saturated  solution  of  pcrchloride  of  iron  in  glycerine, 
and  then  dries  it  ofT;  after  this,  plenty  of  iodoform  and  salicylic 
wool.      The  cervical  canal  is  scraped  out  and  disinfected. 


Fig.  4a. 
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The  liaitit  ligatun 
has  many  suppor- 
ters ;  Olshausen, 
Martin,  Sanger,  and 
Hcgar,  being  among 
the  chief.  It  may  be 
applied  either  as  an 
encircling  ligature, 
around  the  whole : 
or  as  a  transfixing 
ligature,  embracing 
the  pedicle  in  halves; 
or  as  a  double  liga- 
ture, cncirchng  and 
transfixing.  For  ap- 
plying the  ligature 
around  the  pedicle, 
the  ingenious  in- 
strument of  Pozzi 
(Fig.  40)  will  be 
found  valuable. 
With  it,  any  requi- 
site amount  of  ten- 
sion can  readily  and 
rapidly  be  applied, 
and  the  instrument 
automatically  keeps 
up  whatever  tension 


Fig.  «. 
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is  put  on.  For  carrying  the  ligature  through  the  pedicle  Hegnr 
has  invented  a  transfixing  needle.  (Fig.  43.)  It  is  composed  of 
two  parts — a  sharj)  conical  piercing  point,  which  screws  off; 
and  a  hollow  tubular  portion  split  along  the  side,  into  which  the 
ligature  is  drawn  in  a  loop.  The  knot  made  in  the  elastic  ligature 
is,  if  necessary,  hnally  secured  by  surrounding  it  with  a  strong 
silk  ligature.  Terrillon  and  Trclat  have  quite  recently  introduced 
ingenious  instruments  for  the  application  of  the  elastic  ligature. 
Hegar  lays  particular  stress  on  the  mode  of  closing  the  abdo- 
minal  wound  by  peritoneal  stiture,  and  on  the  fixation  of  the  ped- 
icle in  its  lower  angle.  (Fig.  43.)  To  prevent  rclraclion  where 
the  pedicle  is  short,  pedicle  needles  should  be  pushed  through  it. 
The  elastic  ligatures  are  cut  away  about  the  eighth  or  tenth  day. 

The  witc-coHilrictor  remains  the  favour- 
ite instrument  with  most  operators ;  and 
Koeberli's  simple  instrument,  or  some  mod- 
ification of  it  such  as  Tail's,  is  generally 
acknowledged  to  be  the  best.  Its  applica- 
tion is  exceedingly  simple.  In  most  cases, 
the  wire  is  placed  below  a  temporary  con- 
stricter  of  rope  or  elastic.  With  TaJt's  in- 
strument the  two  ends  of  the  wire  arc  simply 
pulled  tightly  around  the  pedicle,  and  hooked 
into  the  daws  on  the  sliding  screw.  With 
Koebcrl6's  original  instrument,  or  rather  with 
Bantock*s  modification  of  it,  one  end  is  looped 
on  to  a  button  on  the  screw,  and  the  other  is 
pulled  over  the  same  button  and  fixed  there. 
The  instrument,  being  left  attached,  is  placed 
so  that  it  lies  flatly  on  the  abdominal  wall, 
pointing  upwards  and  to  one  side.  KoeberlA 
himself  uses  two  of  his  instruments,  each 
encircling  half  the  pedicle.  Strong  pedicle 
needles  (Fig.  44)  are  pushed  through  the 
pedicle  above  the  level  of  the  wire,  their 
broad  ends  resting  on  the  parictcs.  The 
Dccdles  should  always  be  inserted  before 
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the  tumour  is  cut  away,  to  prevent  retraction  of  tissues  after- 
wards. 

In  those  cases  where  the  pedicles  of  the  broad  ligaments  are 
left  inside — and  such  will  form  the  majority — it  may  lie  neces- 
sary to  pull  together  around  the  pedicle  the  detached  peri- 
toneum, so  that  the  constricting  wire  shall  at  all  points  lie  upon 
peritoneal  membrane.  In  some  cases  it  would  be  quite  easy  to 
apply  the  wire  around  the  fibrous  or  tumour  tissue  alone,  at  the 
pedicle,  without  including  the  peritoneal  investment  at  all ;  the 
peritoneum  might  then  be  used  as  a  funnel  to  shut  off  the 
sloughing  pedicle  from  the  cavity,  simply  by  fixing  ii  to  the 
parietal  wound  with  a  few  stitches.  But  adhesions  form  so 
rapidly  between  parietal  peritoneum  and  that  covering  the 
pedicle,  that  the  cavity  is  usually  completely  shut  off  before 
sloughing  has  set  in. 

The  part  of  the  pedicle  beyond  the  wire  or  the  ligature  is 
rvmovcd  by  pressure  necrosis.  A  sort  of  drj-  gangrene  which 
is  not  actively  putrefactive,  and  which  does  not  set  loose  foul 
discharges,  is  sought  to  be  produced  by  various  means.  Soaking 
with  strong  pcrchloridc  of  iron,  or  with  tannin  or  alum,  is  used 
for  this  purpose.  Bantock  has  found  that  the  simple  appUca- 
tion  of  dry  absorbent  wool  mummifies  the  tissues,  and  renders 
them  almost  as  hard  as  wood :  and  I  have  been  able  in  ray 
own  practice  to  confirm  his  experience.  The  process  of  sepa- 
ration is  accelerated  by  a  few  turns  of  the  screw  every  second 
or  third  day,  and  complete  separation  usually  takes  place  in 
from  seven  to  fourteen  days.  Little  pieces  of  dry  absorbent  lint 
are  packed  round  ihe  pMlicte  to  absorb  all  discharge  as  it 
appears,  and  to  prevent  its  burrowing  along  the  line  of  incision 
or  trickling  into  the  abdomen.  These  arc  changed  as  often  as 
necessary.  The  abdominal  wound,  if  properly  shut  off,  need  not 
be  looked  at  for  a  week,  when  it  will  probably  be  found  healed. 

When  the  pedicle  separates,  a  deep  granulating  hollow  is  left, 
which  usually  fills  up  and  skins  over  at  the  end  of  two  or  three 
weeks.  In  a  few  cases  the  granulations  are  not  jierfectly  covered 
with  cuticle  for  months ;  and  in  such  cases  an  occasional  discharge 
of  blood,  coincidently  with  the  menstrual  periods,  is  observed. 
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Tlie  tombitud  intra-  and  ixtra-fmlcntat  method  of  treating 
the  pedicle  is  usually  one  of  necessity,  and  not  of  choice. 
It  is  used  in  cases  where  the  pedicle  cannot  be  pulled  out- 
side the  pariete«  without  exerting  dangCTOUS  tension  on  the 
parts. 

'I'he  simplest  method  of  "  mixed  "  treatment  of  the  pedicle  is 
where  it  is  secured  by  ligatures,  and  the  ends  of  these  ligatures 
are  fixed  in  the  inferior  angle  of  the  wound.  The  same  treat- 
ment may  be  carried  out  where  scrre-nocud  or  clastic  ligature  is 
used.  The  margins  of  the  pedicle  are  stitched  to  the  parietal 
wound,  and  the  |>cdicle,  with  its  constricting  apparatus,  is 
dragged  some  little  way  inside  the  abdomen.  Additional 
security  against  the  escape  of  discharges  into  the  cavity  is  got 
by  stitching  the  parietal  peritoneum  to  the  side  of  the  pedicle 
below  the  i^int  of  constriction.  Various  devices^  have  been 
invented  to  shut  off  the  pedicle  from  the  general  cavity.  One 
of  these  is,  to  surround  it  with  macintosli  sheeting  or  gutia* 
percha  tissue,  as  in  a  funnel. 

The  mixed  treatment,  at  its  best,  is  suspension  and  inter- 
parietal fixation.  Perfect  drainage,  frequent  removal  of  dis- 
charges, and  absolute  rest  may  make  it  practically  extra- 
peritoneal. 


According  lo  Vautrin,  in  supra-vaginal  amputations  the 
^gtneral  mortality,  with  intra- peritoneal  treatment  of  the  pedicle, 
is  56.2  per  cent. ;  with  extra-peritoneal,  33.3  per  cent.  Although 
this  death-rate  Lt  far  in  excess  of  what  may  be  termed  the 
I^itimatc  mortality, — that  is  to  say,  the  mortality  in  the  hands 
of  the  be«t  operators, — it  is  more  than  probable  that  the 
proportionate  tnorlality  is  the  same  all  round.  In  other 
xvords,  the  dangers  of  the  intra  -  peritoneal  treatment  arc 
nearly  twice  as  great  as  the  extra -peritoneal.  At  present, 
therefore,  the  extra -peritoneal  treatment  of  the  pedicle  should 
be  selected.  No  doubt  the  advancing  surgery  of  the  day  will 
not  rest  till  some  intra  -  peritoneal  method  has  been  devised 

*  A  very  full  account  of  tbn«  may  be  fouad  in  Vautrin's  book,  nlroady 
referred  lo. 
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which  will  excel  all  others:  in  the  meantime,  our  present 
knowledge  and  experience  arc  in  favour  of  the  extra -perituneiil 
mothod. 


After •IreatauMt.— The  general  ufter-tTealnient  requires  no 
special  description,  being,  to  all  intents  and  purposes,  the 
same  as  after  ovariotomy.  There  is  usually  more  pain;  and 
the  bladder,  having  less  room  to  expand,  requires  to  be  emptied 
more  frequently  than  in  ovaTiotomy.  Pain  is  often  relieved  by 
emptying  the  bladder. 

The  nurse  must  look  sharply  after  the  slump,  to  see  that 
haemorrhage  does  not  take  place;  and  slie  must  be  carefully 
instructed  how  to  tighten  the  screw  and  check  it.  The  tighter 
the  wire  is  kept  (short  of  cutting),  the  sooner  the  stump 
dries  up. 

When  the  pedicle  is  converteil  into  a  hani  dry  mass  tlie 
scrre-nccud  may  be  removed,  but  the  needles  should  not  be 
disturbed.  The  pedicle  usually  sloughs  lor  some  distance 
behind  the  wire  as  well  as  in  front  of  it ;  and  if  the  needles 
arc  removed  before  the  slough  separates,  the  whole  is  retracted 
inside  the  cavity  and  gives  some  trouble  in  its  removal.  If  the 
needles  are  removed  at  all,  it  should  be  in  order  that  they  be 
re-inserted  lower  down  in  the  substance  of  the  slough ;  then  all 
the  tissue  above  them  should  be  cut  away,  except  sufBcicnt  to 
hold  by.  Stimulating  lotions  promote  the  formation  of  granu- 
lations, and  thereby  accelerate  the  separation  of  the  slough. 
Dry  strips  of  boracic  lint  or  other  absorbent  dressing  should  be 
laid  around  the  slough,  and  changed  frequently,  so  as  to  keep 
the  pus  from  burrowing  downwards. 


Section  V. 


OPERATIONS  ON  THE  GRAVID  UTERUS, 
AND  FOR  ECTOPIC   GESTATION. 


To  save  life  in  cases  where,  from  any  cause,  delivery  cannot 
take  place  through  the  natural  passages,  at  least  five  distinct 
operations  have  been  recommended,  besides  a  number  of  modi- 
fications of  these.  They  are :  Csesarean  section ;  Utero-ovarian 
amputation,  or  Porro's  operation;  Laparo-etytrotomy ;  Total 
extirpation  of  the  uterus ;  and  Symphysiotomy. 

Two  of  these,  the  last,  may  be  at  once  dismissed.  Sym- 
physiotomy, or  section  of  the  pubic  symphysis  for  increasing 
the  space  of  the  pelvic  cavity,  was  proposed  in  1768  by  Sigault, 
and'  successfully  carried  out  by  him  nine  years  later.  The 
operation  has  not,  however,  come  into  general  use,  most  men 
believing  that,  in  those  cases  where  it  is  likely  to  be  successful, 
other  and  less  dangerous  modes  of  delivery  are  possible. 
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Tlie  allied  operations  of  Pelviotomy  (Galbiali)  and  Pubi- 
otomy  (Stoltz)  have  also  failed  to  secure  ihc  confidence  of  the 
profession. 

Total  extirpation  of  the  pregnant  uterus  has  been  performed 
only  during  the  co-existence  of  cancer,  and  then  the  operation 
has  been  rather  the  extirpation  of  a  cancerous  organ  which 
happened  to  contain  a  foetus,  than  one  designed  to  save  life 
endangered  by  obstruction  to  delivery.  UischolT*  operated,  in 
1879,  on  a  patient  with  cancer  of  the  cerx'ix  in  the  thirty-fourth 
week  of  pregnancy.  The  patient  died  in  eleven  hours;  and  at 
the  necropsy  one  ureter  was  found  enclosed  in  the  ligature.  In 
1881  Spencer  Wells  removed  by  abdominal  section  a  cancerous 
uterus  six  months  pregnant.  The  patient  recovered  from  the 
operation ;  but  the  disease  recurred  not  long  afterwards. 
A  case  in  which  the  writer  removed  a  cancerous  and 
pregnant  uterus  by  the  vagina  during  the  second  month 
of  gestation  cm  scarcely  be  included  in  this  category. 
The  patient  recovered,  and  as  yet,  after  a  year,  continues 
wdl. 

Full  consideration  is  given  to  three  operations  : 

Caesarean  Section. 
Porro's  Operation. 
Laparo-elytrotomy. 

And,  further,  it  will  be  necessary  to  describe  separately  the 
surf^ical  treatment  of 

Rupture  of  the  Uterus. 

Extra-uterine  Pregnancy. 

Pregnancy  in  one  horn  of  a  Uterus  bicomis. 

With  reference  to  Qesarean  section,  Porro's  operation,  and 
Laparo-elylrotomy,  the  mortality,  indications  to  operate,  and 
appreciation,  will  be  considered  conjointly  and,  as  far  as 
possible,  comparatively :  so  that,  if  such  a  practice  be  pos> 
sible,  there  may  be  a  selection  of  method  according  to  the 
nature  of  the  case. 

*  HigM'  wU  KttUitadi.    Offrat  GjnUU .  mi)  Ed..  Slultcarl,  1881,  p.  414. 
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SURGICAL   AKATOMY   OP   THE   CRAVID   UTRRU3. 

The  elaborate  studies  of  Polk*  on  the  relational  anatomy 
of  the  gravid  uterus  are  of  great  value.  I  have  bc«n  able 
to  supplement  and  confirm  Polk's  observations  by  two  dis< 
seclionx  !t{H;cially  made  in  view  of  surgical  procedures.  One 
was  obtained  from  a  patieot  in  the  ninth  month  of  pregnancy, 
who  died  of  acute  chorea.  The  other,  in  which  labour  had 
advanced  till  the  ok  uteri  was  dilated  to  the  size  of  a  crown- 
piece,  was  got  from  a  patient  who  died  from  fracture  of  the 
spine,  caused  by  a  fall.  Both  dissections  aie  now  in  the 
museum  of  the  Bristol  Infirmary. 

During  pregnancy  changes  take  place  in  the  relations  of  the 
peritoneum,  the  uterine  and  ovarian  arteries,  the  uterine  liga- 
ments, and  the  ureters. 

As  the  uterus  rises  out  of  the  pelvis,  it  carries  the  peritoneum 
with  it.  The  elevation  of  the  pelvic  peritoneum,  near  the  end 
of  pregnancy,  is  so  great  that  the  reflection  from  the  parietcs  to 
the  uterus  takes  place  somewhere  near  the  level  of  Poupart's 
ligament.  At  the  same  lime  the  cellular  tissue  becomes  lax 
and  disiensile,  and  the  attachment  of  the  peritoneum  is  much 
loosened.  This  elevation  of  peritoneum  and  laxity  of  cellular 
tissue  is  so  marked,  that  if  an  abdominal  section  is  made  trans- 
versely at  the  level  of  the  internnl  ring,  and  the  uterus  is  pushed 
to  the  opposite  side,  the  true  pelvis  may  be  entered  without 
encountering  peritoneum  at  all.  Even  if  it  bulges  into  the 
incision,  it  can  easily  be  pushed  upwards.  This  change  in  the 
idations  of  the  peritoneum  renders  the  operation  of  Laparo* 
elytrotomy  possible. 

The  broad  ligaments  are  lifted  out  of  the  pelvis  altogether, 
and  become  triangular  instead  of  being  quadrangular.  The 
inner  border,  descending  from  the  cornu  to  the  internal  os,  is 
much  broadened :  its  layers  are  separated  and  loosely  attached, 
especially  the  anterior  layer  passing  over  the  front  of  the  uterus. 
The  superior  border,  running  between  cornu  and  pelvic  brim,  is 

•  Ntm  Yerli  Mii.  Jonn..  :884. 
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almost  perpeDdkiilar.  The  lower  border,  partaking  of  the 
general  elevation  of  the  pelvic  bhm,  now  occupies  the  level  of 
th«  upper  border  in  the  non-pregnant  state,  running  straight 
across  from  pelvic  brim  to  uterus.  The  outer  border  is  obliter- 
ated. The  uterus  may,  in  fact,  be  considered  as  growing 
upwards  between  the  folds  of  the  broad  ligaments,  carrying 

these  and   the   peritoneum 
continuous  with  it. 

The  round  ligaments, 
greatly  enlarged  and  elon- 
gated) descend  in  the  ante- 
rior folds  of  the  broad 
ligaments  in  straight  lines 
from  their  insertion  at  the 
cornua  to  the  internal 
rings.  Nowhere  do  iheyi 
descend  below  the  pelvic 
brim.  They  may  be  con- 
sidered as  instrumental  in 
raising  the  peritoneum  from 
the  iliac  fossx. 

The  arteries  are  much 
enlarged — the  ovarian 
more,  in  proportion,  than 
the  uterine.  The  uterine 
artery  is  straightened,  and 
is  elevated  so  that  it  is,  in 
part,  removed  from  the 
pelvic  wall.  Its  relations 
lo  the  ureter  arc  not  much 
changed.  The  ovarian  ar- 
tery, after  it  reaches  the 
bifurcation  of  the  iliac,  nms  upwards  and  forwards  to  the 
elevated  coruu  in  the  posterior  border  of  the  expanded  upper 
portion  of  the  broad  ligament. 

The  relations  of  the  ureters  are,  in  one  of  these  operations, 
exceedingly  important.     They  arc,  at  full  term,  detached  from 
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the  pelvic  wall  and  elevated  along  with  the  vagina  and  bladder. 
They  lie  very  closely  to  the  vagina  on  its  antero-lateral  aspects, 
and  strike  the  bladder  about  three-quarters  of  an  inch  below 
the  cervico- vaginal  junction.  These  relations  are  not  much 
changed  during  labour.  As  the  head  descends  and  fills  the 
parturient  canal,  the  ureters  are  pushed  apart.  They  now  lie 
in  close  contact  with  the  vaginal  and  uterine  walls,  amongst 
the  plexus  of  vessels.  The  relation  of  ureter  to  external  os 
at  the  end  of  the  first  stage  of  labour — that  is  to  say,  at  the 
most  important  surgical  period — is  shown  in  the  accompanying 
diagram,  made  from  a  special  dissection,  (Fig.  45.)  In  a  full 
lateral  view,  the  ureter  crosses  the  line  of  the  os  uteri  obliquely 
near  the  junction  of  its  anterior  with  its  middle  third.  In  other 
words,  at  the  level  of  the  external  os  the  space  between  ureter 
and  rectum  is  twice  as  great  as  that  between  ureter  and  bladder. 
The  importance  of  these  relations  in  laparo-elytrotomy  will  be 
seen  presently.  The  ureter  leaves  the  uterus  behind  out  of  the 
range  of  danger  in  Porro's  operation,  unless  the  pedicle  is 
constricted  very  low  down. 


CEBsarean  dectlon.    Puerperal  Hysterotomy. 

Hitltry. — The  removal  of  a  child  from  a  mother  who  fails  to 
deliver  it  is  a  very  old  operation.  At  first  performed  only  when 
the  mother  was  dead,  the  operation  afterwards  came  into  use 
while  she  was  still  alive.  Whether  or  not  we  accept  the  inter- 
preution  given  to  the  sentence  in  PUny  ("  Auspicatius,  enccata 
parentc,  ({it^nuntur  sicut  Scipio  Africanus  prior  natus,  primu&quc 
Ca:sarum  a  cieso  matris  utero  dictus"),  there  is  no  doubt  that 
(be  name  Ca^sarcan  was  very  early  given  to  the  operation ; 
and  many  historical  personages  —  among  others,  M^nilius, 
Edward  VI.  of  England,  and  Sanctiis,  Kin({  of  Navarre — have 
been  called  Carsars  from  their  having  )>c<rii  siipjio^ed  to  he  cut 
out  of  their  mother's  womb.  According  to  Hcistcr.^  the  Greeks 
were  acquainted  with  the  operation  of  removing  the  child 
while  the  mother  was  alive,  and  named  it  "  Hysterotoniia." 
There  is  Uttle  doubt  that  it  was  practised  among  the  Jews  bom 
very  ancient  times.  In  later  times,  the  operation  was  done 
here  and  there;  but  full  and  authentic  records  of  it  are  wanting. 
The  first  case  recorded  with  anything  like  circumstantial  minute- 
ness is  that  done  in  1500  by  the  ChAlrcur  or  sow-gcldcr  of 
Seigerheusen,  who  operated  on  his  own  wife,  as  recorded  by 
Caspar  Bauhin  in  his  appendix  to  Rousselus's  great  work. 
The  woman  had  been  tn  labour  for  some  days,  and  had  been 
attended  by  thirteen  midwivcs  and  several  lithotomists.  These 
the  sow-gelder  sent  about  their  business,  and  extracted  the 
iaCant  with  success  to  both  mother  and  child.  W.  Simmons, 
surgeon  to  the  Manchester  Infirmary,  who  published  a  very 
able  monograph  on  the  subject  in  1799,  believes  that  this  case 
was  really  one  of  extra-uterine  fcetation.  Whether  this  was  so 
we  cannot  now  decide;  but  the  influence  of  this  obscure  oper* 
ator  was  not  felt  till  after  the  publication,  in  1581,  of  the  first 
elaborate  work  on  the  operation  by  Roussctus.)     By  a  careful 
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record  of  s«ven  cases,  und  an  elaborate  discussion  of  s\\  the 
details  of  (he  operation,  he  sought  to  place  it  upon  a  scientific 
basis.  B3uhin,  in  158a,  translated  this  work  into  Laiiu,  and 
added  an  appendix.  GuiUeiiieau,  Marchitnt  (both  Paris  sur- 
geons), and  others,  having  utterly  failed  in  the  practice  of  the 
operation,  unhesitatingly  condemned  it:  to  these  Roussctus,  in 
1590.  replied.-'  placing  tlic  operation  on  a  more  secure  ba^s. 
In  1604  Scipio  Mercurius,  a  Roman  surgeon,  in  his  work  on 
Midwifery,  published  in  Venice,  advises  hysterotomy  in  suitable 
cases.  Soon  after  this,  Schenkius;  Roonhuisen,  an  Amsterdam 
surgeon;  Sonnius,  a  physician  of  Bruges ;  Rudbcckius,  aSwede; 
Bartholini ;  Renaud ;  Saviarc,  and  others  practised  and  wrote 
upon  the  operation.  In  1695  Valerusi  published  a  treatise  on 
the  operation.  Rulcau,  a  surgeon  of  Xainlcs,  seems  to  have 
bad  a  successful  case  about  the  beginning  of  the  eighteenth 
ceniury:  and  DionisJ — who.  however,  is  strongly  against  the 
proceeding — hy  investigations  made  subsequently  on  the  spot, 
satislied  himself  as  to  the  authenticity  of  this  operation. 
Sennerlus,  Hildanus,  and  Scultetus,  niay  be  quoted  as 
favouring  the  operation  ;  Pare,  however,  was  distinctly 
against  it. 

A  notable  contribution  both  to  the  history  and  the  science 
of  the  subject  was  made  by  M.  Simon  in  the  first  volume  of 
the  Memoirs  of  the  Royal  Academy  of  Surgery,  in  which  also 
various  cases  are  recorded,  with  not  very  encouraging  success. 
A  similar  want  of  success  seems  to  have  followed  operation 
everywhere.  In  Vienna,  Godson  tells  us,  the  operation  was 
done  for  a  hundred  years  without  a  single  success ;  and  in  the 
MatcTnit6,  at  Paris,  a  similar  story  was  told.  Cliiara  of  Milan 
gathered  6a  operations,  with  only  three  recoveries.  Id  England 
an  almost  equally  dismal  record  is  given  for  the  eighteenth  and 
even  part  of  the  nineteenth  centuries.  Here  and  there  a  success 
is  recorded — not  always,  however,  by  leaders  in  surgery,  who, 
as  a  rule,  were  opposed  to  it.     One  such  case  is  recorded  by 

*  bi  Dialpgiu  fra  C^urM  f^ii;  &e..  Pari*.  1590. 
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J  A  Cauttt  of  CbitHtfiitl  O/cmIwu.  Eug.  Tnas.,  Lond.,  tju. 
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Mr.  Duncan  Stewart,*  in  which  a  midwife — who,  seems,  )kiw- 
ever,  to  have  been  a  consultant  among  her  class — operated 
succeesfuUy  with  a  razor.  Unlike  most  operators,  she  made 
her  incision  in  the  middle  line;  she  closed  the  wound  with 
tailors'  needles  and  silk,  used  like  hare-lip  pins.  The  patient 
was  seen  afterwards  quite  well,  but  with  a  ventral  hernia. 

A  good  many  examples  of  Cesarean  section  performed  by 
the  patient  herself  arc  on  record.  Among  the  most  remarkable 
of  these  is  that  recorded  by  von  Guf^igenberj;.!  where  the  woman 
succeeded  in  removing  the  child;  and  all  that  was  left  for  the 
surgeon  to  do  was  to  close  the  openings.  Another  l — in  which 
the  patient,  two  hours  after  operating  oo  herself,  walked  a  kilo- 
metre, breakfasted  with  a  sister,  and  then  walked  about  for  some , 
time,  had  protrusion  of  intestines,  and  (with  medical  assistance)  i 
recovered — is  even  more  remarkable. 

The  impetus  recently  given  to  abdominal  surgery  has  spread 
to  all  operations  for  removing  the  ficetus,  and  not  least  power- 
fully to  Csrsarean  section.  And,  particularly  within  the  last  few 
years,  the  comparative  want  of  success  of  Porro's  operation  in 
Germany  and  elsewhere  has  led  to  the  devotion  of  increased 
attention  to  certain  details  in  ordinary  hysterotomy  which  place  > 
it  in  a  position  of  rivalry  with,  if  not  of  superiority  to,  hyster- 
ectomy. 


THS  OPBKATIOH  OF  CfiSARBAN   SECTION. 

When  it  has  been  decided,  in  any  given  case,  that  puerperal 
hysterotomy  is  to  be  performed,  the  sooner  it  is  carried  out  the 
better.  The  condition  of  the  patient,  already  in  all  probability 
not  very  favourable,  rapidly  deteriorates ;  and  the  local  effects 
of  prolonged  contraction  of  the  uterine  fibre,  exhausting  its 
vitality,  are  not  conducive  to  subsequent  healing.  Therefore, 
though  it  is  advisable  to  operate  with  a  cleansed  vagina,  no 
time  which  delays  operation  is  to  be  spent  in  doing  this. 
Cleansing  may  be  carried  out  after  operation  is  over.  The 
abdomen  may  be  rapidly  purified  with  carbolic  or  corrosive 

•  MtJ.  Eisjji  anJ  Obmr^Hoits.  Edin.,  vol,  v.,  p,  361,  1751. 
1  Laaetl.  tSS6,  i..  p,  90     ;  Lniuti.  M.iy  iind,  i$SG, 
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sublimate  lotion,  and  particular  attention  must  be  paid  to  the 
umbilicus.  Shaving  adds  to  the  security.  The  general  arrange* 
mcnis  for  operation  are  the  same  as  those  already  described  (or 
abdominal  operations  in  general  (p.  68). 

1  should  always  use  antiseptics  in  their  fullest  details.  The 
instruments  required  are  very  few  and  simple.  A  scalpel,  n 
pair  of  scissors,  and  a  dozen  pairs  of  locking  forceps,  with  the 
necessary  complement  of  needles,  sutures,  ligatures,  and  sponges, 
are  all  tliat  are  wanted.  Two  long  flat  sponges  will  be  found 
very  useful.  In  every  case  we  ought  to  be  provided  with  a 
clamp  and  other  instruments  necessary  for  a  possible  hyster- 
ectomy. 

Tht  Pamtal  tiKiiion. — The  abdominal  opening,  which  used  to 
be  made  to  one  side  of  the  median  line,  is  now  always  made 
along  it,  and  in  the  same  manner  as  for  ovariotomy.  But  the 
primary  incision  is  longer,  and  does  not  descend  so  low,  while  it 
rises  higher.  The  elevation  of  the  bladder  renders  it  inadvisable 
to  approach  within  a  distance  of  two  or  two  and  a  half  inches 
from  [he  pubes.  Above  this  point  an  incision  of  five  inches  may 
be  made.  According  to  the  size  of  the  i>atient,  the  upper  limit 
will  reach  to,  or  pass  a  varying  distance  beyond,  the  umbilicus. 
According  to  Sanger,  a  suitable  incision  will  in  most  cases  be 
ODe<tliird  of  its  length  above  the  umbilicus,  and  two-thirds  below 
it.  The  cut  may  go  straight  through  the  umbilicus :  but,  for 
reasons  given  elsewhere,  I  think  it  is  belter  that  it  should  pass 
to  the  left  of  it.  If,  as  some  surgeons  rccommead,  the  uterus 
is  to  be  turned  out  of  the  wound  before  opening  it,  then  the 
incision  must  be  made  con^derably  longer.  More  will  be  said 
on  this  proceeding.  The  intention,  in  the  operation  to  be 
described,  is  to  give  sufficient  space — tirstly,  for  removal  of  the 
child ;  and  secondly,  for  suturing  the  wound  in  the  uterus. 


Openittg  tht  UUna,  ExtrMtUn  ef  Faim. — In  making  the  wound 
in  tlie  uterine  walls,  we  have  to  bear  in  mind  avoidance  of 
hfcmorrhagc  and  the  encouragement  of  subsequent  union.  If 
the  incision  is  carried  too  low,  the  branches  of  the  uterine  artery 
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are  endangered.  The  anterior  reflection  o(  the  peritoneum  from 
the  uterus  is  a  good  ^lide.  Here  the  peritoneum  ia  loosely 
attached  and  somewhat  freely  movable.  The  lower  limit  of  the 
incision  may  enter  this  region.  So  far  as  bleeding  is  concerned, 
the  upper  limits  of  the  incision  are  itaimponant.  The  position 
of  the  placenta  might  be  supposed  to  have  an  important  influ- 
ence on  the  selection  of  the  line  for  the  uterine  wound,  but, 
practically,  this  would  seem  not  to  be  so.  Still,  if  it  is  possible 
to  make  out  the  site  of  the  attachment  of  the  placenta  before 
incising  the  uterus  (always  difficult,  often  impossible  according 
to  most  writers),  the  operation  might  be  rendered  easier  by 
avoiding  this  area.  No  extraordinary  trouble  need  be  taken  to 
avoid  it,  however.     A  vertical  incision  is  recommended. 

The  line  of  incision  being  fixed  upon,  two  long  flat  sponges 
arc  placed,  one  on  each  side  of  it,  between  the  uterus  and  tlis 
parictes.  An  assistant,  standing  on  the  left  side  of  the  patient, 
opposite  to  the  surgeon,  places  a  hand  deeply  in  each  flank 
beliind  the  uterus,  and  makes  the  uterus  bulge  forward  into  the 
parietal  opening,  firmly  holding  it  there.  By  this  manoeuvre, 
and  with  the  intervention  of  the  flat  sponges,  the  risks  of 
escape  of  fluids  into  the  abdomen  are  minimised.  The  uterus 
is  so  placed  and  fixed  that  the  incision  through  its  walls  will 
correspond  to  the  parietal  incision. 

As  to  the  best  mode  of  making  the  uterine  incision,  many 
opinions  are  held.  Some  recommend  tearing:  others,  a  com- 
bination of  cutting  and  tearing;  others,  pure  cutting.  Some 
recommend  a  dissection  deliberately  carried  out,  each  vessel 
being  caught  in  forceps  as  it  bleeds.  To  prevent  bleeding,  the 
placing  of  a  temporary  ligature  around  the  neck  of  the  uterus 
has  been  used  by  several  surgeons;  by  others,  equally  trust- 
worthy, it  has  been  neglected.  As  a  matter  of  fact,  Uie  bleeding 
is  rarely  severe;  but  should  it  cliance  to  be  alarming,  a  sponge 
may  be  packed  into  the  wound  to  check  it  while  the  ebslic 
ligature  is  shppcd  over  the  uterus  to  its  neck  and  tightened.  In 
the  absence  of  a  proper  tourniquet,  a  simple  knot  may  be  cast 
And  tightened ;  while  it  can  easily  be  prevented  from  becoming 
undone  by  placing  a  catch  forceps  upon  it.    In  CA-cry  case  it  is 
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best  to  do  without  the  use  of  a  constricting  hgature,  if  that  is 
possible ;  every  increase  of  traumatism  adds  to  the  danger. 

I  am  in  favour  of  a  clean-cut  incision.  At  the  upper  end  of 
the  projected  incision,  where  the  uterus  is  least  vascular,  an 
opening  an  inch  in  length  is  rapidly  made  by  the  scalpel.  The 
opening  need  not  completely  perforate  the  uterine  walls,  but 
may  bo  completed  by  pushing  the  finger  tlirough  it.  If  the 
membranes  are  intact,  a  condition  which  is  considered  favourable, 
they  n«ed  not  now  be  divided ;  but  it  can  matter  little  if  they 
arc  divided  by  the  finger.  The  incision  is  now  rapidly  completed 
downwards,  by  scissors  cutting  on  the  finger  as  a  director.  A 
few  seconds  sufQce  for  this  part  of  the  proceeding.  The  scissors 
is  nowthromi  aside,  and  the  hand  plunged  through  the  opening 
catches  the  head  of  the  child,  the  fingers  clipping  the  neck.  II 
the  feet  are  conveniently  near,  the  child  may  be  extracted  by 
grasping  them  ;  but  as  the  uterine  opening  may.  contract  round 
the  following  neck,  it  is  better  to  extract  by  the  head.  If, 
during  extraction  by  the  feet,  the  head  is  caught  in  the  uterine 
opening,  the  incision  should  be  prolonged  upwards  to  prevent 
downward  laceration  of  the  organ. 

Uterine  action  will  have  been  going  on  all  this  time,  and 
gushes  of  amniotic  fluid  will  have  escaped  from  the  uterus  and 
run  over  the  macintosh  plastered  round  the  abdominal  opening. 
The  assistant,  meanwhile,  will  have  carefully  kept  the  uterus 
pressed  forward  on  to  the  abdominal  walls :  if  he  is  skilled  and 
attentive,  no  fluids  will  enter  the  abdomen. 

The  umbilical  cord  is  now  divided  between  two  pairs  of 
locking  forceps,  and  the  child  is  handed  over  to  an  assistant. 
The  surgeon  then  directs  his  attention  to  the  detachment  of  the 
placenta,  and  the  bleeding  in  the  uterine  wound. 

If  the  uterus  is  contracting  well,  bleeding  from  the  uterine 
sinuses  soon  ceases,  and  the  placenta  becomes  spontaneously 
detached.  At  least  one  surgeon  seems  to  have  been  able  to 
increase  the  vigour  of  uterine  contraction  by  the  application  of 
ekctricity,  and  this  bint  is  well  worthy  of  attention.  A  hypo- 
dermic injection  of  ergotine  is  advisable  at  this  stage.  If  the 
condition  of  the  patient  permits  of  it,  it  is  always  best  to  wait 
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for  Spontaneous  cletachment  of  the  placenta.  During  this 
period  it  is  easy  enough  to  control  bleeding  from  the  uterine 
sinuses  by  comptessioD  by  sponges,  or,  if  necessary,  by  forceps. 
If,  after  a  timely  delay,  the  placenta  is  not  detached,  wc  may 
encourage  detachment  with  llic  fingers;  but  if  the  uterus  still 
refuses  to  contract,  and  if  bleeding  continues  free  from  the 
uterine  incision,  then  we  ought  to  proceed  to  hysterectomy  by 
Porro's  method.  The  secret  of  success  in  simple  hysterotomy 
is  efficient  contraction  of  the  uterus;  if  this  fails  us,  the  next 
best  proceeding  is  hysterectomy. 

In  the  great  majority  of  cases,  operated  upon  sufficiently 
early,  the  uterus  contracts,  the  placenta  it  spontaneously 
detached,  and  the  ha-morrhagc  from  the  uterine  sinuses  spon- 
taneously ceases,  or  becomes  unimportant.  Careful  attention  is 
bestowed  on  tlie  complete  and  tliorough  removal  of  the  sectin- 
dines.  \Vlien  the  uterus  is  empty,  it  may  be  advisable  to  push 
a  drainage  tube  or  probang  through  the  cervix  and  vagina,  and 
leave  it  there  to  act  as  a  drain.  In  any  case,  permeability 
towards  the  vagina  will  have  been  ascertained  before  closure  of 
the  uterine  wound  is  begun.  There  is  little  use  in  mopping  out 
the  uieiine  cavity;  it  soon  refdis.  Generally  speaking,  the  less 
manipulation  the  better:  the  process  of  parturition  physio- 
logically  looks  after  itself;  meddlesome  interference  means,  in 
many  cases,  harmful  traumatism. 

If  the  uterus  has  contracted  well,  and  seems  to  be  small 
enough  easily  to  be  pushed  by  the  assistant  through  the 
parietal  opening,  there  is  no  strong  objection  to  this  being  done. 
It  prevents  the  escape  of  blood  into  the  cavity  during  the 
extraction  of  the  placenta,  and  facilitates  the  insertion  of 
sutures.  Most  surgeons  would,  however,  dread  the  risks  from 
additional  traumatism  thus  induced. 


ClcsMM  ef  the  Uterine  WohhJ. — There  is  a  very  general  con- 
sensus of  opinion  that  on  this  detail,  more  than  on  any  other, 
depends  the  success  of  Ca:sBrcaa  section.  No  doubt  this  is  so. 
But  many  cases  of  recovery  are  on  record  in  which  no  closure 
has  been  attempted ;  the  wound  has  been  left  to  close  by  uterine 
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contraction.  On  the  other  hand,  it  would  seem  that  if  uterine 
contraction  fails,  mere  suturing  ts  not  always  efficiont.  Accu- 
rate suturiog,  fJui  uterine  contraction,  give  the  best  results. 

The  problem  is  complicated.  The  natural  involution  of  the 
uterus  induces  an  atrophy  of  uterine  libres,  which  is  degener- 
ative and  attended  with  the  free  discharge  of  fluids.  This 
process  is,  in  wounds  of  uterine  tissue  proper,  stron^ily  preju. 
diciaJ  to  union  by  adhesive  inBammation.  Uterine  contractions 
going  on  after  delivery,  mean  that  a  condition  of  unrest  exists 
in  tJic  uterine  wound.  This  is  another  bar  to  union.  And  this 
unrest  and  the  delayed  union  permit  of  the  escape  of  intra- 
uterine fluids  through  the  wound  into  the  peritoneum — a  con- 
tingency which  is  full  of  danger. 

The  methods  of  suturing  the  uterine  wound  are  very  nu- 
merous. Lebas,  in  1769,  firs!  introduced  sutures.  Polin  of 
Kentucky  in  1853  first  introduced  the  silver  suture;  and  this 
bas  always  been  a  favourite  material.  Hemp,  catgut,  silk,  and 
other  materials,  have  been  used ;  and  llie  .sutures  have  lieeo 
placed  in  a  great  number  of  ways — deep,  superficial,  continuous, 
interrupted,  singly,  and  in  combinations.  Wells,  in  a  successful 
case,  used  a  continuous  silk  suture,  one  end  of  which  he  carried 
through  the  vagina,  subsequently  removing  it  by  traction. 
But  the  success  after  any  method  was  not  encouraging. 

Within  the  past  few  years  special  attention  has  been  devoted 
by  several  German  surgeons  to  the  mode  of  suturing  the  uterine 
wound,  and  with  a  success  which  is  remarkable  and  striking. 
The  extraordinary  capacity  of  serous  surfaces  to  become  quickly 
glued  together  by  inflammatory  adhesions  had  been  fully  proved 
is  abdominal  surgery.  In  gastrostomy,  enlcrotomy,  and  enter- 
cctomy,  it  had  been  shown  that  apposition  of  serous  surfaces, 
with  fixation  by  suitable  and  numerous  sutures,  was  followed 
by  agglutination  so  intimate  and  strong  that  escape  of  fluids  or 
gases  was  impossible.  The  danger  in  Csesarean  section  arose 
from  gaping  of  the  uterine  wound,  which  took  place  from  the 
natural  slirinkagc  of  the  uterine  fibre.  As  the  fibres  shrank  the 
sutures  became  loose;  and  they  might  even  act  as  selons, 
encouraging  the  escape  of  uterine  secretions.     The  principle  of 
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the  new  improvement  was,  to  look  to  the  peritoneum  for  the 
perfect  closure  of  the  uterine  wound  towards  the  abdomeo. 

Though  Van  Aubcl  is  said  to  have  suggested  this  method  in 
1S63,  Sanger,  who  published  his  ideas  in  1882,'^  deserves  the 
cliief  merit  of  having  introduced  it.  Leopold  was  the  first 
actually  to  carry  it  out.  Bcumcr,  Obcrmann,  Mtinster,  Crcd£, 
and  others  soon  followed;  and  the  combined  results  of  these 
operators,  in  tlie  short  time  during  which  they  have  been 
working,  have  already  placed  the  improved  mode  of  Cauarean 
section  by  (he  conservative  Sflnger  or  S4ngcT- Leopold  method 
ahead  of  all  others. 

Many  variations  in  detail  have  been  given.  Singer  at 
first  recommended  resection  of  a  wedge-shaped  strip  of  mus- 
cular fibre  under  the  peritoneal  covering,  so  as  to  permit  of  the 
infolding  of  a  greater  amount  of  serous  surface.  This  was 
found  to  he  unnecessary,  and  sometimes  even  harmful.  It  is 
usually  possible,  without  resection  of  muscular  tissuCi  to  fold 
inwards  sufficient  breadth  of  serous  surface.  It  is  unnecessary 
to  rccapitulateevery  variety  of  suture  which  has  been  employed: 
1  select  one  which  seems  the  best. 

A  double  row  of  sutures  is  used,  deep  and  superficial. 
(Fig.  46.)  The  peritoneal  covering  is  detached  fix>m  the 
muscular  fibre  for  a  little  distance  along  the  margins  of  the 
wound :  in  this  way,  it  is  possible  to  turn  inwards  a  greater 
Surface  of  peritoneum.  Then  the  deep  sutures  are  placed. 
They  arc  made  to  enter  at  about  half  an  inch  from  the  edge  of 
the  wound,  passed  obliquely  through  uterine  tissue,  and  made  to 
emerge  near  to  the  bottom  of  the  cut  surface.  No  suture  should 
enter  the  uterine  cavity.  These  deep  sutures  should  be  placed 
about  three-quarters  of  an  inch  apart;  and  they  sliould  be 
carried,  converging  a  little,  beyond  the  ends  of  the  incision. 

Then  the  superficial  sutures  are  placed,  two  between  each 
deep  suture.  The  needle  first  pierces  peritoneum  and  muscle, 
coming  out  a  tittle  below  the  lip  of  the  wound  ;  then  It  picks  up 
the  free  edge  of  the  peritoneum  on  its  own  side,  and  finally 
pursues  the  same  course  in  opposite  direction  with  the  other 
*  DtT  KtiuTUhniU,  fte..  Ufpsig.  tSSf, 
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side.     The  diagram,  after  Sflngor,  shows  this  more  clcaily 

than  any  description.      The    sutures  are   placed  with    great 

care,  and  they  are  carried  a  little  way  beyond  the  extremities 

of  the  wound. 

The  superficial  sutures  are  first  tied,  briogiog  into  accurate 

•llposition  two  strips  of  peritoneum.     Then  the  deep  sutures 
'aie  tied,  causing  still  lurthcr  incurvation  of  serous  surfaces,  ana 

closing  up  and  strenglbeuing  the  whole.     Finally,  if  apposition 
,  does  not   seem 

to  be  perfect, 
a  simple  con- 
tinuous suture 
may  be  inser- 
ted over  the 
whole. 

In  every  case 
where  future 
pregnancies 
may  take  place 
this  should  be 
prevented  by 
excising  vritli 
scissors  a  small 
portion  of  each 
Fallopian  tube. 
While  the  su- 
tures are  being 
inserted,  a  few 
sponges  placed 
in  Douglas's 
pouch      and 

around  the  uterus  will  absorb  any  6uids  that  may  have  escaped. 

These  are  now  removed,  and  the  whole  cavity  cleansed. 

The  wound  in  ihe  parietes  is  sutured  in  the  ordinary  manner. 
The  question  of  drainage  Js  not  without  importance.     la 

most  cases  it  will  be  useless;   but  in  some,  by  giving  timely 

warning  of   the  escape  of   uterine  fluids,   it  may    prove  in* 


Fig.  46. 

DtigMmt  te  iJtdQ'  Uu  phetiig  ef  SHhntt  in  Iki  UliriHe 
Wound  aftiw  Cwonu  SttUon, 

P,  fmbaetam:  f.  Uurliw  ribni  U.  Hueoiu  «[  Dcclduil 
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vsJuabtc  At  the  worst  it  is  harmless,  and  therefore  1  should 
always  insert  a  drainage  tube.  It  need  not  go  deeply  into  the 
pelvis.  A  piece  of  nibbci  tubing,  cut  obliquely,  laid  over  the 
uterine  wound,  and  Rxed  by  a  siitch  into  the  lower  angle  of 
the  parietal  incision,  will  siifBce.  At  the  end  of  a  clay  or  two  it 
may  be  removed,  should  it  not  be  required. 

If  the  patient  survives  the  shock  of  the  operation,  the  chief 
subsequent  danger  is  from  |)eritonitis.  This  is  treated  according 
to  ordinary  principles  by  turpentine  enemas  3nd  saline  purges.. 
But  such  peritonitis  will  almost  certainly  have  been  produced 
by  extravasation  of  uterine  secretions,  and  for  this  tlie  best 
treatment  is  free  drainage  and  frvquent  irrigation.  At  the  same 
time  cleansing  of  the  vagina  and  of  the  cavity  of  the  uterus  by 
warm  antiseptic  fluids  must  be  instituted.  If  there  is  evidence 
of  gaping  of  the  uterine  wound,  the  abdominal  incision  may  be 
re-opened,  and  an  attempt  made  to  close  it.  If  the  patient 
will  bear  it,  hysterectomy  even  might  be  contemplated  as  a 
last  resourse. 


Modifiraiions. — A  few  of  the  most  important  modifications 
nay  be  referred  to. 

Kchrcr  of  Heidelberg*  recommends  that  the  uterus  be 
opened  at  the  level  of  the  interna]  os  by  a  transverse 
incision.  By  this  method  he  tliinks  that  the  wound  is  less 
liable  to  gape,  that  the  phicenta  is  less  likely  to  be  in  the  way, 
that  the  head  is  more  easily  reached,  and  that  the  peritoneum, 
being  here  loosely  attached  to  the  uterus,  is  more  easily  sutured 
separately.  He  recommends  vaginal  as  well  as  abdominal 
draioage.  He  lost  three  cases  in  seven  operations,  and  his  plan 
has  not  secured  followers.  Obvious  objections  arc:  danger  of 
hiemorrhage,  the  wound  being  tn  the  region  of  large  vessels; 
difficulty  in  controlling  it  by  temporary  ligatuTc,  should  it  occur ; 
and  risk  of  circular  tearing  in  extracting  the  child. 

CohnstcinI  recommended  that  the  whole  uterus  should  be 
turned  out  of  the  abdominal  wound,  and  that  the  opening 
should  be  made  on  its  posterior  aspect  wliile  the  aorta  is  being 
*  Ankiv.Jur  CjnAt.,  l)d.  xix  ,  beb.  >.     t  OofnUf./  Cj>U„  bd.  v.,  heft.  ii. 
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compressed.  He  advised  drainage  through  Douglas's  pouch, 
and  complete  closure  of  the  abdominal  wound.  He  rests  the 
advantages  of  his  plan  on  the  facts,  that  the  uterine  tissue  is 
thickest  behind,  and  therefore  less  likely  to  gape ;  and  that  the 
posterior  opening  and  dependent  drainage  are  the  best  safe- 
guards against  septic  peritonitis.  His  plan  has  not  been 
adopted. 

Sanger*  himself  recommended  the  long  abdominal  incision, 
and  delivery  of  the  uterus  before  extracting  the  foetus.  A  few 
sutures  are  at  once  placed  in  the  upper  end  of  the  incision,  to 
prevent  extrusion  of  bowels,  while  the  abdominal  cavity  is  shut 
ofiF  by  placing  a  sheet  of  caoutchouc  under  the  uterus  over  the 
abdominal  wall.  The  evident  disadvantages  of  this  plan 
probably  outweigh  the  advantages. 

Frankt  has  ingeniously  suggested  that  the  vesico- uterine 
pouch  should  be  closed  as  far  as  possible  by  stitching  the  round 
ligaments  together,  and  draining  the  hollow  thus  formed  through 
the  wound.  The  use  of  a  short  rubber  tube  in  the  manner  I 
have  suggested,  secures  this  advantage  by  a  simpler  method. 

*  Archiv.f.  Gynak.,  bd.  wx,  heft.  3,  s.  397. 
t  Centram.  /.  Gyii&k.,  bd.  v..  heft,  aj,  s.  598. 


Porro'e  Operation.    Puerperal  Hysterectomy. 

History. — Removal  of  the  ulenis,  as  a  sequel  to  Cjesarean 
section,  was  first  deliberately  planned  and  camod  out  by  Porro, 
in  the  Maternity  Hospital  of  Pavia,  in  1876.  His  patient  was 
a  woman  deformed  by  rickets;  and,  although  puerperal  fever 
was  then  prevalent  in  the  hospital,  an  excellent  recovery 
followed.  The  idea  was  suggested  by  the  success  of  hyster- 
ectomy for  fibroids,  and  was  strengthened  by  the  results  of 
experiments  upon  animals.  Since  then  the  operation  has  been 
known>liy  Porro's  name. 

According  to  Godson,*  the  possibility  of  removing  the  gravid 
uterus  from  animals  was  first  proved,  in  1768,  by  Cavallini  in 
Florence.  In  1828  Blundell  of  Guy's  Hospital  performed  the 
same  operation  on  four  bitches,  with  three  successes,  and 
suggested  that  hysterectomy  might  be  a  wise  practice  after 
Cxsarean  section,  or  when  a  patient  is  evidently  sinking  after 
rupture  of  the  womb.  MichaElis  of  Marbourg,  in  1809,  made  a 
like  suggestion ;  and  other  workers  added  to  the  experimental 
proofs  of  the  possibility  of  operating  with  success. 

The  first  case  of  actual  removal  of  the  gravid  uterus  in  a 
woman  was  in  the  hands  of  Horatio  Storcr  of  Boston  in  1869. 
He  performed  hysterectomy  to  avoid  death  from  ioconlroUable 
hxRiorrhage  in  Cesarean  section.  The  patient  died  in  sixty* 
eight  hours.  After  Potto's  own  operation,  the  next  success  was 
secured  by  SpAth  of  Vienna,  in  1877.  Since  then  the  operation 
has  been  performed  more  than  200  times,  with  a  percentage  of 
women  saved  of  something  between  40  and  Jo, 


TRB  OPERATION. 

Porro's   operation   may  be  defined  as    Csesarean   section, 
followed   by   removal  of   the  uterus  at  the  cervical  junction, 
along  with  the  ovaries  and  oviducts.     It  has  been  variously 
•  Bra.  Mid.  Joan..  Jul  nGih.  1S84. 
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named — Csesarean  hyslero-oophoreclomy.  Cesarean  hystero- 
OVRrioIomy,  puerperal  hysterectomy :  Porro  himself  described 
it  as  "  Utero-ovarian  amputatioD,  as  a  mode  of  completing  the 
Cesarean  aectioti."  A  true  Porro's  operation  is  therefore  always 
preceded  by  Ca;sarean  section.  In  his  pioceeding  also  the  foetus 
is  supposed  to  be  viable.  But  puerperal  hysterectomy  may  be 
performed  for  ruptured  uterus,  and  for  abnormal  conditions 
which  exist  before  the  end  of  pregnancy:  it  is  necessary  to 
separate  these  from  true  Porro  operations.  Godson,  in  his 
valuable  paper,  very  properly  tabulates  the  operations  into : 

I.  True  Potro  operations. 

3.  Utero-ovarian  amputations  performed  during  pregnancy, 
but  before  the  foetus  was  viable, 

3.  Operations  for  removal  of  the  foetus  from  the  abdominal 
cavity  by  laparotomy,  followed  by  amputation  of  ruptured 
uterus  with  ovaries. 

For  each  of  these  proceedings  the  operative  details  arc,  in 
tbdr  main  features,  identical.  Some  special  remarks  will,  how- 
ever, be  necessary  in  describing  the  operation  for  ruptured 
uterus. 

The  Parietal  Incisicn  is  the  same  as  for  simple  CJCSareftn 
section.  If  anything,  it  ought  to  he  lower,  because  the  stump  of 
the  amputated  uterus  has  to  be  brought  out  at  its  lower  end. 
A  modification  introduced  by  MOller  in  1878,  whereby  the  whole 
uterus  is  turned  out  of  the  abdomen  before  it  is  opened,  neces- 
sitates a  very  long  incision.  The  advantages  claimed  for  this 
method  are,  that  it  avoids  the  risk  of  escape  of  uterine  fluids 
into  the  abdomen  (a  real  advantage  if,  as  in  his  case,  the  fcetus 
is  putrid),  and  that  it  renders  easy  the  application  of  a  temporary 
constrictor  to  prevent  ha;morrhago.  The  evident  disadvantages 
arc,  however,  50  great  that  MQller's  modilication  has  not  re* 
ceived  much  support. 


Tk4  Vttrini  Opening  may  be  made  by  incision  or  by  tearing, 
and  may  be  directed  transversely  or  longitudinally.  As  the 
uterus  is  to  be  amputated,  and  the  uterine  wound  is  not  to  be 
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closed,  the  mode  of  opening  is  not  so  important  in  Porro's 
operation  as  it  is  in  true  Oesarean  section.  The  selection  of 
a  site  for  making  the  opening  may,  within  certain  limits,  be 
guided  by  the  position  of  the  placenta. 

Godson  favours  a  transverse  opening  low  down,  made  by 
tearing.  MoM  operators,  however,  prefer  a  verlical  opening, 
made  by  cutting ;  and  this  method  seems,  on  the  whole,  to  be 
the  best.  The  incision  may  be  rapidly  ^ade  by  scissors,  in 
the  manner  recommended  for  Cesarean  section. 

Other  details  as  to  the  placing  of  sponge*,  presnng  forwards 
the  uterus  and  delivering  the  child,  arc  the  same  as  for  that 
operation.  Tlie  cord  is  divided  between  compression  forceps, 
and  the  child  handed  over  to  an  assistant. 

Maiugeuwif  of  the  Placeiila. — The  placenta  may  or  may  not  be 
removed  before  amputating  the  uterus.  The  only  advantage  of 
so  removing  it  is,  that  the  uterus  is  thereby  diminished  in  size; 
the  disadvantages  are,  waste  of  time  and  risk  of  bleeding. 
Experience  has  proved  that  it  is,  at  least,  unnecessary ;  practi- 
cally, therefore,  it  may  be  lelt  attached. 

Coutni  of  Hctm^nkage  from  the  uterus  may  be  effected  by 
teraponry  constriction  round  the  neck,  by  the  hand  inserted 
into  the  abdominal  cavity,  or  by  an  elastic  ligature,  or  by  an 
instrument  such  as  Tail's  rope  constrictor.  Large  T-shaped 
compression  forceps  applied  to  the  edges  of  the  uterine  wound 
would  quickly  and  efficiently  serve  the  same  purpose.  But,  with 
moderate  uterine  contraction  and  due  rapidity  of  operation, 
bleeding  Uom  the  uterine  wound  may  be  ignored— at  least,  till 
the  uterus  is  turned  out  of  the  abdomen. 

The  uterus  is  delivered  by  hooking  the  forefinger  of  each 
hand  into  the  ends  of  the  incision  and  dragging  it  forwards. 
The  abdominal  cavity  is  shut  off  by  placing  large  sponges  in 
theopemng. 


AmpuMiw  ef  Ultms.  Tuataunt  ef  PtJicU. — Thus  far  experi- 
ence lias  declared  strongly  in  favour  of  the  extra-peritoneal 
treatment  of  the  pc<licle.  According  to  Godson's  tables,  of 
fifteen  cases  treated  by  intra-pcritoocaJ  methods,  eleven  died. 


TREATMENT  OF  PEDICLE. 


SM 


Though  the  verdict  thus  given  cannot  be  regarded  as  final, 
it  may  be  safely  conduded  that,  with  the  practical  methods  at 
present  in  vogue,  the  likelihood  of  success  is  greater  with  the 
extra  •peritonea  I  than  with  the  intraperitoneal  method. 

Numerous  methods  of  constricting  the  pedicle  have  been 
employed.  Various  forms  of  wire  constrictors  and  chain 
ecraseurs ;  the  wire  ligature,  singly  or  in  sections;  steel  clamps; 
and  the  elastic  ligature,  have  been  used.  Constriction  by  a 
wire  which  can  be  tightened  has  been  most  favoured,  and  has 
given  the  best  results.  Cintrat's  constrictor  has  most  often  been 
employed;  but  Koeberle's  simpler  and  smaller  instrument  is 
gradually  displacing  it.  Tait's  recent  modification  of  KocbcrU's 
scrre-nccud  {Fig,  38)  is  as  nearly  perfect  as  such  an  instrument 
can  be;  and  this  instrument  I  consider  the  most  suitable  for 
securing  the  pedicle  in  puerperal  hysterectomy. 

The  instruction  generally  given  is,  to  place  the  wire  round 
the  Deck  of  the  uterus  at  the  level  of  the  internal  os.  IJut  the 
position  of  the  internal  os  will  vary  according  to  the  stage  of 
labour  and  the  subsequent  degree  of  uterine  contraction.  It 
will  generally  be  safe  to  place  the  wire  immediately  below  the 
bulge  of  the  uterine  walls,  which  marks  [he  lowest  descent  of 
the  fcetus.  In  the  later  stages  of  labour  this  will  be  very  near 
to  the  level  of  the  external  os.  In  cases  necessitating  opera- 
tion, there  will  be  some  obstruction  to  the  descent  of  the  fcctus, 
and  as  the  uterus  contracts  the  os  is  of  necessity  dragged  up 
over  the  fcetus.  The  ureters  can  scarcely  be  endangered.  If  a 
temporary  constrictor  has  been  put  on,  the  wire  is  placed  below 
it,  if  this  does  not  involve  too  low  a  situation ;  but  there  is  no 
strong  reason  why  the  wire  should  not  be  placed  in  the  groove 
of  the  temporary  constrictor,  or  even  above  it.  The  single  wire 
is  quite  suflicienl :  extra  hgatures  of  silk  or  other  material  are 
useless,  and  may  act  simply  as  traps  for  fdth.  The  instrument 
is  fixed  so  that  the  handle  shall  be  at  right  angles  to  the  wound, 
01  turned  a  little  upwards  towards  the  umbilicus.  In  this  posi- 
tion it  is  least  in  the  way  of  catbeterism,  or  dressing  of  wound 
or  pedicle. 

To  fix  the  pedicle  in  the  wound,  and  to  prevent  its  retraction, 
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one  or  two  rouod  steel  pins  arc  passed  through  it  above  the 
site  of  constriction.  The  pins  are  identical  with  those  used  in 
hysterectomy  for  fibroids,  and  their  ends  arc  protected  in  the 
same  way. 

The  uterus  being  cut  off  at  a  distance  of  about  three-quarters 
of  an  inch  above  the  wire,  the  pedicle  is  carefully  placed  in  the 
bottom  of  the  abdominal  incision.  Before  doing  so,  the  vesico- 
uterine cul-de-sac  is  cleaned  with  a  sponge,  and  the  peritoneum 
around  the  pedicle  and  coveriog  Douglas's  pouch  is  also  cleansed. 
Some  surgeons,  with  a  view  to  getting  as  rapid  and  complete 
closure  of  the  peritoneum  around  the  pedicle  as  possible,  recom- 
mend that  the  parietal  peritoneum  at  the  lower  extremity  of  the 
wonnd  should  be  fixed  to  the  peritoneum  surrounding  the  pedicle. 
If  this  is  not  done,  it  would  certainly  he  worth  while  to  pull  the 
peritoneum  on  the  abdominal  wall  outwards  over  the  cut  sur* 
&CCS,  and  Ax  it  there  by  a  suture  just  above  the  pedicle.  How- 
ever observed,  the  golden  rule  of  peritoneum  to  peritoneum 
ought  never  to  be  neglected. 

The  lowest  suture  in  the  abdominal  wound  is  so  placed  that 
it  brings  the  cut  edges  in  close  apposition  to  the  pedicle,  but 
not  with  undue  tension.  Tension  will  cause  suppuration  around 
the  suturCj  an  event  specially  to  be  guarded  against.  The  rest 
of  the  sutures  are  placed  in  the  ordinary  way. 

Except  in  very  special  cases,  drainage  is  not  called  for. 

The  pedicle  is  now  finally  trimmed  and  dressed.  With 
scissors  any  supcrRuous  tissue  is  cut  off,  leaving  a  circular 
convex  surface,  even  all  round.  The  mucous  membrane  in  the 
centre,  being  prone  to  decompose,  is  scraped  out,  and  the  cavity 
cleansed.  To  mummify  the  tissue  destined  to  slough  beyond  the 
constricting  wire,  perchloridc  of  iron  is  rubbed  into  the  raw 
surface,  cither  solid  or  in  a  concentrated  solution  in  glycerine. 
While  this  is  being  done  pieces  of  lint  are  carefully  packed 
around  its  base,  so  that  no  discharges  shall  get  inside  the 
abdominal  cavity. 

The  dressing  of  the  wound  is  most  conveniently  carried  out 
in  two  parts.  The  upper  part,  the  parietal  wound,  is  dressed 
as  if  for  primary  union,  with  a  dressing  that  need  not  be  dis- 
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turbed  Cor  a  week.  The  position  in  which  the  pedicle  lies  is  so 
covered  that  a  discharge  of  blood  will  be  at  once  visible,  aad 
the  screw  of  the  clamp  reached  without  disturbing  the  upper 
dressing.  Further,  the  pedicle,  undergoing  decomposition, 
ought  to  be  kept  apart  from  the  healing  wound,  and  constantly 
under  the  influence  of  active  antiseptics.  With  the  help  of 
LJsterism,  it  sometimes  happens  that  Irom  beginning  to  end  the 
pedicle  is  kept  sweet,  even  if  it  does  not  continue  dry:  this  is 
ao  advantage  that  cannot  always  be  counted  upon,  however. 
All  around  the  root  of  the  pedicle  small  pledgets  of  boracic  lint 
or  absorbent  gauze  are  packed,  and  removed  as  often  as  may 
be  necessary. 

The  wire  of  the  serre-nceud  is  tightened  a  little  every  day  or 
every  few  days,  as  may  seem  expedient.  At  the  end  of  a  week 
or  a  fortnight,  it  will  come  away  with  the  strangulated  tissue 
above  it. 


the  a/lir-trtatment  requires  no  special  comment.  Peritonitis, 
simple  or  septic,  is  the  chief  cause  of  death,  accounting  for  half 
the  mortality.  To  obviate  this  an  empty  state  of  the  bowels  is 
the  best  treatment.  Turpentine  enemas,  and,  as  soon  as  the 
patient  will  bear  it,  a  saline  aperient,  ought  to  be  ^ven. 
Marked  symptoms  of  peritonitis  ought  to  be  promptly  met  by 
abdominal  drainage  and  iirigation  through  the  wound  above 
the  pedicle.  Rectal  alimentation  and  free  stimulation  will  be 
necessary,  particularly  if  there  is  sickness. 


Laparo-Elytrotomy. 

By  this  0{>CTation  (Xairii/i« — flank ;  .'\tT/i*i> — vagina)  is  meant 
removal  of  a  fcctus  through  incisions  in  the  abdominal  wall  and 
in  the  vagina,  without  opening  the  peritoneum  or  wounding  the 
utenis.  ll  is  also  known  as  Gastro-elytrotomy  and  as  Thomas's 
operation. 

Hittmy. — This  operation  ts  as  much  the  property  of  Gaillard 
Thomas  of. New  Vork,  as  is  the  operation  just  described  of  Porro. 
Like  the  latter  operation,  laparo-clytrotomy  liad  been  proposed 
and  oven  carried  out,  after  a  fashion,  years  before  Thomas 
re-introduced  it.  According  to  Mangiagalli,*  jocrgf  in  tSo6 
suggested  the  plausibility  of  reaching  the  uterus  through  an 
abdomino-vaginal  incision;  but  there  is  no  evidence  that  he 
ever  operated.  In  iSao,  Ritgen,]  on  hearing  of  the  plan  of 
ligating  the  external  iliac  without  entering  the  peritoneum, 
devised  gaslro-elylrotomy  for  removal  of  the  fuetus  from  the 
uterus.  He  operated  in  1831 ;  but  the  bleeding  was  so  free  that 
he  had  to  conclude  with  an  ordinary  Cesarean  section.  The 
patient  died  of  vaginal  haemorrhage.  Baudelocque  (iSa3) 
seems  to  have  devised  no  fewer  than  six  methods,  of  which  he 
tried  two,  both  without  success.  Physick  {1824)  proposed  a 
somewhat  similar  proceeding,  reaching  the  uterus  by  a  hori- 
zoDtal  incision  over  the  top  of  the  bladder  and  under  the 
peritoneum ;  but  he  never  put  it  into  practice.  Sir  Charles  Bell 
(1837)  discussed  the  method  of  sub-peritoneal  hysterotomy,  and 
suggested  digital  laceration  of  the  vagina  to  avoid  haemorrhage; 
but  it  is  doubtful  if  his  proposal  was  original. 

The  operation  owes  its  revival,  and  indeed  its  present  exist- 
ence, to  Thomas.  His  proceeding,  that  of  Ritgen  and  BcU 
combined,  was  carried  out  by  him  in  March,  1S70,  on  a  living, 
or  rather  a  dying,  womao.J     The  patient  was  at  the  end  of  the 

*  "  Lo  piu  rtttnu  Mod.  del  Taglio  Ccbico,"  Am.  ^Min.  Jtftif. S^.,  Jul]',  1SS4. 
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seventh  month  of  gestation,  and  was  in  arlictUo  mprtts  from  pneu- 
monia ;  the  operation  was  undertaken  solely  in  the  interests  of 
the  child.  This  case  proved  the  feasihilily  of  the  operation. 
Dr.  Skene*  and  others  look  it  up,  and  hav«  secured  to  it  a 
promising  degree  of  success. 


THB  OPBRATIOK. 

Dr.  H.  J.  Gairigucs,  of  New  York,  has  devoted  special 
study  to  the  history  and  technique  of  the  operation,  and  has 
minutely  described  the  anatomy  of  the  parts.)  To  him  and  to 
Harris  of  Philadelphia,  as  well  as  to  Thomas  himself,  I  am 
mainly  indebted  for  the  following  description. 

Pnliminary  Slefis. — The  patient  is  prepared  in  the  ordinary 
way  by  clcariag  the  primae  viae ;  the  parts  are  thoroughly 
cleansed,  the  pubes  shaved,  and  the  vagina  and  vulva  purified. 
The  pelvis  is  elevated  by  a  hard  cushion,  and  the  thighs  are 
extended  as  much  as  possible.  The  os  uteri,  if  not  fully  dilated, 
is  now  dilated  artificially  by  means  of  Barnes's  bags,  or,  If 
necessary,  by  the  fingers. 

.\s  the  vagina  communicates  with  the  wound,  complete 
ascpticism  is  impossible ;  therefore,  the  antiseptic  spray  may 
be  dispensed  with. 

Afsiitanct. — Pour  assistants  arc  desirable.  The  operator 
stands  on  the  right  of  the  patient.  One  assistant  is  placed  on 
the  left  side;  his  duty  is  to  pull  the  fundus  backwards  and 
towards  the  loft,  so  tilting  the  lower  end  of  the  uterus  forwards 
and  towards  the  right,  and  making  tense  the  skin  in  the  right 
groin.  A  second  assistant,  standing  on  the  right  side  and  to 
the  operator's  left,  keeps  open  the  wound  in  the  groin  by 
pressing  his  hand  into  its  upper  edge,  and  drags  the  peritoneum 
and  bowels  upwards.  A  third  assistant  passes  a  catheter  into 
the  bladder,  and  maoiputates  it  according  to  direction.     The 
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fourth  assistant  helps  in  various  ways,  chiefly  in  pushing  the 
vagina  into  the  wound,  and  in  manipulating  the  Ihermo-cautcry 
should  it  be  called  for. 

Tin  Parutat  Ihcisioh  is  made  in  the  right  inguinal  region, 
which  has  a  slight  advantage  over  tho  left  in  being  more  remote 
from  the  rectum.  It  is  slightly  curved,  concavity  upwards,  and 
runs  parallel  with  Poiipart's  ligament,  about  an  inch  al>Dve  it- 
It  begins  nn  inch  and  three- quarters  above  and  to  the  outitide 
of  the  spine  of  the  pubcs,  and  ends  an  inch  above  the  anterior 
superior  spine  of  the  ilium.  The  incision  thus  escapes  the 
internal  epigastric  artery  and  the  round  ligament  on  the  inside; 
it  divides  the  external  cpignstric.  The  external  oblique  muscle 
is  divided  through  its  aponeurosis,  except  just  above  the  iHac 
sfMnc,  where  muscular  fibres  are  met  with.  The  fibres  of  the 
internal  oblique  being  parallel  to  the  incision,  are  simply  sepa- 
rated ;  the  fibre.<c  of  the  tr.insvcrsalis  descending  a  little,  require 
division.  The  transvcrsalts  fascia  is  now  reached  and  carcftilly 
divided,  after  being  pinched  up  between  forceps.  The  fingeiB 
now  push  upwards  the  peritoneum  and  sub-peritoneal  fat,  and 
slowly  work  ilownwanU  towards  the  vagina,  which  is  mean- 
while tilted  upwards  and  to  the  right  by  the  assistant  manipu- 
lating tho  fundus.  The  circumflex  iliac  is  below  the  incision  and 
out  of  the  way.  The  elevated  and  loosely  attached  peritoneum 
is  easily  pushed  aside  and  kept  out  of  the  way  by  the  assistant 
behind  the  operator,  using  the  palms  of  his  hands  covered  by 
linen  rags  wrung  out  of  warm  carbolic  lotion.  A  straight  silver 
catheter  is  now  passed  into  the  bladder  by  the  third  assistant, 
and  its  tip  made  to  bulge  at  the  vesico- vaginal  junction  on  the 
right  side,  so  as  to  mark  the  proximity  of  bladder  and  ureter. 


Thd  Vagimil  Optniag. — At  the  end  of  pregnancy,  in  cases  of 
narrowed  diameter,  the  whole  of  the  uterus  will  lie  above  the 
brim ;  and  during  labour,  as  the  head  cannot  descend,  the 
vagina  will  be  dragged  upwards.  Near  the  utcro-vaginal  jiioc- 
lion  vessels  are  most  abundant  ;  it  is  therefore  advisable  to 
make  the  opening  in  the  vagina  as  low  down  as  possible.     The 
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vsginal  branch  of  the  ulen'iie  artery  at  the  side  of  the  vagina, 
and  the  ureters  and  base  of  the  bladder  in  (rent,  leave  the 
an tero- lateral  aspect  of  the  va^na  as  tlie  most  eligible  site  for 
making  the  opening.  The  ureter  and  base  of  the  bladder  lie 
most  dangerously  near,  almost  in  the  field  of  opcratioa. 
Roughly  speaking,  the  ureter  enters  the  bladder  an  inch  below 
the  level  of  the  external  os  in  the  later  stages  of  pregnancy ;  and 
during  labour  in  the  normal  state,  shown  in  the  dissection  which 
I  have  made  (Fig.  45),  the  relations  are  not  much  disturbed. 
From  it«  entrance  into  the  base  of  (he  bladder,  a  position  which 
may  be  demonstrated  by  the  catheter,  the  tirctcr  crosses  over 
the  vagina  obliquely  upwards  and  backwards.  The  site  of 
election  ought  to  be  at  least  an  incli  and  a  half  below  the  level 
of  the  tip  of  thu  catheter,  lower  if  possible,  and  a  clear  inch 
from  the  lateral  margin  of  the  bladder. 

The  vagina  may  be  pushed  into  the  wound  in  various  ways. 
Garrigucs  recommends  for  this  purpose  a  blunt  wooden  inslru- 
ncnl,  something  like  the  obturator  of  a  cylindrical  speculum; 
and  he  directs  that  the  incision  should  be  made  on  this  instru- 
ment as  low  down  as  possible,  away  from  the  uterus,  and 
parallel  to  the  catheter  in  the  bladder.  Thomas,  in  his  lirst 
case,  used  a  steel  sound ;  in  his  second  case,  the  linger  of  an 
assistant  pushed  up  the  vagina.     Skene  used  his  own  finger. 

The  advantage  of  using  the  wooden  obturator  is,  that  the 
parts  may  be  divided  on  it  by  the  cautery ;  the  disadvantage  is, 
that  the  division  is  made  without  the  diagnostic  aid  of  touch. 
Probably  as  good  a  plan  as  any  would  be  that  the  operator 
should  push  the  vagina  into  the  wound  by  the  first  and  second 
fingers  of  the  right  hand,  and  with  the  left  hand  push  a  Lister's 
sinus  forceps  through  the  vagina  between  them.  Dilating  tlie 
blades  sufficiently  to  admit  the  two  fingers  of  the  right  hand, 
tbe  nirgeon  may  enlarge  the  opening  by  tearing  with  the  fingers 
inside  and  outside  the  vagina.  The  direction  which  the  rent 
tends  to  pursue  must  be  observed;  as  far  as  possible,  it  is 
guided  downwards  and  backwards,  away  from  bladder  and 
ureter.  It  is  not,  however,  at  this  stage  that  these  parts  arc  in 
most  danger ;  but  later,  during  the  extraction  of  the  child. 
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Dflmryef  tfi4  Chiid, — The  catheter  is  withdrawn,  and  steps 
are  now  taken  to  extract  the  fcetus.  The  finger  is  hooked  into 
the  OS  uteri,  pulltni^  it  towards  the  wound.  If  dtlntntion  is  not 
sufficiently  advanced,  this  is  artificially  encouraged  by  the 
fingers.  The  membranes  arc  ruptured :  the  long  axis  of  the 
uterus,  by  combined  depression  of  the  fundus  and  elevation  of 
the  cervix,  is  brouf^ht  as  far  as  possible  in  a  line  with  the 
opening  in  the  Hank ;  and  the  child  is  delivered  by  forceps,  or 
turning,  as  seems  at  the  time  most  suitable.  The  placenta  is 
expelled  by  pressure. 

The  child  is  handed  to  an  assistant,  and  attention  directed 
to  lite  wound.  Firstly,  all  bleeding  must  be  checked.  The 
edges  of  the  vaginal  rmt  are  examined  carefully,  and  ligatures 
placed  on  bleeding  points.  A  large  sponge  placed  high  up  in 
the  vagina  may  be  of  service  in  pushing  the  parts  into  the 
wound.  Thornton's  T-shaped  forceps  may  be  found  of  value  in 
checking  oozing  over  considerable  areas.  Temporary  forci- 
pressurc  may  be  found  of  conspicuous  advantage.  The  applica- 
tion of  the  actual  cauter)'  through  a  vaginal  speculum  may  be 
required.  As  a  last  resource,  sponge  p.tcking  from  vagina  and 
from  wound  with  firm  pressure  by  bandages  may  be  used. 

Finally,  the  safety  of  bladder  and  ureter  must  be  ascertained. 
If  the  ureter  cannot  be  seen,  it  is  probably  intact.  A  rent  in 
the  bladder  may  easily  be  overlooked ;  the  best  way  to  detect  it 
is  to  inject  coloured  fluid  through  the  urethra. 


CUaming,  Suturiug,  and  Drasing. — The  ivounds  are  thoroughly 
cleansed  by  irrigation  and  sponging;  iodoform  powder  is  blown 
into  the  deep  parts,  and  one  or  two  large  drainage  tubes  are 
passed  through  the  vaginal  opening  into  the  wound  in  the  loin, 
and  out  to  the  abdominal  surface, 

The  parietal  wound  is  closed  in  the  ordinary  way.  If  the 
abdomen  is  compressed  by  a  binder  the  peritoneum  will  fall 
down  into  its  natural  position,  and  the  gaping  wound  will  fall 
together.  If  necessary,  irrigation  may  be  carried  out  through 
the  drainage  tut>es. 

The  dressings  over  the  dank  may  be  of  any  antiseptic  and 
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absorbent  material.  On  the  vaginal  aspect  most  scrupulous 
cleanliness  must  be  observed.  Packing  the  vagina  with  dress- 
ings is  irritating  to  the  patient,  and  liable  to  cause  disturbance 
of  parts.  Dressings  packed  between  the  labia  and  around  the 
external  parts  will  be  found  efficient.  The  urine  should  be 
drawn  at  each  dressing,  three  or  four  times  daily;  the  external 
parts  ought  then  to  be  cleansed  most  thoroughly,  and  smeared 
with  an  antiseptic  material,  such  as  boro-glyceride ;  and  a  fresh 
dressing  applied,  and  retained  by  a  T  bandage.  A  large  drain- 
age tube  in  the  vagina  will  facilitate  the  outfiow  of  the  dis- 
charges. 


Comparative  Surrey  of  the  CGesarean,  Forro's  and 
Thomas's  Operations. 

It  will  be  of  advantage  to  consider  in  conjunction  certain 
facts  and  theories  which  arc  common  to  these  modes  of  operative 
delivery.  Though  I  believe  tliat,  in  some  degree,  each  oper- 
ation has  special  indications,  yet  in  most  cases  the  choice,  fiKt 
operation,  is  evenly  balanced  ;  that  is  to  say,  a  surgeon  would 
be  fully  justified  in  selecting  any  one  of  them. 


IN'OICATIONS  TO  OPEBATS. 

In  a  general  way  the  indications  to  Caesarean  section  are  the 
indications  to  Porro's  and  to  Thomas's  operations. 

The  most  frequent  indication  is  deformity  of  the  pelvis, 
with  contraction  of  its  diameters.  The  operation  is  said  to 
be  justifiable  when  the  contraction  is  so  great  that  we  cannot 
expect  to  deliver  the  fietus  ptr  rras  ntiluratft,  with  or  without 
embryotomy,  and  save  the  mother.  The  degree  of  contrac- 
boQ  is  generally  stated  as  i^  inch  and  below.  But  cases  in 
which  much  distortion  exists  may  have  an  upward  hmit  of 
3  iaclies. 

Tumours  of  various  sorts  may  so  block  the  pelvic  outlet  that 
delivery  is  impossible.  Ovarian  and  uterine  growths  of  all 
sorts — enchondromatous  and  other  tumours  springing  from  the 
pelvic  bones,  and  even  tumours  springing  from  the  alidoraiaal 
organs,  as  the  kidney  or  liver — may  cause  the  obstruction. 

Malignant  disease  of  the  ccr\-ix,  if  far  advanced,  may  be  an 
indication  for  operation.  Before  the  child  is  viable,  removal  of 
the  whole  uterus  may  be  instittitcd ;  but  this  proceeding  comes 
under  a  difTcrcnt  catt^ory. 

Impaction  of  the  ftctus  transversely  across  the  pdvic  brim 
may,  under  special  conditions,  be  coosidered  an  indication. 
According  to  Harris,*  seven  out  of  eleven  cases  of  C»^sarean 
section  for  impaction  were  saved. 

*  InUnat-  Cj*.  Surg.,  vol.  vi,  p.  761. 
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MORTAUTT  STATISTICS. 

Simple  Cmartitn. — To  get  at  trustworthy  statistics  of  the  results 
of  Uie  old  Ccesaruan  operation  is  impossible.  Mayer's  statistics 
of  the  results  in  England,  Germany.  France,  Belgium,  Ilaly,  snd 
America  give  1605  operations,  with  54  per  cent,  of  recoveries. 
The  infant  recoveries  are  between  jo  and  60  per  cent,  Radford's 
table  of  operations  in  Grfiat  Britain  gives  131  cases,  with  only  23 
recoveries.  In  America,  Harris  gives  124  operations,  with  53 
recoveries ;  and  other  writers  give  a  per-centage  of  recoveries,  in 
America,  of  about  43  per  cent.  Against  these  statistics  we  must 
place  the  authorised  statements  that  in  certain  hospitals  in  Paris, 
Berlin,  and  Vienna,  not  a  single  success  had  been  scored  for 
many  years.  Too  ready  deductions  have  been  made  from  such 
statements :  the  operation  is  not  uniformly  fatal ;  or  fatal  in  any- 
thing like  99  per  cent,  of  all  cases.  The  greatest  success  has 
always  attended  the  operation  in  country  districts.  But  on  the 
other  hand,  it  is  certain  that  the  general  statistics  of  results  are 
too  favourable.  A  fair  estimate  would  probably  be  between  75 
and  So  per  cent,  of  deaths  in  all  cases  operated  on  by  the  old 
Cssarean  method. 

The  Improved  Casarean. — A  sufficient  numl>er  of  cases  has  not 
yet  been  recorded  to  enable  us  finally  to  judge  of  the  risks  of 
this  operation.  So  far  they  are  highly  favourable — more  than 
BufEcicntly  so  to  displace  the  old  Cesarean.  Cred(  records  23 
cases,  with  4  deaths.  Ten  operations  in  the  Dresden  Institution 
had  only  one  death,  and  all  the  children  were  saved;  six  at  the 
Leipzig  clinic  were  all  successful.  In  1^6  there  were  32  oper- 
ations, with  4  deaths.  Altogether,  about  60  operations  have 
been  performed,  with  a  mortality  a  little  under  30  per  cent. 


Porro't  Operatiott.^^Ths  most  complete  Porro- Cesarean  sta- 
tistics are  published  in  the  American  Joumalof  tht  MtJieai  Sciotert 
of  April,  1885.  They  continue  Godson's  table,  and  include  other 
cases.  The  total  is  164;  Porro's  method,  unmodified,  was  cm- 
ployed  in  109  of  these,  and  46  patients  recovered.     The  Porro- 
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MlLller  modificalion  was  employed  in  41  cases,  with  2t  recoveries. 
Veit's  intra- peritooeal  method  of  trejtting  the  stump  was  followed 
in  14  cases,  with  4  recoveries.  Excluding  moribund  cases,  and 
including  only  such  as  may  be  legitimately  described  as  Porco- 
Cfcsarean,  we  have  a  total  of  147  operations,  with  6j  recoveiies — 
a  per-centagc  of  women  saved  of  44.  In  special  institutions  and 
in  the  hands  of  special  operators  better  results  arc  got.  Braun 
in  13  cases  had  8  recoveries.  Fchling  had  i  death  in  4  cases ; 
be  puts  the  general  mortality  of  the  Porro-C;esarean  operation 
at  55.S  per  cent.  And  at  thi»  point  it  seems  to  remain,  getting 
worse  rather  than  better.  A  death  rate  of  about  60  per  cent, 
over  all  cases,  and  in  all  hands,  may  be  expected  from  this 
operation. 

Laparo-Elytrvtomy. — So  far  as  I  can  discover,  only  14  of 
these  operations  have  been  performed,  with  7  maternal  re- 
coveries. Of  these,  Skene  of  Brooklyn  has  had  4  cases,  with  3 
recoveries.  From  this  small  number  no  conclusions  can  be 
drawn.  It  slioulJ  be  noted,  however,  that  nearly  all  the  deaths 
were  in  very  unfavourable  cases.  On  the  other  hand,  one  of  the 
successes  was  secured  by  Dr.  Mc  Kim,*  under  circumstances 
almost  as  unUvourable  as  it  is  possible  to  conceive. 

In  every  case  it  must  be  remembered  that  delay  in  operation 
is  one  of  the  most  potent  factors  in  causing  failure.  Statistics 
show  this  very  markedly.  Operation  at  full  term  before  labour 
lias  set  in  cannot  fairly  he  compared  with  operation  at  the  end 
of  an  exhausting  labour,  complicated  perhaps  with  insltumenlal 
proceedings. 


fBCULUKlTies   AND   RSSULTS   OP    SACK   OPBaATlON. 

In  seeking  to  form  a  fair  comparison  of  the  relative  values  of 
these  operations,  many  circumstances  must  be  taken  into  con- 
sideration. Among  these  the  most  important  arc:  ihe  facility 
of  the  operation ;  the  nature  of  the  immediate  risks  as  to  shock, 
bleeding,  and  pcritoniris ;  and  the  character  of  the  remote 

effects. 

•  NY.  Ua.  J»mn,  Dec  lotK  1SS7. 
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The  OperatioH. — From  ihe  nature  of  the  case,  many  operations 
Iiave  to  be  suddenly  pcrfonneJ  by  practitioners  not  specially 
trained,  with  an  inadequate  supply  of  instruments,  and  at  a 
distance  from  skilled  assistance.  In  such  cases  tlie  classical 
Ceessrean  operation  will  almost  certainly  be  selected.  In  every 
case,  however,  the  improved  suturing  of  the  uterine  wound 
ought  to  be  carried  out. 

In  other  circumstances,  where  the  full  advantages  of  trained 
Bsastance,  suitable  instruments,  and  some  experience,  are 
available,  it  is  not  easy  to  decide,  from  the  operator's  stand- 
point,  which  is  the  most  promising. 

Of  laparo-clytrotomy,  all  who  have  performed  the  operation 
say  that  it  is  easier  than  Cesarean  section,  that  it  presents 
no  special  difficulties,  and  requires  no  special  instruments. 
From  the  EacI  that  Skene  was  able  to  hnisl]  one  operation  in 
fifteen  minutes,  and  another  in  ten.  it  is  evident  that  the 
technique  is  not  elaborate  or  difhcull.  The  greatest  risk  is 
rupture  of  the  bladder;  this  happened  in  five  of  the  cases, 
but  the  rent  healed  spontaneously  tn  all.  Bleeding  has  given 
little  trouble.  Pelvic  cellulitis  is  to  be  apprehended  from  the 
extensive  opening  np  of  fibrous  layers  and  bruising  of  parts; 
and  a  somewhat  prolonged  suppuration  is  to  be  expected.  The 
immediate  dangers  are  over  when  the  vaginal  haemorrhage  has 
been  controlled.  The  bladder  is  liable  to  be  abnormally  placed 
in  these  cases;  and  if  its  situation  can  be  diagnosed  before 
operation,  the  side  opposite  to  that  where  its  chief  bulk  lies 
should  be  selected  for  operation.  It  is  of  great  assistance  to 
have  the  os  uteri  fully  dilated  before  operation.  Indeed,  a 
hard  contracted  os  is  a  contra -indication  if  the  patient's 
condition  is  so  bad  that  time  cannot  be  safely  given  to  make 
dilatation. 

It  may  be  true  that  laparo-elytrotomy  is  easier  than  Cxsa- 
rean  section ;  but  on  the  face  of  it  this  does  not  seem  to  be  the 
case.  The  wound  in  the  groin  seems  a  formidable  and  some- 
what difficult  proceeding ;  and  the  division  of  the  vaginal  wall 
looks  delicate,  if  not  difficult ;  while  the  amount  of  laceration  by 
lh«  forthcoming  child  is  uncertain  and  may  be  hazardous.     It 
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is  more  than  likely  that  the  difficulties  arc  apparent  rather  than 
real ;  it  is  certain  that  the  appearance  of  difficulty  has  dclcrrocl 
many  from  operatinf;. 

In  Caesarean  section  there  is  no  re^il  difficulty.  Bleeding 
from  the  uterine  wound  may  be  momentarily  alarming.  Adroit* 
nc$s  is  necessary  to  prevent  escape  of  uterine  fluids  into  the 
peritoneum.  Patience  and  accuracy  arc  desirable  in  closing 
the  uterine  woun<l.  As  compared  with  many  al>dominal 
operations,  simple  Ca;sarean  section  is  easy  and  straight- 
forward. 

Porro's  operation,  as  a  piece  of  surgical  work,  is  also  easy. 
The  difficulties  arc  mainly  in  the  management  of  the  pedicle. 
A  skilled  surgeon  may  with  [>erfect  confidence  dispense  with 
tem]K>rary  constriction,  and  will  at  the  first  attempt  accu- 
rately place  the  wire  of  the  setTe-aa:ud.  When  this  has 
been  done,  the  other  steps  are  simple  enough.  The  case 
is  not  completed,  however,  till  the  conxtrictor  has  l>een  re- 
moved, and  accidents  are  to  be  apprehended  while  it  remains 
attached. 

From  the  operative  standpoint,  therefore,  there  is  little  to 
weigh  in  favour  of  any  one  proceeding. 

ShMi. — The  condition  of  the  patient  at  the  lime  of  operation 
is  the  main  bctor  in  influencing  results.  If  the  patient  is  ex- 
hausted by  a  prolonged  and  futile  labour,  an  operation  which  of 
necessity  is  prolonged  or  is  atlc-ndcil  with  great  shock  is  for- 
bidden. In  respect  of  shock  immediately  produced,  Porro's 
operation  must  come  6rst ;  so  Ear  as  time  spent  over  the 
operation  can  influence  the  result,  Thomas's  operation,  in 
whidi  it  may  be  nece-ssary  to  dilate  a  rigid  os  uteri,  is  worst. 
In  average  cases,  the  facts  that  Thomas's  operation  may  be 
finished  in  ten  minutes,  that  it  docs  not  expose  the  peritoneum, 
wounds  only  cutaneous  or  unimportant  structures,  and  that  the 
child  is  extracted  from  the  womb  in  the  natural  way,  lell 
strongly  in  its  favour.  As  productive  of  collapse,  tlie  Potto- 
MOIler  modification  is  most  to  be  deprecated.  Cxsarean  section 
would  seem  to  hold  a  middle  position. 


SPECIAL   RISKS. 
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lltrnnn-rkagt. — The  danger  from  hemorrhage,  hoth  immediate 
and  remote,  is  greatest  in  Porro's  operation.  In  a  good  many 
cases,  wire  or  chain  con'^lrictors  have  been  found  incflicicnt  in 
checking  biccrling  from  the  pedicle,  and  other  extraordinary 
means  have  had  to  be  adopted.  In  ordinary  Csesarean  section, 
ba*morrhagc  has  not  infrequently  proved  fntal ;  one  of  the 
earliest  hysterectomies  had  to  be  performed  on  account  of  bleed- 
ing. If  the  placenta  is  wounded,  the  danger  is  increased.  If  the 
uterus  contracts  well,  bleeding  is  not  likely  to  bo  dangerous;  if 
it  does  not  contract,  it  would  probably  be  wise  to  finish  by 
hysterectomy.  In  Thomas's  operation,  the  risks  of  bleeding  are 
small ;  the  drawback  is.  if  it  does  occur,  that  it  may  be  diflicult 
to  control.  The  vaginal  rent  may  be  indefinitely  increased  by 
the  withdrawing  of  the  fcetus,  and  bleeding  may  go  on  at  the 
extreme  ends  of  the  tear.  But  the  torn  vessels  are  not  of  large 
size,  and  simple  means  will  compress  them. 

Pirilonitis. — The  large  proportion  of  deaths  from  inflammations 
of  the  peritoneum,  usually  septic,  following  Cjtsarean  section 
was  one  of  the  strongest  reasons  adduced  by  Porro  for  the  intro- 
duction of  hysterectomy.  But  his  operation  has  not  done  away 
with  this  danger;  in  spite  of  all  precautions,  peritonitis  kills  i6 
per  cent,  of  all  cases  operated  on  by  Porro's  method.  In  laparo- 
elytrotomy  peritonitis  has  only  once  appeared  among  the  causes 
of  death,  and  with  proper  care  its  occurrence  ought  to  be  rare. 


Occttrrm(4  of  future  Pregmmcifs. — Too  much  has  been  made  of 
the  fact  that  in  Porro's  operation  the  possibility  of  future  preg- 
nancies has  been  done  away  with.  In  the  face  of  Other  and 
simpler  means,  it  is  a  ridiculous  overdoing  of  surgery  to  ampu- 
tate the  whole  uterus  and  ovaries  to  prevent  the  possibility  of 
conception.  In  Ca:sarean  section,  it  is  a  very  simple  matter  to 
carry  out  the  suggestion  that  Blundell  made  many  years  ago,  to 
cut  out  two  little  pieces  of  the  Fallopian  tubes :  this  would  put 
the  Cicsarean  section,  in  that  respect,  on  a  level  with  Porro's 
operation.  In  Thomas's  operation,  the  possibility  of  future 
pregnancies  is  in  no  way  interfered  with. 
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THE  OPERATIONS  COMPARED. 


The  fiflat  word  has  yet  to  be  sjiuken  as  to  the  relative  values 
of  these  operations.  It  may  here  be  said  that  the  results  of 
Porro's  operation  have  not  been  up  to  expectation ;  that  the 
improved  Cxsareaa  section  has  been  successful  beyond  cxptc- 
tation;  and  that  Thomas's  operation  has  made  out  for  itself  an 
extremely  good  position,  warranting  further  trial.  Beyond  this, 
it  may  be  permissible  to  go  in  the  direction  of  pointing  out  special 
indications  and  contra -indications  for  each  of  the  operations. 


SPSCrAL  INOICATIOMS  MD  COHTRA-IKDICATIOKS. 

Laparo-tlytrotomy. — Garrigues  has  mentioned,  as  contra-indi- 
cations  to  this  operation — 

(i)  The  impossibility  of  repeating  the  operation  on  the 
same  side. 

(a)  Impaction  of  the  head  in  the  pelvis. 

(3}  The  presence  of  a  large  tumour  in  the  vagina. 

(4)  Ad  obstruction  in  the  womb  itself  (as,  malignant  dis- 
ease of  the  cervix). 

(j)  Atresia  or  considerable  narrowing  of  the  vagina. 

Stadtcit  of  Copenhagen  has  added  another  objection  to  the 
operation;  namely,  a  tumour  arising  from  the  anterior  wall  of 
the  pelvis,  and  pushing  the  vagina  backwards. 

It  would  be  considered  an  unfavourable  condition  if  the 
thighs  were  bent  and  anchylosed,  or  so  distorted  that  they 
obstruct  the  site  of  operation  in  the  groin.  Cicatrices  in  the 
groin  or  pelvis,  indicating  old  or  deep-seated  suppuration,  ate 
unfavourable,  but  not  strongly  so. 

The  indications  may  be  considered  favourable  if,  with  an 
absence  of  the  above  conditions,  there  is  present  a  fully  dilated 
or  readily  dilatable  us  uteri ;  if  the  vagina  is  capacious  and  free 
Uotn  heat  or  congestion,  and  has  not  been  bruised  or  injured  by 
prcs-ious  manipulations;  and  if  the  patient  is  in  a  fair  condition 
of  general  health.  Profound  exhaustion  from  the  labour  is 
against  Porro's  operation,  and,  according  to  most  writers,  would 
tell  less  against  laparo-clytrotomy  than  against  the  Caesarean 
section. 


INDICATIONS  AND  COSTRA-ISDICATIONS.  3I>I 

Pom's  Oprratm. —  Hysterectomy  is  indicated  in  cases  of 
uterine  libroid  complicating  labour.  It  is  further  specially  indi- 
cated in  cases  where  the  Cesarean  cannot  be  completed ;  such 
arc.  free  bleeding  from  the  uterine  wound  ;  inertia  of  the  uterus, 
with  bleeding  from  the  site  of  the  placenta ;  difficulty  in  detach- 
ing the  placenta;  tendency  to  inversion  of  the  uterus.  In  great 
and  incurable  atresia  vaginae,  Porro's  operation  is  to  be  advised, 
because  the  uterine  discharges  after  Csesarean  section  have  not 
free  exit.  Putridity  of  the  uterine  contents  is  an  indication  for 
Pono's  operation. 

It  is  contra- indicated  in  cases  of  great  exhaustion,  where  the 
shock  of  hysterectomy  would  endanger  the  patient's  life.  In 
cancer  of  the  uterus.  Porro's  operation  ought,  if  possible,  to  be 
converted  into  complete  hysterectomy :  otherwise,  Cesarean 
section  is  perhaps  preferable. 

Castinan  Stclim. — In  all  cases  of  tumour  occupying  the  body 
of  the  uterus,  Cxsarean  section  is  inadvisable.  Otherwise,  there 
is  scarcely  a  condition  in  which  operative  deliverj-  may  be 
called  for  where  this  operation  is  not  feasible.  It  has  the 
widest  primary  applicability  of  the  three.  But  during  th« 
progress  of  the  operation  certain  conditions — as,  uterine  inertia, 
hxmorrhage,  abnormal  adhesion  of  the  placenta — may  be  met 
with  which  render  it  advisable  to  complete  the  operation  by 
Porro's  method.  Other  conditions  discovered  during  operation 
— such,  for  instance,  as  disease  of  the  uterine  appendages — 
may  suggest  completion  of  the  proceeding  by  hysterectomy. 
A  wound  in  the  uterus  which  does  not  promise  to  be  easily 
or  satisfactorily  sutured  is  a  contra-indication  to  the  simple 
Caesaiean  conclusion. 

It  is,  in  fact,  one  great  advantage  of  operating  by  median 
abdominal  section,  that  the  surgeon  can  finish  by  the  improved 
Cesarean  method  or  by  Porro's,  as  seems  at  the  time  most 
suitable. 


Abdominal  Sectton  for  Rupture  of  the  Uterus. 
Puerperal  Laparotomy. 


A.S'*T0IJ1CAL  CONDITIONS. 

Rupture  of  the  pregnant  litems  may  lake  place  at  any  period 
of  gestation  from  the  third  month  onwards.  It  may  arise 
spontaneously,  or  at  least  wittiout  apparent  cause;  also  after 
vic^cnt  strains  or  falls,  or  exhausting  occupation:  but  in  most 
cases  rapture  takes  place  at  full  term,  and  on  the  adveot  of 
labour.  Hero  we  need  not  discuss  the  somewhat  unsettled 
question  as  to  its  exact  etiolojjy. 

Barnes*  gives  t)ie  following  clas»ficatioa  of  th«  varieties 
of  rupture. 

"  1.  Ruptun  9r  tmntiHg  occurs  when,  under  strong  tension  of 
the  uterus  u|>on  its  unyielding  contents,  its  walls  burst  more  or 
less  suddenly  in  the  body  oreervix. 

"2.  Lactrlion  or  real  occurs  wboD  B  breach  begins  at  the 
edge  of  the  os  uteri,  and  extends. 

'*3.  Grinding  or  cruikiag  occurs  when  the  uterus  is  subjected 
to  long  compression  lietween  the  child's  head  and  the  pelvic 
wall. 

"4.  PerfoTilioH  or  horing  titrough  occurs  when  tissues  give  way 
from  disease  or  long  compression  at  one  point,  or  from  penetra- 
tion by  a  spike  of  Iwne  or  by  instruments. 

"5.  AeulstM. — The  uterus  has  been  torn  away  by  manual 
force." 

In  rtipturt  or  hunting  at  full  term,  either  during  labour  or 
before  labour  has  properly  set  in,  we  usually  find  that  the 
whole  ovum,  membranes  and  all,  is  thrown  bodily  into  the 
abdominal  cavity.  The  os  may  be  undilated.  The  rent  rarely 
lakes  place  through  the  body  or  fundus,  but  almost  always  near 
the  cciviz  or  in  the  lower  segment. 

*  OitUt.  Uti  *mi  Swy .  v«t.  ii..  ]>.  JI9. 
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Laftratim  m  the  great  majority  of  cases  is  asitociated  with 
some  obstniction  to  labour.  The  Hquor  amnii  has  usually 
escaped,  and  the  utenas  is  closely  contracted  on  the  child. 
The  uterine  tissue  may  be  torn  away  from  its  attachment  to  the 
cervix,  and  the  laceration  is  then  transverse.  Complete  annular 
divulsion  of  the  cervix  may,  under  these  circumstances,  be 
observed.  Another  mode  of  laceration  is  produced  when  the 
cervix  will  not  dilate  over  the  descending  head,  and  is  torn 
through  longitudinally,  the  rent  extending  upwards  into  the 
uterine  tissue. 

Grinding  or  cnabing  is  found  at  that  part  of  the  uterus  which 
lies  in  contact  with  the  bony  prominences,  and  is  specially  prono 
to  occur  when  these  piominences  arc  unduly  marked.  Openings 
made  in  this  way  have  jagged  edges,  much  bruised,  ami  perhaps 
broken  into  shicds ;  their  diredion  is  transverse  to  the  uterine 
axis.  Per/oralion  or  boring  through  at  a  point  of  the  uterus 
weakened  by  disease,  or  thinned  and  bruised  by  compres&ion,  is 
practically  the  same  as  crushing. 

Cofnpltti  dttachmtnt  of  Ike  uUms  may  take  place  by  annular 
lacerations  through  the  cervix,  or  the  vagina;  and  the  organ 
may  be  bodily  torn  away  from  its  attachments,  after  delivery  by 
manual  force. 


SYtlPTOUS   AND   DIAOilOSIS. 

Surgical  treatment  is  rarely  called  for  until  there  arc 
symptoms  that  the  fcctus  has  been  extruded  through  the  rent 
into  the  abdominal  cavity.  But  in  many  cases  it  is  possible  to 
diagnose  the  condition  with  a  fair  degree  of  certainty  before  this 
catastrophe  has  taken  place,  and  more  particularly  when  the 
fcetuE  has  only  partially  escaped. 

The  following  description  of  the  symptoms  of  rupture  is  from 
Barnes's  pen  :  *  "  Sudden  acute  pain,  with  a  sense  of  rending  in 
the  belly,  sometimes  attended  with  an  audible  snap,  it  is  said ; 
quick  collapse,  marked  by  pallor,  fainting,  extinction  of  pulse ; 
vomiting ;  some  hxmonhagc  cxtcrnaJty,  and  the  signs  of  anxmia 
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from  greater  loss  internally :  cessation  of  uterine  contraction. 
if  the  child  be  thrust  wholly  or  parlly  out  of  the  womb,  the 
abdomen  Hattens  somewhat ;  there  is  retreat  of  the  presenting 
part  of  the  child  from  the  os  uteri;  occasionally,  prolapse  of 
the  intestine  in  the  vagina,  or  beyond  the  vulva;  great  pain, 
especially  on  palpation  of  the  abdomen,  where  irregular  hard 
projections  are  felt,  which  may  be  identified  as  parts  of  the 
fcelus.  If  the  effusion  of  blood  be  great,  there  is  increased  and 
distressing  tension  of  the  abdominal  walls.  Cramp-like  or 
spasmodic  pains  follow.  The  flushed  face  becomes  suddenly 
deadly  pale;  the  eyes  lose  their  brilliancy;  the  whole  surface 
is  covered  with  a  clammy  sweat ;  trembling  of  the  limb$  or 
repeated  faintings  announce  a  profuse  internal  hicmorrhagc, 
Presently,  when  reaction  comes,  the  patient  complains  of  feeling 
a  warm  fluid  pouring  out  in  the  neighbourhood  of  the  groins 
and  loins.  She  sometijiies  feels  the  movements  of  the  child 
when  it  has  escaped  into  the  abdomen.  But  usually  the  child 
dies  quickly. 

"  It  has,  however,  often  been  observed  that  the  symptoms  are 
not  90  strongly  marked.  Sometimes  very  little  is  complained  of 
at  the  time  when  it  was  presumed  that  the  injury  took  place. 
The  collapse  creeps  on  gradually.  The  woman  may  be  even 
capable  of  walking  about  for  some  time.     .     .     . 

"But,  sooner  or  later,  almost  always  within  two  or  three 
hours,  colLapsc  becomes  pronounced  and  pain  is  severe."  In 
such  case  we  may  infer  that  the  process  of  tearing  has  been 
grsdual. 

In  many  cases  the  acute  symptoms  are  preceded  by  signs 
of  obstruction  to  deliver^'.  Boring  through  of  the  uterine  tissue 
may  be  going  on,  while  the  patient's  symptoms  arc  simply  those 
of  exhaustion  or  irritation  under  long-continued  labour.  The 
completion  of  the  tearing  is  shown  by  the  onset  of  the  violent 
symptoms  just  described. 

When  the  fa:tns  has  been  extruded  into  the  abdominal 
cavity,  the  diagnosis  is  completed  by  passing  the  hand  into 
the  uterine  cavity,  and  detcciing  the  rent.  Intes-tine  may  be 
felt  passing  into  tlie  uterine  cavity,  or  even  into  the  va^na. 


TUB  OPERATIOS. 
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The  treatment  recommended  for  all  cases  is  abdominal 
section,  removal  of  the  foetus  and  its  membranes,  cleansing 
the  cavity,  and  either  suture  of  the  rent  or  removal  of  the 
uterus. 

Not  in  all  cases  will  it  be  advisable  to  suture  the  uterine 
tear.  The  wound  will  be,  in  all  probability,  an  irregular  one 
with  ragged  and  bruised  edges;  it  will  usually  lie  low  down 
either  behind,  or  in  some  position  not  conveniently  situated  for 
siiturinjf;  and,  most  important  of  all,  uterine  contractions  will 
probably  be  absent  or  very  feeble.  If  the  rare  combination  is 
met  with  of  a  moderately  clean  straight  wound,  a  convenient 
situation,  and  a  contracting  uterus,  simple  closure  of  the  wound 
may  be  had  recourse  to.  But  in  the  absence  of  this  combination, 
it  will  be  wise  to  finish  by  hysterectomy. 

The  operation  is  begun  exactly  as  for  Cesarean  section. 
The  child  and  placenta  are  extracted ;  blood-clots  are  removed, 
and  the  abdomen  is  thoroughly  cleansed  by  irrigation  and  spong- 
ing. To  discover  the  rent,  it  may  be  necessary  to  turn  the 
uterus  out  of  the  wound.  Cases  are  recorded  where  recovery 
has  ensued  when  the  rent  has  been  left  unclosed.  Hut  the 
chances  of  success  are  greatest  with  a  perfectly  closed  uterine 
wound.  The  method  of  suturing  recommended  for  ordinary 
Ca?sarean  section  is  the  best.  If  the  edges  of  the  rent  are 
much  bruised  or  lacerated,  then  hysterectomy  is  recommended. 
Drainage  by  the  vagina,  if  the  opening  ts  on  the  posterior 
surface,  may  be  used  with  advantage. 

The  pcr-cenlage  of  recoveries  after  this  operation  has  been 
variously  placed  at  68  (Jolly),  86  (Trask),  and,  in  the  United 
States,  at  53  (Harris).  It  ts  certainly  more  favourable  than 
might  be  expected — perhaps,  than  it  ought  to  be.  The  worst 
cases  arc  permitted  to  die :  if  more  cases  were  operated  on, 
more  lives  would  be  sjived,  but  the  statistics  would  not  be 
so  favourable. 

Puerperal  hysterectomy  for  rupture  of  the  uterus  diRers  in  no 
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impottant  particulars  from  the  operation  as  performed  for  other 
reasons.  The  iacisioa  is  made  in  the  ordinary  way.  If  the 
ovtim  is  intact,  an  attempt  may  he  made  to  remove  it  l>odily; 
but  this  cannot  often  succeed.  Much  time  may  be  saved  by 
removing  as  much  of  the  amniotic  fluid  as  possible  by  tapping 
before  removing  the  ovum  from  the  cavity.  In  every  caae  the 
whole  ovum — membranes,  fcctus,  and  placenta — will  be  removed 
bodily,  and  as  far  as  possible  intact.  No  particle  of  tissue  is  to 
be  left  behind. 

If  the  foetus  alone  is  exirude<],  and  the  placenta  and  mem> 
branes  remain  inside  the  uterus,  the  fcetus  is  removed,  and  the 
cord  divided  and  compressed  or  tied.  Then  the  collapsed  uterus 
is  turned  out  through  the  wound,  to  be  clamped  and  removed. 
If  the  fa.-tus  is  only  partially  extnidcd,  it  is  quickly  puUcd 
through  the  rent;  and  as  soon  as  it  is  removed  a  temporary 
constrictor  or  the  hand  is  passed  round  the  uterus,  as  low  down 
as  possible,  to  prevent  hitmorrhage. 

The  uterus  being  turned  out  on  the  abdomen,  and  the 
situation  of  the  rupture  having  been  ascertained,  several  larga| 
sponges  are  packed  into  the  abdominal  cavity.  Before  putting 
on  the  clamp,  the  finger  should  be  passed  to  the  inside  of  the 
uterus,  to  make  sure  that  the  whole  of  the  torn  tissue,  inside  as 
well  as  outside,  is  above  the  level  fixed  for  applying  the  wire. 

The  pedicle  is  then  clamped,  fixed  in  the  wound,  and  treated 
exactly  as  in  Porto's  operation. 

Attention  is  now  paid  to  cleansing  of  the  abdomen,  which 
must  be  as  ihoiough  as  possible  consistent  with  rapidity.  The 
luge  sponges,  soaked  with  blood  and  amniotic  fiuid,  are  removed. 
The  cavity  is  thoroughly  washed  out  with  aseptic  fluid,  at  99° 
temperature,  by  means  of  an  irrigator  with  a  large  tube,  while 
the  intestines  arc  freely  moved  about  by  the  fingers  inside  the 
cavity.  When  the  fluid  returns  clear,  fresli  sponges  are  placed 
in  the  pelvis  and  in  the  hollows  of  the  loins,  to  soak  up  what 
remains.  Too  much  time  must  not  be  wasted  in  endeavouring  ^ 
to  get  the  cavity  perfectly  dry. 

Drainage  will  be  called  for  in  a  proportion  of  cases  greater' 
than  io  ordinary'  Porro's  operations,  because  of  the  extravasation 
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before  operation.     Indeed,  the  insertion  of  a  drainage  tube  can 
scarcely  ever,  in  this  operation,  be  other  than  good  practice. 

The  further  procedures  as  regards  closure  of  wound, 
management  of  pedicle,  and  treatment  of  patient,  are  in  no 
way  different  from  those  described  under  the  head  of  Porro's 
operation. 
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Operations  for  Ectopic  Oestation. 

Under  ihis  head  arc  discussed  the  operative  proceedings 
which  m.iy  he  employed  for  extra-uterine  pregnancy  properly  so 
called,  and  for  those  casett  of  misplaced  utetine  pregnancy  in 
which  spontaneous  delivery  cannot  take  f^acc  The  latter 
condition  has  its  type  in  cases  of  pregnancy  in  one  hom  of 
a  uterus  bicornis,  and  is  often,  from  its  most  marked  clinical 
feature,  spoken  of  as  "missed  labour,"  This  name  is,  how- 
ever, occasionally  applicable  to  all  forms  of  ectopic  gestation. 


//ufoiT'.— Heister,*  in  naming  the  indications  for  abdominal 
section,  places  first  this  one — "  when  the  fcctus  is  contained  in 
the  Fallopian  tube,  the  ovary,  or  the  cavity  of  the  abdomen." 
Simon.t  in  his  elaborate  review  of  the  Caesarean  operation, 
speaks  of  abdominal  gestation  as  an  indication  for  oiTCralion. 
In  reviewing  the  history  of  actual  operations,  it  is  difficult  to 
decide  as  to  their  real  nature.  The  earliest  operations  were 
probably  performed  after  a  suppurating  sac  had  slion-n  signs  of 
bursting,  and  were  little  more  than  the  opening  of  an  abscess. 
Christopher  Bain's  case,  in  1540,  was  little  more  than  the 
opening  of  an  abscess.  The  well-known  cases  of  Noierus  in 
ij9i,  and  of  Cyprian  in  1694.  were  almost  certainly  of  this 
nature.  Tlie  first  genuine  laparotomy  for  extra-uterine  fcetation 
was  probably  that  of  Primerose  in  1594,  who  successfully  opera- 
tod  on  Noicnis's  patient  when  she  again  became  pregnant. 
Several  other  successes  were  about  this  time  reported  from  the 
Continent.  In  1764  Mr.  John  Bard,  a  New  York  surgeon,  first 
operated  in  America ;  lie  w.as  followed  by  Baynham,  Mc  Knight, 
Wtsbart,  Stevens,  and  others  (nearly  all  country  practitioners), 
and  a  considerable  number  of  successes  were  registered.  These 
oi^rations  extend  to  about  i8jo,  the  beginning  of  the  era  of 
ovariotomy.  Up  to  the  end  of  1875,  Dr.  Parry,  for  his  classic^ 
work  on  Exim-uttriiu  Pngiumcy,  had  collected  a  list  of  62 
■  Of.  if/.,  vol  ii..  p,  iS       \  Mtm.  it  lAtitd.  Jt  CMinrt.  /Vrit.  voU  li. 
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operations  for  the  removal  of  cx(ra-utcrinc  children,  with  the 
encouraging  result  of  30  successes  and  32  failures. 

But  :i»  anntoniicnl  and  cliniciil  knowledge  extende<J,  ao  did 
the  sphere  of  operation.  For  rupture  of  the  sac  in  the  early 
stages,  Utile  or  nothing  was  done  till  recent  times.  In  1849 
Dr.  Hartiert,  an  .'Vnierican  surgeon,  first  suggested  operative 
treatment  for  [his  terrible  accident ;  but  little  attention  was  paid 
to  his  proposal  till  1S66  and  1867,  when  Dr.  Stephen  Kogcrs  of 
New  York  wrote  and  urged  operation.*  Moreau,!  curiously 
enough,  while  strongly  urging  abdominal  section  for  rupture  of 
the  sac  during  spurious  labour,  condemns  it  for  rupture  in  the 
early  stages.  The  operation  made  no  headway  till  Tait,  In 
recent  years,  took  it  up,  and,  by  a  remarkable  series  of  suc- 
cesses, placed  it  in  the  front  of  major  life-saving  operations. 
Up  to  Oct.  36th,  1887,]  Tait  had  operated  for  early  ruptured 
pregn.incy  35  times,  with  3  deaths. 


PATIIOI^GICAL  ANATOUV. 

The  actual  origin  of  extra-uterine  fcetation  ought  to  include 
a  consideration  of  its  causation.  Of  this  little  is  known.  Suffice 
it  to  say  that  it  specially  occurs  in  women  who  have  shown  an 
''inaptitude  for  conception,"  who  have  for  abnonnally  long 
periods  been  sterile;  and  in  women  who  have  some  malforma- 
tion of  the  litems,  congenital  or  acquired.  More  definitely, 
catarrh  of  the  Fallopian  tube  has  been  laid  down  as  a  cause. 
When  the  ciliated  epithelium  is  sited  in  any  part  of  the  tube, 
the  ovum  cannot  be  passed  along  it ;  it  rests  in  the  denuded 
space.  Here  the  spermatozoa,  endowed  with  independent 
powers  of  motion,  reach  it  and  impregnate  it;  and  here  it 
develops.  Obstructive  catarrh  of  the  Fallopian  lube,  blocking 
the  canal  sufBcicntly  to  prevent  passage  of  the  large  ovum,  but 
not  enough  to  prevent  the  passage  of  the  small  spermatozoa  ; 
adhesions  on  the  outside ;  simple  derangement  of  the  physio- 

'  S'tsi  Y/nli  ItftJ  Rtt..  1867.  vol.  ii..  p.  m. 
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logical  fuDctions  of  the  tube — spasm,  or  paralysis,  or  irregular 
action — Iiave  all  been  assigned  as  causes. 

Tlie  elaborate  classiticBtion  of  the  varieties  of  misplaced 
concepttoRi  as  given  by  the  earlier  writers  (Dczcmciis  gives  ten 
varieties),  has  now  been  reduced  to  one  or  two.  Parry  limits 
the  species  to  three — Tubal,  Ovarian,  and  Abdominal ;  these  he 
subdivides  into  eight  varieties.  The  simple  theory  of  Tail, 
held  by  Gaillard  Thomas  and  other  prominent  gyna:cologists, 
explains  all  varieties.  He  holds  that  all  extra-uterine  con- 
ceplions  nrc  at  first  tubal,  and  that  all  further  %*arieties  are  pro> 
duccd  after  rupture  of  the  primary  tubal  sac  and  escape  of  the 
ovum.  Interstitial  pregnancy  is  simply  a  variety  of  tubal,  where 
the  tube  enters  the  uterus;  ovarian  pregnancy  is  tubal  among 
the  fimbriie.  If  the  niplure  take*  place  on  the  under  surface  of 
the  tube  where  it  is  embraced  by  the  broad  ligaments,  the  ovum 
may  develop  in  the  enclosed  cellular  tissue,  and  be  extra- 
peritoneal. If  the  rupture  takes  place  on  the  free  surface  of  the 
tube,  the  ovum  escapes  into  the  abdominal  cavity,  and  may 
develop  there. 

Tlie  dismissal  of  ovarian  pregnancy  cannot,  however,  be 
made  in  a  word.  It  is  just  conceivable  that  the  ovum  may  not 
escape  from  a  ruptured  follicle,  and  that  spermatozoa  may  enter  J 
the  follicle  and  fertilise  it.  Putting  aside  the  older  cases,  we  can- 
not utterly  ignore  the  accurately  recorded  cases  of  Kammerer* 
and  Porter.t  Lusk,  Spiegclberg,  Werth,  and  other  competent 
modern  authorities  admit  the  validity  of  the  evidence  in  favour 
of  the  possibility  of  this  variety.  Most  cases  of  so-called  ovarian 
pregnancy  arc  undoubtedly  instances  where  the  sac  has  de- 
veloped among  the  fimbriae  of  the  tube,  and  become  intimately 
adherent  to  the  ovary ;  and  it  is  just  possible  that  all  arc  to  be 
so  explained. 

Interstitial  pr^naocy  is  simply  development  of  the  ovum  in 
that  part  of  the  tube  which  passes  into  the  uterine  cornu  ;  and 
not  in  the  uterine  tissue,  as  Brcschct,  Meyer,  and  others, 
supposed. 

The  possibility  of  primary  abdominal  pregnancy  cannot  ba^ 
Nn>  Yorli  Mtd.  Jmn..  tfiCj.  p.  t^t.      |  ^Mrr.  yomn.  o/Uti.  St^  Jan..  1853, 
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denied,  in  the  face  of  such  evidence  as  is  afforded  by  cases  of 
impregnation  ihrough  abnormal  orifices  in  the  uterus.  Two 
such  are  recorded  by  Lechiyse*  and  by  Kteberlfet — one  through 
an  opening  unclosed  after  Cesarean  section,  the  otlier  ihrougii 
the  canai  left  after  hysterectomy  for  myoma.  As  a  pathological 
curiosity,  we  may  note  the  occurrence  of  pregnancy  in  tubo- 
ovarian  cysts.  PaUauf[  has  minutely  descvibej  such  a  case; 
and  refers  to  two  other  similar  cases,  though  with  some  doubt 
as  to  their  reality. 

Practically,  we  may  admit  the  general,  tf  not  the  absolute, 
truth  of  the  following  jiroposilions: 

{i)  Every  extra-uterine  pregnancy  is  at  first  tubal.  Occur- 
ring where  the  tube  is  close  to  or  passing  through  the  uterine 
tissue,  it  may  be  called  Interstitial ;  where  it  is  broken  up  into 
fimbria:  at  the  tnfandibuhim,  it  has  been  called  Tubo-ovarian ; 
elsewhere  in  the  tube,  it  is  simply  named  Fallopian. 

(a)  When  rupture  of  the  sac  takes  place,  the  ovum  may 
escape  into  the  abdominal  cavity  or  into  the  cellular  tissue 
between  the  layers  of  the  broad  ligament.  The  former  is  known 
as  intra-jieritoneal,  and  is  at  once  the  most  common  and  the 
most  dangerous;  the  latter  is  less  dangerous,  naturally,  and 
more  easily  dealt  with  practically. 

The  state  of  parts  varies  according  to  the  duration  and 
position  and  behaviour  of  the  pregnancy. 

In  the  early  stages,  while  the  f<elal  sac  lies  unruptured  in 
the  tube,  few  opportunities  of  examination  have  been  afforded. 
We  may  expect  to  find  increased  va^ulanty  of  the  tube  and  its 
anncxa,  general  thickening  and  perhaps  tortuosity  of  the  whole 
duct,  with  a  boggy,  cystic,  and  vascular  tumour  in  one  part  of 
it.  In  the  described  cases,  the  mucous  membrane  has  been 
found  enormously  thickened  ;  in  fact,  the  normal  dccidua  would 
seem  to  have  formed  in  the  tube. 

After  rupture  of  the  sac  in  the  early  stages,  opportunities  of 
examination  are  far  too  frequent.     It  would  seem  that  rupture 

*  Bull,  it  FAMi.  ii  SiH  it  Btlgifn.  tWg. 

t  Itcbied  by  Keller,  At  Gntaiiui  EiUt-uUriiut.  Paris.  1871- 
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takes  place,  as  a  riilc,  through  the  scat  of  the  placenta,  which 
might  be  expected  to  be  the  weakest  part.  In  sucb  cases  death 
is  usually  produced  by  hemorrhage,  which,  considering  the  ukc 
of  the  rent,  is  often  enoriuoiis  in  amount.  As  much  as  two 
gallons  of  blood  have  been  found  in  the  abdomen  after  death 
from  rupture,  and  two  or  three  pints  is  not  an  unusual  c|uantily. 
Tlte  amount  of  blood  lost  has  no  relation  to  the  size  of  the  tear 
in  the  sac. 

The  ovum,  with  its  placenta,  may  escape  entire  through  the 
rent;  or  the  ovum  and  its  mcmbtancs  may  escape,  while  the 
placenta  rem^iins  attached ;  or  the  whole  ovum  may  remain 
undetached.  In  the  mass  of  blood-clot,  the  escaped  ovum  may 
easily  be  missed ;  in  most  cases,  even  if  the  fretus  cannot  be 
found,  the  placenta,  or  the  cord,  or  parts  of  the  membranes, 
are  found  in  or  near  the  tubal  sac. 

The  structure  of  the  walls  of  the  sac  wilt  depend  on  the 
position  of  the  ovum.  In  the  middle  of  the  tube,  they  will 
consist  simply  of  its  mucous,  muscular,  and  serous  layers.  If 
the  sac  lies  in  the  uterine  portion  of  the  tube,  it  will  be  sur- 
rounded by  a  capsule  of  proper  uterine  muscle,  varyinf;  in 
thickness  jnd  amount  according  to  the  depth  at  which  it  is 
placed.  At  the  fimbriated  extremity,  the  sac  may  be  only 
partially  covered  by  tubal  structure,  and  the  chorionic  villi  may 
protrude  into  the  abdominal  cavity.  There  is  no  true  decidua 
into  which  the  villi  of  the  chorion  are  inserted ;  but  decidual 
membranes  are  formed  inside  the  uterus,  as  if  there  were  a 
normal  pregnancy. 

Kussmaul  holds  that  many  cases  of  so-called  tubal  f<etation 
are  really  instances  of  gestation  in  the  nidimcnlary  horn  of  a 
bicorned  uterus.  He  collected  thirteen  cases  of  this  sort,  all  of 
which  died  of  rupture  between  the  fourth  and  six  months. 
Parry  and  others  consider  that  Kiissmaul  overestimates  the 
frequency  of  comual  gestation  ;  and  even  if  it  were  more  com- 
mon  than  is  generally  supposed,  it  need  not  result  ii^  rupture. 
'  Missed  labour  is  a  more  fretjuent  result  of  such  pregnancies. 

If  rupture  of  the  s.ic  do  not  prove  fatal  before  the  fourth 
month,  the  pregnancy  in  most  cases  goes  on  to  full  term.    If 
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the  ovum  remains  in  the  tube,  the  tubal  walls  are  greatly 
thickened,  and  the  muscular  layers  much  hypertrophied.  This 
muscular  envelopment  is  much  giealcr  if  the  ovum  lies  partly 
inside  the  uterus.  In  some  cases  a  part  of  the  ovum  may  be 
within  the  uterine  cavity:  thus,  the  placenta  has  been  fbund 
inside  the  uterus,  while  the  f'ctiis  lay  in  (he  tube ;  or  part  of  the 
child  may  be  intra-utcrinc  and  part  iotra-tubal ;  or  the  placenta 
may  be  wholly  situated  tn  the  tube,  while  the  child  is  inside  the 
uteniK. 

Should  the  placenta,  after  rupture  of  the  cyst  and  escape  of 
the  foetus,  retain  its  attachment,  we  may  have  the  ftctus  covered 
with  its  envelopes  developing  in  the  abdominal  cavity,  while  the 
placenta  in  the  tube  supplies  it  with  nourishment.  The  enve- 
lopes may  be  wanting,  and  the  foetus  is  then  surrounded  by  an 
adventitious  cyst  composed  of  organised  inflammatory  material. 
Should  the  placenta  be  extruded  with  the  f<ctiis,  it  may  adhere 
to  any  contiguous  organ;  omentum,  stomach,  large  and  small 
intestine,  abdominal  wall,  and  an  infinite  variety  of  combinations 
of  these,  have  been  found  serving  as  placental  sites.  The 
sigmoid  flexure  of  the  colon  is,  as  might  be  expected,  a  favourite 
situation.  In  a  general  way  wc  may  expect  the  ovum  to  fall 
somewhere  into  Douglas's  pouch,  matting  together  whatever 
structures  may  be  encountered  there.  Thus  it  happens  that  the 
posterior  surface  of  the  uterus  is  frequently  involved.  As  the 
ovum  grows,  the  uterus  is  usually  elevated  and  pushed  forwards; 
it  is  always  eular)^ed,  generally  to  a  size  corresponding  to  the 
third  or  fourth  month  of  gestation,  and  may  or  may  not  contain 
dccidua. 

As  regards  the  extra- peritoneal  variety,  where  the  foetus 
grows  between  the  layers  of  the  broad  ligament,  a  mo.it  im- 
portant study  has  recently  been  made  by  Berry  Hart  and  J.  T. 
Carter  of  Edinburgh,*  from  frozen  sections  of  two  specimens. 
One  of  the  specimens  was  a  four  and  a  half  months'  gestation 
IK  iUu  in  the  bony  pelvis;  the  other  an  entire  cadaver  with 
advanced  abdominal  gestation.  The  latter  showed  a  Fallopian 
prei:;oancy  developing  to  an  extraordinar]-  extent  between  the 
■  £ifiii.  UiJ,  y^'un.,  Oct.  tSS?. 
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inyers  of  the  broad  ligament,  continuing  this  mode  of  growth 
till  it  had  stripped  oliT  the  peiitoneum  from  the  uterus,  bladder, 
and  pelvic  floor,  until  it  became  in  great  part  surrounded  by 
a  peritoneal  capsule  derived  from  these  organs.  The  growth 
was,  ID  fact,  entirely  cxtia-periloncal ;  the  cxtra-pciitoncal 
ttssoe,  with  its  blood-vessels,  was  practically  the  material  part  of 
the  placenta.  The  authors  hold  that  the  following  varieties  of 
cxtra-utcrinc  gestation,  or  rather  development,  have  been 
demonstrated  :  Tubal  ;  Tubo-ovarian  ;  Sub-pcritonco-petvic ; 
Sub-peri toneo-alidominal.  The  last  two  varieties  may  be  later 
developments  of  the  first. 

If  the  mother  survives  the  death  of  the  cliild  at  term,  certain 
cbangn  take  place  in  the  retained  fcelus  which  vitally  influence 
tiieprogreuof  the  case.  In  the  first  place,  the  child  may  remain 
quiescent  in  its  envelope,  the  liquor  amnii  being  absorbed,  and 
the  cyst-wall  contracted  around  it.  Certain  atrophic  or  hetcro- 
niorphic  changes  may  now  take  place.  The  whole  ovum  may 
become  cartilaginous,  or  it  may  become  infiltrated  with  cal- 
careous matter  (when  it  is  known  as  a  UthopEedion) :  or  it  may 
undergo  transformation  into  the  peculiar  material  known  as 
adipoccTC.  In  any  of  these  conditions  it  may  remain  for  long 
periods,  sometimes  for  many  years.  This  is  the  most  favourable 
termination. 

On  the  other  hand,  decomposition  may  take  place,  and  sup- 
puration is  set  up  in  the  sac.  Here  the  termination  is  the 
ordinary  one  for  all  abscesses — rupture.  The  rupture  rarely 
takes  place  into  the  abdominal  cavity;  but  usually,  after  for- 
mation of  adliesions,  into  one  or  other  of  the  contiguous  hollow 
viscera,  bowel  or  bladder,  or  through  the  abdominal  wall. 


SYMPTOMS  AND    DIAGNOSIS. 

Following  Panj-,  we  may  best  study  the  symptoms  in  three 
ftages :  the  fust,  up  to  the  period  of  probable  rupture  of  the  sac 
— that  is,  to  the  end  of  the  fourth  month ;  the  second,  to  tlie 
period  of  spurious  labour;  the  third,  from  the  end  of  the  labour 
and  the  death  of  the  child  onwards. 
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During  the  first  month  or  six  weeks  the  symptoms  may  be 
those  ol  ordinary  pregnancy,  but  more  than  usually  variable 
and  ind(?finitc.  At  ihe  end  of  this  time  signs,  often  urgent  and 
unmistakable,  appear  to  warn  the  patient  thai  all  is  not  right. 
A  sudden  attack  of  violent  colicky  pain  in  the  hypogastriimi, 
accompanied  by  profound  prostration  or  even  syncope,  is 
usually  Ihe  first  sign  of  evil  import ;  this  may  last  for  a 
few  hours  or  even  days.  The  pain  disappears  as  sud- 
denly as  it  came  on,  and  the  patient  r^ains  her  usual 
health.  In  a  few  days  or  weeks,  however,  similar  symptoms 
n'ctir,  and  they  continue  intermittently  till  the  third  or  fourth 
month. 

Such  attacks  usually  come  on  after  severe  exertion,  and  are 
probably  due  .to  contractions  in  the  wall  of  the  sac,  or  to  its 
straining  against  over -distension.  Peritonitis  is  curiously 
absent,  as  proved  by  the  rapidity  with  which  recovery  takes 
place. 

During  this  stage  a  frequent  occurrence  is  the  discharge  of 
dark  clotted  blood  from  the  uterus.  This  takes  place  at  irreg- 
ular intervals,  lasts  for  uncertain  periods,  and  disappears  as 
capriciously  as  it  comes.  Sometimes  pieces  of  the  decidua  .ire 
found  in  the  discharge. 

A  vaginal  examination  at  this  period  reveals  some  enlarge- 
ment of  the  uterus,  with  di.splacement,  usually  forwards,  and 
great  tenderness  in  the  pelvis.  Tlie  enlargement  is  not  so  great 
as  we  should  expect  in  a  normal  gestation  of  the  same  standing; 
but  this  sign  is  not  trustworthy,  because  it  is  bo  difficult  to 
decide  as  to  the  duration  of  extra-uterine  pregnancy.  In  the 
region  of  Ihe  greatest  tenderness,  usually  behind  the  uterus, 
we  may  expect  to  find  the  tumour.  To  make  a  satisfac- 
tory examination,  an  anxslhctic  is  usually  necessary.  A 
rounded,  soft,  boggy  or  fluctuating  mass,  of  size  corres* 
ponding  to  the  period  of  gestation,  is  usually  all  that  can  be 
made  out.  In  this  stage  the  sign  of  ballottcmcnt  cannot  be 
elicited. 

When  quickening  has  taken  place,  the  symptoms  undergo  a 
marked  change.    The  attacks  of  colic  diminish  or  disappear. 
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Mctrorrliagiii  «ither  digapi>ears  or  t}ecoincs  unimportant.  Foetil 
movements  arc  now  detected,  often  exaggerated  and  usually  on 
one  side.  The  abdomen  perceptibly  enlarges,  more  on  one  side 
than  the  other.  The  uterine  di^pUc^nicni  becomes  more  marked, 
and  is  attended  with  elevation  and  fixation.  Often  the  fundus 
uteri  can  be  felt  through  the  abdominal  wall,  over  the  pubcs 
and  to  one  side. 

Through  the  vagina  the  tumour  will  now  readily  be  felt, 
nHindcd,  fluctuating,  and  containing  a  hard  body  in  the  midst 
of  its  fluid.  Frequently  the  cyst-wall  is  so  thin  that  the  out- 
lines of  the  f<ttus  can  be  made  out  with  great  accuracy.  Pass- 
ing the  catheter,  by  telling  the  position  of  the  bladder,  may  be 
of  assistance:  the  uterine  sound  is  not  to  be  used,  except  in 
cases  of  urgency.  Symptoms  of  irritation  of  ilie  bladder  are 
frequently  present.  Irritation  of  the  rectum  is  more  common, 
because  the  sac  is  often  adherent  to  its  walls ;  physical  obstruc- 
tion to  the  passage  of  ix^e&  may  be  caused  by  the  bulk  of  the 
tumour. 

The  end  of  this  period  is  signalised,  at  the  full  teim.  by  a 
spurious  labour.  The  pains  are  almost  identical  with  those 
characteristic  of  the  first  stage  of  normal  partunlion,  and  may 
deceive  physician  as  well  as  patient.  They  ditTer  from  those  of 
natural  labour  in  that  Ibey  do  not  steadily  increase  in  severity, 
but  have  irregular  aggravations,  with  remissions  and  inter- 
missions. Finally  they  pass  off  altogether,  after  continuing  over 
many  hours  or  even  days. 

Concomitantly  with  the  fruitless  labour  there  goes  on  a  dis- 
charge of  blood  from  the  vagina.  If  the  decidual  membranes 
have  not  previously  been  expelled,  ihey  arc  expelled  now. 
When  the  vangtiincous  discharge  ceases,  another  comes  on  which 
is  analogous  to  the  lochia. 

It  would  seem  that  the  uterus  is  mainly  to  be  credited  with 
the  causation  of  these  pains.  Only  tubal  sacs  have  muscular 
fibres;  but  labour  comes  on  all  the  same  if  the  gestation  is 
ventral.  Jrtr.  Scott,*  during  laparotomy  in  a  case,  found  the 
uterus  contracting  strongly  and  rcgidarly,  as  in  normal  labour. 
*  Lam4.  ObiUt.  Set.  Titt.,   1S7J.  vol.  ur.,  p.  J70, 
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The  false  latiotir  also  seems  to  have  little  influence  on  the  sac ; 
at  least,  it  rarely  ruptures  or  l>ecoraes  inflamed.  A  few  cases  of 
rupture,  with  escape  of  the  cliild  into  abdomen,  rectum,  or 
vB^na,  are  recorded. 

A  curious  sequence  to  this  labour  is  death  of  the  child.  Just 
before  it  dies  it  frequently  strugt;)es  violently  for  Home  time, 
causing  great  distress  to  the  mother.  When  the  child  dies  the 
abdomen  diminishes  in  siTie,  from  absorption  of  the  amniotic  fluid. 
If  the  child  is  to  remain  quiescent,  or  undergoes  atrophic 
changes,  the  diminution  remains,  and  becomes  more  marked;  if 
decomposition  takes  place,  the  sac  reJills,  and  iu  distension  is 
«cconi[>anied  with  signs  of  internal  suppuration,  often  of  a  very 
acute  nature.  Special  symptoms  may  be  referred  to  special 
organs  through  which  the  abscess  is  preparing  to  discharge  its 
contents.  In  the  rectum,  tenesmus,  with  a  feeling  of  weight 
and  diarrhcca;  in  the  bladder,  irritability,  with  frequent 
micturition  and  signs  of  catarrh;  in  the  vagina,  fulness,  pain, 
heat,  and  a  IcucorrhcEal  discharge,  indicate  the  site  of  election 
for  bursting.  One  case,  at  least,  has  burst  into  the  stomach. 
Sometimes  the  opening  is  double — as,  for  instance,  through 
rectum  and  abdominal  wall. 

S^fJM  of  Rupture  of  flu  Cyst. — In  about  one-half  of  the  cases 
rupture  of  the  sac  takes  place  before  completion  of  the  full 
term.  This  is  attended  with  simptoms  of  a  most  serious  and 
alarming  nature.  Premonitory  attacks  of  griping  pain  in  the 
lower  abdomen  are  followed  by  a  sudden  seizure  of  agonising 
pain,  often  with  a  sense  as  of  something  having  given  way ;  and 
this  is  rapidly  followed  by  prostration  and  collapse.  During 
this  period  of  "abdominal  collapse"  one  fainting  fit  follows 
another ;  and  the  patient  either  dies  very  soon,  or  slowly  rallies 
to  an  attack  of  ]>eritonitis.  PreQucnily,  con^derable  quantities 
of  blood  are  effused;  in  these  cases,  the  peritonitis  is  late  in 
coming  on,  and  is  not  very  acute. 

The  special  symptoms  of  pregnancy  in  a  hernial  sac,  and  of 
twin  fcetation — one  inside  the  uterus  and  one  outside,  or  both 
outside,— being  simply  cumulative  of  individual  symptoms,  need 
Dot  be  discussed. 
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INDICATIONS  TO  OPBRATB. 

Extra- uterine  pregnancy  may  be  regarded  as  among  tbe 
most  deadly  of  diseases.  Nearly  three-fourths  of  aU  cases 
die ;  and  more  than  one  half  of  these  deaths  is  from  nip- 
tiire  of  ihe  cyst.  Parry  writes :  "  Recoverj'  ia  so  rare  after 
rupture,  ihftt  the  physician  has  no  right  to  allow  the  fact 
that  it  may  occur  to  influence  him  in  deciding  upon  a  [dan  of 
treatment." 

For  such  a  disease,  therefore,  no  lialf-hearted  or  tentative 
measures  arc  to  be  tolerated.  In  some  of  its  aspects  it  is  as 
dangerouB  as  haemorrhage  from  an  artery  of  the  second  magni- 
tude: in  others,  it  may  rank  with  strangulated  hernia;  while 
under  its  most  favourable  comlitions,  it  is  fraught  with  an 
inslability  which  at  any  moment  may  develop  into  acute 
danger. 

Parry's  statistics  of  500  cases  of  extra-uterine  fcetation 
^ve  a  mortality  of  67.2  per  cent.  In  336  cases  the  causes  of 
death  were  mentioned.    The  most  important  are ; 

Rupture  of  Sac       174 

Exhaustion       54 

Peritonitis        34 

Pregnancy        16 

Intestinal  Obstruction   8 

To  these  Lusk'  has  added  103  cases,  occurring  between 
t87j  and  1866,  excluding  cases  of  rupture  in  the  early  stages. 
Of  39  cases  of  abdominal  pregnancy  terminating  in  fistulous 
openings,  9  died.  These,  it  must  be  rcmcml>ered,  arc  often 
regarded  as  examples  of  sjKintaneous  cure ;  and  if  to  the  actual 
high  mortality  is  added  the  probable  continued  impairment  of 
health  or  comfort,  it  will  be  evident  that  spontaneous  discharge 
of  the  fcetus  is  not  a  termination  to  be  hopefully  anticipated. 
Eight  cases  died  before  listula  had  fonned,  at  periods  varying 
from  8  months  to  i^  year.  Of  53  cases  of  laparotomy  per- 
formed at  varying  periods  after  death  of  the  fa:tus,37  recovered 
*  Btil.  UiJ.  Jeun..  Dec.  4tb,  1886. 
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and  15  died.  Of  the  fata!  cases,  only  three— all  cases  of  free 
haemorrhage — could  be  attributed  to  the  operation.  In  all  the 
others,  the  cases  were  almost  hopeless  at  the  time  of  operation ; 
as  Liisk  remarks,  '■  the  resources  of  surgery  are  rarely  successful 
when  practiced  on  the  dying." 

Harris  of  Philadelphia  has  investigated  the  mortality  of 
primary  laparotomy  in  cases  of  extra-uterine  pregnancy. 
Primary  operations  lie  reckons  as  those  performed,  not  only 
while  the  fcetus  is  living,  but  after  it  has  reached  a  viable  period 
of  gestation — thus  adopting  the  ordinarily  accepted  meaning 
of  the  term  "primary."  Of  25  cases  collected,  23  niocheis  died 
and  18  children;  la  mothers  died  of  haemorrhage;  and  this 
haemorrhage  may  occur  during  the  separation  of  the  placenta,  as 
late  as  a  fortnight  after,  as  in  Joseph  Price's  case.  It  is  clear 
that  if  this  class  of  operation  is  to  be  performed,  some  extra* 
ordinary  means  of  controlling  ha^mo^^hage  must  be  adopted. 
Harris'^  recommends  ligature  of  the  vessels  supplying  the 
placenta,  and  its  removal  with  the  cyst  if  possible :  if  this  is  im- 
possible, he  recommends  careful  antiseptic  treatment  of  the 
placenta,  to  prevent  its  decomposition. 


Before  setting  down  the  indications  for  the  major  operation, 
it  will  be  necessary  shortly  to  estimate  the  value  of  certain 
minor  proceedings. 

Evaeuaticti  of  the  Lignirr  Amnii. — Sir  James  Simpson.f  in 
1864,  treated  a  case  by  puncturing  the  cyst  through  the  vagina. 
The  child  was  not  kilictl,  and  the  mother  died  in  three  days. 
Braxton  Hicks,]  in  1865,  by  a  similar  method  succeeded  in 
killing  the  child,  but  the  mother  died  of  haemorrhage.  Two 
years  later,  and  quite  independently,  Greenhalghf  was  .able  to 
record  a  success.  Dr.  James  of  Philadelphia  in  1867  had  a 
success,  which  was  near  being  a  failure.  A  few  successes  and 
more  failures  have  since  then  been  recorded,  and  the  plan  has 
now  been  practically  abandoned. 

*  Amath  »J  Surgity.  July.  iSSr.     1  £4  3Sti.  Jaitni..  March,  1964.  p.  8C5. 

;  Land.  ObiUI.  Sm.  Trani.  iS6fi,  vol   vii,.  p,  gj, 

f  Lanut,  March  13rd.  ^867. 
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Imjtttim  of  Lttkat  Suh^taucrs  into  tht  Fatus  and  surronndiiig 
Fluids. — ^Joulin,  iu  1863,  is  credited  with  the  invention  of  this 
plan;  but  Fricdrich,  in  1864,  was  the  first  to  put  it  into 
practice.  Morphia  was  used,  and  the  case  was  successful ; 
but  >l  is  doubtful  if  it  was  one  of  ectopic  gestation  at  all. 
KochcrI6  followed  with  a  success,  and  olhers  are  recorded. 
Matthews  Duncan  has  combined  the  plan  wtih  electricity;  but, 
in  spite  of  most  persevering,  skilful,  and  painstaking  cSbrls,  with- 
out success.    At  best  this  plan  is  uncertain,  and  it  is  dangerous. 

Elytrotomy. — .\  good  many  ca.ies  ha%-e  been  recorded  of  opera- 
tion by  the  vagina.  Parry  records  15  such  operations,  with  six 
recoveries.  King  of  Georgia,  in  1817,  was  probably  the  first  to 
remove  an  extra-uterine  f<etus  by  vaginal  incision.  Band),  in 
1874,  operated  in  the  same  way,  but  without  success.  Gaillard 
Thomas  used  the  galvano-cautcry  for  division  of  the  tissues, 
and  the  patient  narrowly  escaped  with  her  hfe.  Herman* 
collected  33  coses  of  operation  by  va^na,  and  from  his  consider- 
atioQ  of  these  drew  certain  conclusions  which  arc  worthy  of 
being  quoted:  1.  The  operation  of  opening  an  extra-uierine 
gestation  sac  by  the  vagina  early  in  pregmmcy,  before  rupture 
has  taken  place,  by  the  cautery  knife  or  otherwise,  is  a  dangerous 
and  unscientihc  proceeding.  Abdominal  section  ought  always 
(o  be  preferred  to  this.  2.  Soon  after  rupture  has  taken  place, 
when  interference  is  calk'd  for  to  arrest  hirmorrhagc,  abdominal 
section  is  more  likely  to  succeed  than  vaginal.  3.  When  rupture 
has  taken  place,  and  the  effusion  of  blood  is  followed  by  pyrexia, 
the  indications  for  incision  of  the  vagina  are  the  same  as  those 
in  ha:matocclc  from  any  other  cause.  4.  At,  or  soon  after  full 
term,  before  suppuration  has  taken  place,  there  might  be  con- 
ditions which  indicate  delivery  by  the  vagina  as  preferable  to 
abdominal  section.  These  are:  (a)  When  the  fcctus  is  pre- 
senting with  the  head,  breech,  or  feet,  so  that  it  can  be  extracted 
willtoul  altering  its  position;  (b)  when  it  ts  quite  certain,  from 
the  thinness  of  the  structures  separating  the  presenting  part 
froD)  the  vaginal  canal,  that  the  placenta  is  not  implanted  on 
this  part  of  the  sac,  and  it  is  not  certain  that  the  placenta  is  not 
•  Bril.  MiM.  Joan..  Doc.  3rd.  1SS7. 
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"impSShted  on  the  anterior  abdominal  wall.  5.  If  the  child  can* 
not  be  delivered  by  the  vngina  without  being  liirned,  abdominal 
section  should  be  performed.  6.  No  attempt  should  be  made 
to  remove  the  placenta:  the  sac  should  frequently  be  washed 
out. 

Broadly  speaking,  vaginal  section  may  properly  be  performed 
under  the  above  conditions  when  the  Nlatc  of  parts — a  thin  sac 
and  a  presenting  fa;tus — invites  the  proceeding;  orwhcn  nature 
is  siiowing  a  disposition  to  make  an  opening  through  the 
vagina. 

Robertson'  of  Oldham  has  successfully  operated  by  dividing 
the  perineum,  and  separating  the  walls  of  the  vagina  and 
rectum. 

The  Applicalieit  ef  the  EitctrU  Current. — Voilleinier  is  said  to 
have  first  suggested  electricity;  Caxeaux,  after  liim,  certainly 
did  so.  Bachetti  of  Pisa,  in  1853,  was  the  first  actually  to 
use  electricity  to  kill  the  fcetus,  and  he  was  successful.  Braxton 
Hicks  in  iS66,1  Allen  of  Philadelphia,;  and  others,  by  various 
methods  of  discharge,  sought  the  same  end.  GaiUard  Thomas, 
la  particular,  has  paid  much  attention  to  this  plan  of  killing  the 
ovum,  and  has  done  much  to  improve  and  to  simplify  its  appli- 
cation. He  records  several  striking  cases  of  success.  Dr. 
Ulackwood  of  Philadelphia,^  who  has  paid  a  good  deal  of 
attention  to  this  subject,  strongly  recommends  Faradism, 
because  it  is  controllable  and  acts  with  greater  energy  on 
the  embryo.  Believing  that  it  acts  by  '*  tetaniiEation  "  of  the 
whole  mass  of  the  embryo,  he  would  give  the  maximum  dose 
at  one  »tting,  prolonged  for  an  hour  or  more.  Calvano- 
puncture  he  considers  waste  of  time.  As  now  employed, 
electricity  is  usually  applied  by  means  of  an  induction 
apparatus:  one  electrode  being  placed  on  the  most  pro- 
minent part  of  the  swelling  in  the  vagina,  and  (he  other 
on  the  opposite  side  of  the  tumour  over  the  parietes.  Several 
applications  are  usually  necessary. 

>  Urit  MiJ.  yourn.,  Feb.  ijlli.  tfiSft. 
t  LMi.  Otttel.  Sn.  Tt4ns.,  vol.  vii .  p.  96.     ;  Amir,  jftntm.  OtUtl.,  May.  i9jt. 
I  PMt.  Mid.  MMf  Sarg-  ffr/„  Stpt.  3rd.  18S7. 
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The  position  that  electricity  at  present  holds  as  a  plan  of 
treatment  in  extra-uterine  ftetaiion  is,  that  it  is  suitable  only 
ia  the  early  stages,  where  it  is  not  dangerous  and  is  followed  by 
an  encouraging  degree  of  success.  It  must  be  noted,  that  in 
these  early  stages  diagnosis  is  uncertain  ;  that  the  stimulation 
of  an  electric  discharge  may  induce  to  rupture;  and  that 
danger  is  not  over  when  the  fatus  is  killed.  It  may  not  destroy 
the  vitality  of  the  placenta.  Leopold's  cxperimcntst  with  the 
foetus  in  pregnant  rabbits  would  seem  to  show  that  the  presence 
ol  a  dead  embryo  in  the  abdominal  cavity  is  a  condition  by  no 
means  free  from  danger ',  and  actual  results  in  the  human  female 
show  the  same  thing. 

Electricity  is  the  best  of  all  minor  plans  of  Ofieration;  but 
it  is  not  quite  free  from  danger,  it  ia  not  always  successful,  and 
in  its  limited  application  il  enters  into  competition  with  lapar- 
otomy in  the  same  field  where  laparotomy  Is  most  successful 
in  primary  results,  and  has  also  secondary  results  which  are 
absolutely  perfect. 

A  dispassionate  consideration  of  the  natural  terminations  of 
the  disease,  and  of  the  effects  of  minor  modes  of  treatment^ 
almost  drives  one  to  the  conclusion  that,  at  all  stages  and  under^ 
all  circumstances  (excluding  the  exceptional  cases  wherein  ely- 
trotomy  is  permissible),  atidominal  section  is  the  best  treatment. 
In  the  early  stages  and  before  rupture,  abdominal  section  oughtj 
to  be  a  very  simple  and  successful  proceeding.      Even  during! 
the  alarming  state  produced  by  rupture,  one  surgeon  (Tait)  ca 
sliow  a  record  of  35  operations  with  two  deaths.     Between  the 
fourth  and  ninth  months  the  dangers  to  the  patient  arc  least; 
the  next  period  of  danger  comes  on  at  term.       But  if  the  risk 
to  the  patient  during  those  five  niontlis  is  stationary,  the  dar 
of  operation  is  weekly  added  to.    The  size  of  the  fwtus  increases'' 
the  magnitude  of  the  operation  :   if,  as  is  likely,  operation  will 
be  called  for  at  the  end  of  nine  months,  why  wait  for  that  time, 
when  the  dangers  are  so  mudi  greater?     As  a  result  of  oper- 
ation, a  living  mother  and  a  living  child  can  be  credited  only  to 
two  surgeons — Jcssop  of  Leeds,  and  A.  Martin  of  Berlin.    Th« 
f  AKkiv.  Ji>  GjH.  ana Mtd.  Timtt^iU  Cm..  t8S>,  ml  1.,  p.  41. 
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wise  practice  is,  that  the  less  important  life  shall  give  way  to 
the  more  importniit ;  that  where  sacrifice  is  called  for,  the  child 
must  give  way  to  the  mother.  It  happens  that  the  period  which 
is  least  dangerous  to  the  mother  is  most  dangerous  for  opera- 
tion— speaking  of  the  whole  period  as  oWe.  But  there  is  great 
difference  in  risk  between  an  operation  performed  in  the  lifth 
month,  and  one  in  the  nintli.  To  the  latter  operation,  where 
the  child  is  living  and  viable,  the  name  "  Primary"  has  been 
given ;  the  operation  after  full  term,  when  the  child  is  dead, 
has  been  called  "  Secondary."  This  nomenclature  is  mis- 
leading. 

A  Primary  operation  is  performed  at  th«  worst  possible 
periodi  as  regards  the  safety  of  the  mother.  The  results,  so  far> 
have  been  25  operations  with  23  deaths.  One  of  the  successes 
was  Jessop's  famous  case,  where  both  mother  and  child  were 
saved.  Martin  ot  Berlin  had  the  other  success ;  the  child, 
however,  was  deformed  and  moribund.  Indeed,  if  the  child  is 
viable,  or  even  if  the  case  has  passed  the  sixth  month,  it  is 
very  doubtful  whether  it  would  not  be  better  practice  to  wait 
till  the  period  of  false  labour  has  passed  by,  and  operate  when 
the  child  is  dead  and  the  placental  circulation  has  ceased.  Of 
course,  the  case  must  be  carefully  watched,  and  any  indication 
of  change  promptly  met. 

]  would  summarise  the  indications  foroperation  by  abdominal 
section,  in  extra-uterine  fcetalion,  as  follows : 

I.  In  all  cases  before  the  period  of  expected  tubal  rupture 
(3)  to  3]  months),  in  fact,  as  soon  as  the  condition  has  been 
discovered,  should  electricity  fail  to  kill  the  ovum. 

II.  In  all  cases  of  tubal  rupture,  as  soon  as  possible  after  the 
condition  has  been  diagnosed. 

III.  In  all  cases  up  to  the  fourth  month  in  which  the  fa:tus 
continues  to  live.  Between  the  fourth  month  and  the  period  of 
lialso  labour,  operation  is  not  advisable. 

IV.  In  all  cases  after  false  labour  when  the  child  is  dead 
and  the  amnion  absorbed.  If  suppuration  takes  place,  operation 
is  imperative;  if  the  fcclus  is  quiescent,  operation,  though 
advisable  in  the  view  of  preventing  further   trouble,  is  not 
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urgent.  Absorption  of  amnion  t3  waited  for,  because  this 
indicjites  cessation  of  circulation  in  the  placenta. 

V.  in  all  casus  where  the  condition  endangers  the  life  of  the 
mother. 

Speaking  broadly,  dperation  ouglit  not  to  he  left  as  a  last 
resort :  it  ought  to  he  ranked  as  a  mode  of  treatment.  The 
natural  course  of  the  gestation  being  intelligently  foreseen,  the 
best  treatment  ought  to  be  available  at  all  limes,  and  not  only 
when  a  cata&lrophe  has  taken  place.  The  following  case^ 
points  its  own  moral:  "In  October,  1875,  three  prominent 
Philadelphia  obstetricians  met  daily  in  consullalioD  for  sixteen 
days  over  the  case  of  a  lady  who  was  suffering  the  pains  of 
false  labour.  ...  As  they  could  not  promise  the  husband 
that  an  operation  would  probably  save  the  life  of  his  wife,  they 
waited  for  the  time  to  come  when  they  could  do  this;  but, 
while  doing  so,  and  when  the  lady  appeared  to  be  getting 
belter,  slie  was  suddenly  seized  with  agonising  pains,  followed 
at  once  by  a  state  of  collapse,  and  died  in  thirty  minutes." 


THB  OPRRATION. 

Laparotomy  for  ectopic  gestation  may  be  conveniently 
described  as  five  varieties  of  procedure : 

I.  Removal  of  the  sac  in  the  early  months. 
II.  0|>cration   on  account   of  hicmorrhagc  from  lubaJ 
rupture. 

III.  Operation  while  the  child  is  alive,  between  the  fourth 

month  and  the  full  term. 

IV.  Operation  for  rupture  of  the  sac  after  false  labour. 
V.  Operation  with  a  dead  or  decomposing  fcetus. 

Rmtetmi  of  the  Sac  be/ore  the  Fourth  Month. — This  operation— 
*'  L.aparo -cystectomy,"  as  it  has  been  called — is  of  the  simplest 
possible  nature.  It  is  essentially  half  the  operation  of  Removal 
of  the  Uterine  Appendages — or  even  less  than  this,  for  the 
ovary  need  not  necessarily  t>e  removed. 

*  H»xx^  Inltntt  Cyief.  Smg,.  vol.  rl..  p.  7S4. 
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The  ubdomcn  being  opcncJ,  the  situation  and  connections  of 
the  cyst  arc  made  out  by  two  fingers  passed  into  the  cavity, 
The  tumour  is  genily,  and  without  unduly  compressing  it,  drawn 
to  the  surface.  A  suitable  site  for  a  pedicle  is  selected,  with  or 
jrithout  the  ovury  included,  according  to  the  situation  of  that 
rgan;  ligatures  arc  placed  around  it,  and  the  tumour  is  cut 
away.  In  most  cases  the  Stadbrdsliire  knot  will  be  found  per- 
fectly efficient.  If  the  pedicle  is  very  broad,  two  StalTordshire 
knots,  or  n  chain  ligature,  may  \ie  substituted. 


Opemtion  for  Hemorrhage  from  Rupture  of  Tubai  Gestation. — The 
primary  object  of  operation  here  is,  to  clieck  haemorrhage :  with 
this  we  associate  removal  of  extravai^atcd  blood  from  the  ab- 
dominal cavity,  extraction  of  the  ovum,  and  also  removal  of  the 
gestation -sac.  The  operation  is  performed  while  the  patient  is 
suffering  from  acute  amemia,  possibly  from  profound  collapse. 

When  the  abdomen  is  opened,  there  will  probably  be  an 
escape  of  blood,  and  the  pelvis  will  be  found  more  or  less  com- 
pletely filled  with  blood-clot.  Through  the  clot  ihe  fingers  are 
pushed  to  the  fundus  uteri,  and  passed  along  each  broad  liga- 
ment embracing  the  Fallopian  tubes.  The  site  of  gestation  will 
be  made  out  as  a  soft  boggy  enlargement  of  varying  size  and 
conHiitiency,  according  as  the  ovum  remains  insitu  or  not.  This 
is  brought  to  the  surbce,  and  examined  for  a  root.  A  pedicle 
is  fixed  upon,  ligatures  are  placed  and  tied  in  a  suitable  manner, 
and  the  whole  sac  is  cut  away.  It  is  a  better  as  well  as  a 
^Kcdier  plan  to  cut  away  the  whole  sac,  than  to  endeavour  tc 
stem  bleeding  from  the  rent.  Rarely  docs  the  complete  ovum 
remain  in  the  sac.  Sometimes  the  placenta  is  found,  while  the 
foetus  h.t.s  eiicapud ;  and  frequently  the  entire  ovum  is  extruded, 
and  lies  amidst  the  blood-clots. 

The  extravasatcd  blood  is  removed,  at  first,  by  the  fingers  or 
hand;  then,  by  irrigation  with  n  hot  aseptic  fluid:  ;ind  finally, 
by  sponging.  These  manipulations  may  demand  prolongation 
of  the  parietal  incision.  When  the  cavity  is  dry,  the  wound  is 
closed  in  the  ordinary  manner. 

In  many  cases  the  indication  to  operate  is  simply  an  alarm- 
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ing  pelvic  haEmorrhage,  and  the  diagnoftis  is  frequenlly  made 
only  after  operation.  This  is  of  no  consequence  in  respect  of 
treatment.  The  lirsl  indication  of  extra-uterine  pregnancy  may 
be  this  alarming  haemorrhage,  foUowiog  rupture  of  the  sac:  an 
intra -peritoneal  hsemorrbage  is  most  frequently  of  this  nature, 
and  we  must  promptly  act  on  this  presumption.  No  patient 
should  be  permitted  to  die  while  wc  wail  for  the  evolution  of 
diagnostic  signs. 


Opiraiion  Mteetn  tht  Fourth  Month  aiiJ  the  full  Ttrm,  while  the 
Child  is  Aim. — Although  the  operative  details  are  e&sentially  the 
same  between  the  end  of  the  fourth  and  the  end  of  the  ninth 
month,  the  operative  results,  so  far  as  the  mother  is  concerned, 
arc  very  difTerent.  Apart  from  the  shock  of  the  operation,  which 
is  naturally  greater  after  removal  of  a  large  foetus  than  of  a  small 
one,  the  chief  danger — hamorrhage — is  increased  with  tlie  age, 
and  consequently  the  size,  of  the  placenta.  As  already  re- 
marked, the  primary  operation,  so  called,  for  delivery  of  a  viable 
tetus  is  not  to  be  recommended,  unless  urgent  symptoms  on  the 
mother's  part  call  for  it.  And,  generally  speaking,  the  condition 
of  the  mother,  before  the  child  is  viable,  is  the  call  to  operate. 
Diarrhoea,  rectal  or  vesical  tenesmus,  irritation  or  inDammation, 
repealed  attacks  of  pain,  increasing  weakness  and  such  S)-mp- 
toms,  will  usually  be  present  in  patients  submitted  to  the 
operation  here  described. 

The  leading  features  of  the  operation  arc :  incision  of  the 
sac  (if  there  is  one),  removal  of  the  foetus,  cleansing  the  cavity 
of  the  sac,  stitching  its  edges  to  the  abdominal  opening,  and 
leaving  the  placenta  to  be  separated  by  natuml  processes.  But 
an  endless  variety  in  detail  may  be  expected,  demanding  the 
exhibition  of  skill,  dexterity,  aiul  tact  on  the  part  of  the 
surgeon. 

Thus,  intesline  may  be  found  closely  adherent  to  the  sac  at 
the  site  where  it  is  most  desirable  to  lay  it  open.  Or,  the 
placenta  may  be  placed  so  that  it  is  impossible  to  enter  the  sac 
from  the  front  without  passing  through  its  substance.  The 
surgeon  must  ilo  his  best  to  aim  at  a  minimum  of  traumatic 
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•lislurbaDCC,  with  efficient  lechoical  completion  of  the  steps  of 
the  operation. 

Supposing,  as  in  Jcssop's  case,  that  there  i»  no  sac,  the 
operation  is  of  the  simplest  nature.  The  fcctus  is  removed,  the 
cord  is  divided  and  tied,  a  drainage  tube  is  placed  with  its 
extremity  near  to  the  attachment  of  the  placenta,  and  the  end 
of  the  cord  is  left  hanging  out  of  the  wound.  The  subsequent 
treatment  is  most  important.  The  abdomen  is  kept  dry  by 
repeatedly  sucking  out  extravasated  fluids  through  the  tube; 
and,  if  necessary,  abdominal  iriigation  is  emjiloyed.  The  pla> 
cental  debrit  are  thus  removed :  should  the  placenta,  or  portions 
of  it,  slough,  it  may  be  wise  to  enlarge  the  abdominal  opening, 
to  permit  of  its  removal  or  facilitate  its  escape. 

Should  it  seem  feasible  to  remove  the  placenta  without 
greatly  adding  to  the  risk,  this  may  be  done.  Martin,  in  his 
successful  case,  did  so.  But  in  most  cases,  and  particularly  if 
the  sac  can  be  shut  oS'  from  the  general  cavity,  this  is  not 
advisable.  If  there  is  np  sac,  to  remove  the  placenta  will  rarely 
be  possible,  and  slifl  more  rarely  proper. 

Intestine  adherent  to  the  sac  at  the  point  elected  for  opening 
must  be  separated  with  great  care  and  delicacy.  This  is  best 
done  by  peeling  it  off  with  sponges;  if  a  cutting  instrument 
must  be  used,  and  it  is  difficult  to  follow  the  line  of  attachment, 
it  13  wiser  to  borrow  extra  tissue  iiom  the  sac  than  from  the 
bowel.  Indeed,  it  may  he  a  good  plan  to  cut  out  the  adlierent 
portion  of  sac  and  leave  it  attached  to  the  bowel,  using  the 
opening  so  made  for  delivery  of  the  fcctus. 

"  The  golden  rule  for  the  operation  is,"  says  Tait,  "  to  avoid 
touching  the  placenta."  The  site  of  placental  attachment  is 
not  usually  obscure  in  these  cases.  Dark  coloration  of  the  sac- 
wall,  with  the  ordinary  signs  of  abundant  vascularisation,  and, 
not  infrequently,  intimate  adhesions  to  contiguous  structures, 
mark  the  placental  site.  Ever)-  legitimate  effort  must  be  made 
to  avoid  it ;  but  if  it  cannot  be  avoided,  it  must  be  cut  through. 
As  soon  as  it  is  cut,  its  edges  must  be  grasped  in  large  T-sliaped 
compres&ing  forceps ;  and  haemorrhage  may  be  permanently 
checked  by  carrying  a  shoemaker's  or  chain  suture  around  the 
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opening,  and  including  both  placenta  and  sac.  When  the  ends 
are  pulled  tiglil,  this  form  of  suture  will  cause  puckering  of  the 
^p  to  any  extent  desired,  when  its  edges  may  t>c  convaiiently 
fixed  in  the  wound. 

If  there  is  much  fluid  in  the  sac,  this  may  be  removed,  by 
tapping  uT  aspiration,  before  the  inci&ion  is  iqade,  so  as  to  save 
future  sponging.  The  incision  in  the  sac  ts  made  preferably  in 
the  direction  of  the  abdominal  wound.  But  if  avoidance  of 
placenta  or  adherent  intestine  is  gained  by  making  the  incision 
in  another  direction,  this  direction  may  be  followed.  When  the 
ftttus  is  extracted  the  sac  collapses,  and  there  is  no  difficulty  in 
bringing  its  cut  margins  (o  the  surface. 

During  extraction  of  the  fu;tus  the  edges  of  the  opening  in 
the  sac  are  pulled  forwards  by  forceps,  so  as  to  guide  the  fluids 
over  the  parietcs.  The  cavity  is  cleansed  and  mopped  out,  and 
the  cord  is  [ch  hanging  out  of  the  wound.  The  edges  of  the 
opening  in  tlie  sac  are  carefully  stitched  to  t1>e  skin  at  the 
bottom  of  ihc  wound,  leaving  an  opening  large  enough  to  admit 
the  largest  size  of  drainage  tube,  and  along'  side  of  it  the  lun* 
bilical  cord.  It  would  be  good  practice  to  surround  the  cord 
with  a  roll  of  gutta-percha  tissue.  The  abdominal  incision  is 
fiaally  closed  down  to  the  attachment  of  the  sac. 

Sponging  and  sponge -packing  will  have  been  employed  at 
every  step  where  necessary,  to  soak  up  fluid  or  protect  ab- 
dominal organs. 

Supposing  the  sac  is  covered  by  peritoneum — that  is,  sup- 
pasing  the  ovum  has  developed  between  the  laj'ers  of  the  broad 
ligament — we  may  expect  to  find  the  whole  pelvic  peritoneum 
elevated,  thickened,  and  vascular.  Instead  of  the  thin  fibrous 
tissue,  traversed  by  large  vascular  trunks,  met  with  in  adven- 
titious sacs,  we  here  have  to  deal  with  thick,  succulent,  cellular 
tissue,  abundantly  supplied  with  minute  vessels.  Haemoribage 
is  therefore  likely  to  l>c  troublesome,  on  making  ihe  incision; 
but  it  may  be  controlled  in  the  way  Tccomn>cndcd.  In  such 
cases,  delivery  by  vagina  may  be  substituted  with  least  dis- 
advantage. 

Free  drainage,  combined  with  irrigation,  and.  if  necessary, 
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dilatfttion  of  the  ojienin;;,  to  jH-rmit  escape  of  the  separated 
placenta,  inchide  the  subsequent  details  of  treatment. 

Rarely  is  it  advisable  to  attempt  complete  removal  of  the 
sac.  In  the  early  stages  of  ventral  gestation,  while  the  sac  is 
small  and  il«  connections  neither  intimate  nor  numerous,  it  may 
be  possible  to  shell  the  whole  out.  In  such  proceedings,  how- 
ever, bleeding  may  be  difficult  to  control,  either  because  its 
source  lies  deeply  in  the  pelvis,  or  because  it  arises  from 
numerous  points  of  adhesion  to  intestine  or  other  imporUnt 
visciis. 

Offratiati  for  liupture  during  Spurious  Labour, — Here  the  plan  of 
Operation  is  decided  for  us.  The  fcetus  being  removed,  and  the 
extravnsated  blood  and  other  fluids  having  been  mopped  up, 
the  rent  in  the  sac  is  examined  for  bleeding  points.  Locking 
forceps  are  placed  on  these,  and  left  attached.  A  deliberate 
examination  of  the  state  of  parts  is  now  instituted.  If  the  rent 
is  in  front,  the  operation  is  concluded  as  if  it  had  been  inten- 
tionally made  there,  by  suturing  its  edge  to  the  parietal  wound, 
If  it  is  behind,  or  so  situated  that  its  lips  cannot  be  brought  to 
the  surface,  a  variety  of  methods  are  possible.  It  is  inadvisable 
to  permit  the  discharges  from  the  sac  to  escape  into  the  ab- 
dominal cavity ;  therefore,  the  rent  should,  if  possible,  be  closed, 
and  an  opening  made  in  front,  below  the  parietal  wound.  This 
opening  need  not  be  so  large  as  if  the  fa,-tus  had  to  be  delivered 
through  it ;  sufficient  space  to  admit  the  drainage  tube  and  the 
umbilical  cord  is  all  that  is  wanted.  Throiigh  this  opening 
measures  may  be  adopted  to  close  the  rent,  cither  temporarily 
by  T-shaped  pressure  forceps,  or  permanently  by  a  continuous 
suture  through  the  mfolded  edges.  The  sac  is  then  treated  as  if 
it  had  not  been  ruptured.  It  will  always  be  advisable  to  place 
a  drainage  tube  in  the  abdominal  cavity,  and  retain  it  there  for 
a  day  or  two,  until  there  is  evidence  that  there  is  no  leakage 
from  the  rent. 

O^tmtion  teitk  a  DiaJ  or  Decempoiing  Fatus. — This  proceeding 
is  usually  called  for  after  the  period  of  false  labour,  when  symp- 
toms arise  which  indicate  danger  to  the  mother.    The  conditions 
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which  give  rise  to  these  symptoms  are  very  varied,  and  the 
details  of  the  operation  will  be  similarly  varied.  In  fact,  to 
describe  the  average  couiEe  of  one  operation,  in  the  midst  of 
the  endless  varieties  met  with,  would  be  impossible.  From 
removal  of  a  gangrenous  sac  containing  a  putrid  ovum,  with  per- 
haps resection  of  bowel,  down  to  simple  opening  and  drainage  of 
an  abscess,  we  must  be  prepared  for  almost  any  contingency. 

Thornton*  succeeded,  after  much  difficulty,  in  removing 
the  whole  gestation-sac  as  well  as  fcetus.  The  cyst-wall  was 
rotten,  and,  during  the  manipulation  necessary  for  separattng 
the  abundant  intestinal  adhesions,  rupture  took  place,  and 
clotted  blood,  followed  by  a  withered  foetus,  escaped. 

Nottat  records  a  case  on  which  M.  Uoilly  operated,  and  m 
which  intestinal  obstruction  was  present.  The  fcetus  had  been 
carried  for  eight  years,  and  the  cyst  was  very  intimately  adherent. 
A  loop  of  intestine  was  found  strangulated,  and  the  constriction 
was  divided.  The  patient  died ;  and  after  death  a  second 
strangulation  was  found.  A  preparation  in  the  Bristol  Iniir- 
niarj'  museum  shows  strangulation  of  a  double  loop  of  bowel 
by  adhesions  around  a  gestation-sac. 

In  Galabin'sJ  case  of  extra  -  uterine  and  tntra-uterine 
gestation  combined,  the  sac  was  so  friable  that  it  could  not 
be  stitched  to  the  abdominal  wall ;  and  death  was  probably 
caused  by  the  uterus,  in  the  premature  expulsion  of  its  own 
foetus,  contracting  away  from  the  extra-uterine  placenta  which 
was  attached  to  its  surface,  and  so  causing  hEcmorrhagc. 

Breudel  J  operated  successfully  on  a  case  where  there  was 
absolute  constipation  for  four  weeks.  In  this  case  the  foetus 
was  not  decomposed,  the  placenta  was  almost  separated,  and 
the  operation  presented  no  serious  difficulties. 

SpaatoD  11  operated  successfully  on  a  case  in  which  symptoms 
of  peritonitis  had  existed  for  two  months.  A  macerated  foetus 
and  putrid  purulent  iluid  were  found  in  the  sac,  and  very  extea- 

*  Oiltrt.  Trtml.,  vol.  niv.,  iSSa.  p.  St. 

I  Png  Mli .  t8&4.  xii .  p.  196.       ;  OtiUt.  Tnai.  iSSi.  vol.  km.,  p  81, 

I  Cntralit./.  Cjn.  Ocl.  Ijtfa.  iSSj.  p.  649. 

I.  Bra.  JtfMf.  jMint..  JBJQ.  mil.  1884. 
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sive  intestinal  adhesions  were  present.    Drainage  of  the  abdomen 
as  well  as  of  the  sac,  and  daily  irrigation,  were  employed. 

One  of  the  most  remarkable  of  these  cases  was  operated 
upon  with  success  by  the  late  Dr.  Angus  Macdonnld.*  The 
woman  at  lh<;  end  of  the  sixth  month  was  seized  with  dysuri* 
and  pain  in  the  lower  abdomen;  three  weeks  later  a  santous 
vagina]  discharge  appeared,  with  cedcma  of  ihe  left  leg.  Hectic 
supervened,  and  the  patient  was  brought  to  a  very  low  ebb. 
At  the  ojieration  it  was  found  that  the  cyst  had  opened  into  the 
tntcsltnc;  and  the  fcetns  lay,  surrounded  with  ficculcnt  Buids,  in 
a  sac,  part  of  whose  wall  was  formed  by  intestine.  Resection 
of  the  semi -gangrenous  gut  was  at  once  carried  out,  and  the 
abdomen  closed  after  being  thoroughly  cleansed.  The  patient 
made  an  cxcellont  recovery, 

While  these  sheets  were  passing  through  the  press,  I  had 
to  operate  on  a  patient  in  the  Bristol  Infirmary,  with  an  exlra- 
utertne  fcctation,  about  five  months  after  the  period  of  spurious 
labour.  The  fcetus  lay  in  its  membranes  quite  free  in  the  ab- 
dominal cavity:  but  .idherent  to  bowel,  intestines,  and  parictes. 
The  adhesions  were  broken  down  with  great  ease,  not  a  vessel 
had  to  be  tied,  and  the  operation  was  concluded  without  any 
difficulty  whatever.  The  membranes  were  (juite  intact,  lying 
closely  over  the  limbs  and  trunk  of  the  child.  The  head  was 
putrefying.  The  placenta  was  firmly  attached  over  the  fundus 
of  the  bladder  and  was  not  disturbed.  There  was  not  a  trace  of 
f<elal  sac.  The  fcetus  appeared  to  be  one  of  about  the  seventh 
month. 

No  two  cases  are  alike,  and  no  general  rules  can  be  laid 
down  for  their  treatment.  Litzmann  has  collected  33  casea,  34 
occurring  between  1870  and  1880 ;  there  were  19  recoveries. 

Before  laying  open  a  sac  which  may  contain  very  putrid 
natenal,  the  aspirating  needle  should  be  used,  to  draw  ofT 
sufficient  fluid  to  cause  relaxation  of  the  sac-walls,  and  to  permit 
of  tlie  site  elected  for  opening  being  drawn  to  the  surface  by 
forceps.  Sponge •  packing  around  the  sac  should  always  be 
employed;  and  thorough  cleansing  of  the  abdominal  cavity 
•  Aif  MlJ.  jfeufh  .  Feb .  iH&t.  p  697. 
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ought  to  be  carried  out.  When  th«  sac  is  empty,  the  Angers 
should  be  carried  around  it  everywhere,  to  make  certain  tliat 
there  is  no  strangulation  of  inte&tine.  The  pLtceiita,  unless  it  is 
loose  or  partially  detached,  ought  not  to  be  disturbed. 

If  Ihcrp  is  a  suspicion  of  general  peritonitis,  or  if  any  of  the 
fluids  have  escaped  from  tlie  sac,  abdominal  drainage  ought  to 
be  used,  as  well  as  drainage  of  the  sac.  Irrigation  of  the  sac 
with  antiseptic  fluids  is  useful,  both  ns  helping  to  remove 
placental  dibris,  and  as  protecting  from  septic  absorption. 

U  is  a  great  advantage  in  these  cases  to  find  that  the 
placental  circulation  has  ceased,  because  then  that  body  can  be 
removed  without  risk  of  causing  hii^morrhnge  or  laying  open  the 
maternal  sinuses  to  the  danger  of  septic  infection.  Unfortunately 
there  arc  no  means  of  ascertaining  beforehand  when  the  placental 
circulation  has  ceased.  Expeiience  is  no  guide;  for.  while 
Schroeder  in  one  case  found  olihteration  of  the  vessels  three 
weeks  after  the  death  of  ihc  ftetus,  Dcpaul,  in  another  case  in 
which  fa'tal  death  had  occurred  four  months  previously,  foimd 
the  placental  circulation  still  going  on,  and  lost  his  patient  from 
hemorrhage.  After  the  child  is  dead,  if  there  is  no  urgency  we 
may  wail;  every  week  that  passes  adds  to  the  probability  that 
obliteration  of  the  placental  vessels  has  taken  place.  On  the 
earliest  appearance  of  troublesome  symptoms,  operation  sliould . 
be  performed. 

These  operations,  properly  conducted,  are  not  so  fatal  aa 
might  Ix:  expected.  Thus,  Gaillaid  Thomas  saved  four  cases 
on  wliich  he  operated ;  Tait  has  lost  only  one  out  of  seven :  and 
individual  examples  of  mo«t  dilTicutt  and  unpromising  operations 
conducted  to  success  arc  daily  becoming  more  numerous. 


OPERATION    FOR   "  UI53EU    UtBOUR."      I>RBCKAMCY   1\  ONK    IIORH 
OP   A   BICORNSD    UTBRUS. 

Only  3  very  few  examples  of  this  condition  have  been 
recorded,  and  still  fewer  operations.  Some  of  the  cases  might 
be  read  as  so-called  interstitial  pregnancies;  that  is  to  say,  as 
pregnancies  in  that  part  of  the  tube  which  passes  through  the 
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uterus.  Others  might  have  been  tnie  extra-uterine  pregnancies, 
which  had  forced  thctr  way  by  ulceration  into  some  (ijirt  of  the 
genital  tract.  But  a  sutlicicnt  mtmbcr  of  cases  have  been 
recorded  by  competent  observers  to  prove  beyond  a  doubt  that 
pregnancy  may  proceed  to  full  term  in  one  horn  of  a  bicurned 
urerus,  and  tliat  when  labour  conies  on  at  lenu  it  may  not  result 
in  discharge  of  the  forliis.  Angus  Macdonald  hdd  that  all 
examples  of  '■  missed  labour  "  arc  probably  cases  of  uni-comual 
pregnancy.  Whether  this  be  so  or  not,  it  is  certain  tiiat  the 
anatomical  and  physiological  peculiarities  of  pregnancy  in  one 
horn  of  a  bicorncd  uterus  will  explain  most  cases  of  missed 
labour.  If  this  is  not  a  proved  fact,  it  is  certainly  a  good 
working  hypothesis. 

Anatomical  Conditions. — In  the  cases  of  uni.comual  jiregnancy 
which  have  resulted  in  missed  labour,  tiiere  has  always  been 
found  eithoc  complete  absence  of  communication  with  the 
general  cavity,  or  only  a  small  opening  incapable  of  being 
dilated.  The  pregnancy  takes  place  in  an  olfshoot  oi  diverticu- 
lum of  (he  uterine  cavity,  so  to  speak ;  the  ovum  is  completely 
surrounded  by  uterine  muscular  libre;  at  no  part  is  there  tissue 
like  the  cervix,  which  will  soften  and  dilate,  and  uterine  con- 
tractions simply  result  in  compression  of  the  ovum.  The  fibres 
around  the  opening  contract  as  much  as  the  fibres  at  the  fundus; 
and  iheii  contractions  efTectually  bar  the  way  against  delivery. 
In  fact,  the  balance  of  muscular  force  is  away  from  the  genital 
canal :  for  the  sac  is  usually  thickest  below,  the  reverse  of  what 
exists  in  normal  gestation.  In  two  of  the  published  cases  no 
communication  was  discovered  with  the  general  cavity. 

The  shape,  attachment,  and  relations  of  the  tumour  are 
easily  understood.  It  is  not  completely  globular,  but  bluntly 
conical.  Somewhere  on  the  side  opposite  its  uterine  attach- 
ment, and  elevated  as  in  normal  pregnancy,  are  the  uterine 
appendages,  ovary,  and  Fallopian  lube ;  and  the  round  ligament 
may  also  be  obscr\'cd,  elevated  and  thickened.  The  uterine 
appendages  of  the  opposite  side  arc  found  low  down,  attached  to 
ihc  unalTected  comu.  The  tumour  does  not  lie  symmetrically, 
but  towards  the  side  from  which  it  originates. 
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TbeconlenlsoFthesacarc — thu  dead,  and  i>crlMp«  macerated, 
fccius ;  and  fluids  of  varj-ing  character,  according  as  to  whether 
decomposition  has  advanced. 

Diagnosis. — The  history  of  a  pregnancy  advancing  to  full 
tenn :  a  fruitier  labour,  followed  by  jtymptoms  of  death  of  the 
child;  an  obtiqiicly-placcd  abdominal  tumour,  rounded,  smooth, 
and  movable,  with  a  uterine  cavity  liltic  or  not  all  increased  in 
depth,  ought  to  suggest  uni-comual  pregnancy,  with  missed 
labour.  Occasionally  there  is  a  discharge  of  decidua  from  tho 
unimpregnaicd  horn  at  term,  and  menstruation  may  occur 
regularly  from  the  time  of  labour. 

A  physical  examination  reveals  a  normal  cervix ;  a  uterus  of 
normal  depth,  closely  attached  to  the  tumour,  and  pushed  to 
the  opposite  side;  and  a  tumour  with  the  characters  just  de- 
scribed. The  presence  of  a  fa-tus  t*  to  be  looked  for  by  the 
ordinary  means.  In  Litzmann's  case,  the  fcetal  head  was  found 
resting  on  the  pelvic  brim.  Finally,  the  uterus  may  be  dilated, 
and  an  opening  looked  for  in  its  interior.  In  Litzmann*5  case, 
putrid  fluid  flowed  continuously  from  a  ver)-  small  opening. 

0/vrativt  Trtalmtnt. —  In  all  cases  the  only  treatment  is  by 
operation:  and  the  best  operation  is  laparotomy,  with  complete  ' 
removal  of  the  sac  and  its  contents.  I  know  of  only  five  cases 
of  operation,  the  operators  being  Salin  of  Stockholm,  Litzmann, 
Sanger.  Wiener,  and  Macdonald.  The  last  operator  has  given 
a  particularly  clear  and  full  account  of  his  case;  *  and  has,  at 
the  same  time,  summaiiscd  and  reviewed  other  cases.  The 
operation  was  practically  identical  in  each  case,  and  four  of  the 
five  cases  recovered.  Wiener's  casct  occurred  in  the  end  of 
1684.  and  was  not  known  to  Macdonald.  He  treated  the  slump 
by  the  intra- peritoneal  method,  and  got  a  favourable  result. 
Prof.  Schultzc  of  Jena;  has  amputated  one  hall  of  a  bicorncd 
uterus  in  which  the  placenta  was  retained.  The  child  was  bom  at 
the  seventh  month.  The  midwife  had  torn  away  the  cord  in  her 
efforts  to  remove  the  .tdhereni  placenta.    The  patient  recovered. 

The  operation  is  of  the  simplest  possible  nature.  The  tumour 
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is  delivered  through  the  incision,  clamped  by  a  wire  serre-nceud 
at  its  neck,  and  cut  away.  The  pedicle  is  trimmed  and  dressed 
exactly  as  in  Porro's  operation. 

As  the  fluids  in  the  cyst  may  be  putrid,  the  tumour  should, 
if  possible,  be  delivered  without  being  tapped.  But  if  the  cyst 
is  very  large,  there  is  no  objection  to  the  removal  of  fluid  by 
tapping,  provided  the  site  of  puncture  is  carefully  guarded.  In 
every  case,  to  prevent  the  sudden  emptying  of  the  sac  over  the 
abdomen  as  it  is  cut  off  above  the  clamp,  a  second  clamp  should 
be  placed  above  the  first,  and  the  pedicle  divided  between  them. 


Section   VI. 


OPERATIONS  ON  THE  STOMACH. 


A  CONSIDERABLE  number  of  operations  are  now  performed  on  the 
digestive  organs.  Most  of  these  are  undertaken  on  account  of 
some  obstruction  to  the  passage  of  aliment  or  excrement ;  and 
are  chiefly  of  the  nature  of  resections  of  new  growths,  removal 
of  various  causes  of  obstruction  or  strangulation,  and  the 
establishment  of  fistulse  below  constrictions  which  prevent  the 
ingestion  of  food,  or  above  constrictions  which  prevent  the 
discharge  of  excrement. 

For  the  performance  of  these  operations,  the  surgeon  must 
be  familiar  with  a  number  of  special  technical  manipulations, 
some  of  them  of  great  delicacy.  It  is  essential  also  that  he 
should  have  an  acquaintance  with  the  topography  of  the  viscera, 
not  only  anatomical,  such  as  may  be  acquired  in  dissecting 
rooms,  but  also  practical,  such  as  may  be  picked  up  in  the 
deadhouse.     The  fingers,  inserted  through  openings  made  in  the 
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parietes,  are  made  to  explore  the  cavity  in  all  directions,  giving 
a  practical  and  tactile  actjuainlance  with  the  position  of  the 
viscera,  as  well  as  with  their  consistency,  shape,  distance  from 
the  surface,  and  many  other  peculiarities.  I  would  strongly 
urge  the  importance  of  this  post-mortem  study  of  the  abdominal 
viscera  by  toucli.  There  is  no  substitute  for  it  but  great 
practice  in  ojtcraling;  and  the  experience  so  gained  is  liable  to 
be  cos^tly  to  the  patients.  Every  operation  ought  first  to  be 
performed  on  the  cadaver. 

I  believe  it  is  not  generally  appreciated  how  much  of  the 
abdominal  cavity  may  be  explored  by  a  single  finger  inserted 
through  an  opening  an  inch  in  length.  In  a  subject  of 
average  size,  through  an  opening  midway  bciwten  the  pubes 
and  ihe  umbilicus  we  may  examine  the  whole  of  the  true  pelvis, 
and  the  abdominal  cavity  as  high  as  the  kidneys  laterally,  and 
the  greater  curvature  of  the  stomach  in  the  middle  hne.  With 
two  fingers  a  greater  distance  may  be  reached.  The  topography 
of  the  abdomen,  from  a  surgical  point  of  view,  is  best  learnt  in 
this  way.  Anatomical  knowledge  tells  us  where  to  make  an 
incision  in  order  to  reach  a  certain  organ ;  but  the  educated 
fingers  inserted  through  this  incision  must  recognise  the  organ, 
and  bring  it  within  reach  of  the  operator.  The  hollow  viscera 
arc  not  alwa>'S  to  be  found  in.tlieir  anatomical  positions.  Indeed, 
when  there  is  occasion  to  operate  on  any  part  of  the  intestinal 
{ract,  the  disease  which  necessitates  operation  will  usually  be 
found  to  have  been  a  cause  of  displacement.  This  is  another 
reason  for  the  cultivation  of  diagnosis  by  touch. 

The  characters  of  the  tissues  themselves  are  peculiar  and 
unique,  from  a  surgical  point  of  view.  To  deal  with  any  part 
of  some  twenty  odd  feet  of  hollow  tube  containing  septic  ma- 
terial, and  lying  in  a  closed  cavity  which  is  perfectly  aseptic  but 
peculiarly  amenable  to  septic  influences,  is  a  problem  in  practical 
surgery  which  it  is  not  easy  to  solve.  And  in  dealing  with  the 
walls  of  this  tut>e,  the  material  wc  have  to  work  upon  is  not 
the  most  satisfactory  for  surgical  manipulations. 

In  every  operation  involving  a  solution  of  continuity  of  the 
digestive  apparatus,  special  precautions  have  to  be  taken  to 
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prevent  tlie  escape  of  their  contents  into  the  peritoneal  cavity. 
Its  blood-supply  is  conveyed  in  a  delicate  meshwork  which  is 
easily  torn  across,  and  gangrene  of  portions  of  the  bowel  may  be 
induced  by  injury  to  fn6senter>' or  omentum  and,  in  certain  situ- 
ations, <^en  to  parietal  peritoneum.  Lastly,  in  the  closure  of 
wouads,  wc  have  to  deal,  on  the  one  hand,  with  the  thin  serous 
and  muscular  coals,  which  are  readily  torn  through  by  needles 
or  sutures :  and,  on  llie  other,  with  mucous  membrane  which 
secretes  fluids  inimical  to  the  vitality  of  the  uniting  media. 


Topographical  and  Surgical  Anatomy  of  the  Stomach, — The  position 
of  the  stomach  as  ordinarily  described  in  text-books  is  not  con- 
sistent with  thai  laid  down  by  the  accurate  researches  of  Luschka, 
Braunc,  Warner,  Lesshaft,  and  others.  Nor  arc  these  more  recent 
descriptions  perfectly  harmonious  on  all  points.  The  stomach  is 
a  movable  organ,  varying  its  position  within  considerable  and 
not  very  definite  limits;  and  these  changes  of  position  are  usually 
most  marked  under  circumstances  such  as  demand  operation. 

It  is  only  when  the  stomach  is  empty  that  its  surfaces  arc 
directed  forwards  and  backwards,  and  its  borders  upwards  and 
downwards.  Leuf  dcscriltcs  the  stomach,  when  fully  contrac- 
ted, as  being  "  tubular."  Its  external  measurement  is  then  no 
larger  than  a  moderately  distended  jejunum ;  the  mucous  mem- 
brane is  corrugated  into  deep  folds,  and  the  muscular  coat 
greatly  thickened.  In  this  empty  slate  of  the  stomach  the 
pylorus  is  frequently  found  open,  so  that  water  poured  into  it  may 
at  once  run  into  the  duodenum.  As  it  fills,  the  lower  l)Ordrr  not 
only  descends  in  the  abdomen,  but  also  rotates  forward  around 
the  long  axis  of  the  viscus,  thtis  bringing  the  anterior  surface 
superior,  and  the  posterior  surface  inferior.  In  some  cases 
rotation  may  be  so  considerable  as  to  bring  the  lower  borde 
fully  to  the  front,  while  the  upper  border  is  behtitd. 

About  five-sixths  of  the  stomacli  lie  on  the  left  of  the  midd 
line,  one-sixth  or  less  being  on  the  right.    During  distension  tl: 
cardiac  extremity  rises  upwards  under  the  diaphragm,  increasing 
the  size  of  the  pouch,  but  causing  little  increase  of  the 
jection  towards  the  left.      The  bulk  of  tlie  organ  lies  directly* 
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behind  the  cartilages  of  the  lifth  and  sixth  ribs ;  the  rest,  with 
the  pylorus,  is  situated  in  the  epigastrium.  Most  observers 
place  the  pylorus  exactly  in  the  middle  line ;  sometimes  it  lies  a 
little  to  the  right. 

The  anterior  surface  of  the  stomach  is  in  relation  with  the 
diaphragm,  with  the  under  aspect  of  the  left  lobe  of  the  liver, 
with  the  internal  surfaces  of  the  fifth,  sisth,  seveiith,  eighth,  and 
oimh  left  ribs  and  their  cartilages,  and  with  the  anterior  abdo- 
minal wall.  It  is  accessible  on  the  anterior  surface,  where  it  is 
ia  contact  with  the  parieles.  The  accessible  area  is  in  a  tri- 
angular space  bounded  by  the  ribs,  the  edge  of  the  liver,  and  a 
line,  nearly  transverse,  which  moves  upwards  or  downwards 
according  as  the  stomach  is  empty  or  full.  When  moderately 
distended,  the  lower  limits  of  the  stomach  may  be  on  a  level 
with  the  tip  of  the  tenth  rib-cartilage ;  when  empty,  the  stomach 
may  disappear  from  this  triangular  area,  and  be  completely 
retracted  behind  the  bony  margins  of  the  upper  abdomen. 
Tillaux  points  out  that  the  tip  of  the  ninth  rib-cartilage  is 
prominent  and  movable,  being  attached  to  the  eighth  cartilage 
by  a  short  ligament.  It  is  known  by  its  prominence,  and  by  a 
sense  of  grating  which  it  gives  when  it  is  rubbed  on  the  upper 
cartilage.  He  would  make  the  tip  of  the  ninth  rib  a  landmark 
for  making  out  the  lower  limit  of  the  stomacli,  and  recom> 
mends  it  as  a  fixed  point  to  reckon  from  in  gastric  surgery. 

In  many  cases  of  distension  of  the  stomach,  the  limits  of  the 
organ  may  be  accurately  mapped  out  by  percussion ;  and  other 
modes  of  assisting  diagnosis,  by  artificially  distending  the  cavity 
with  gas  or  fluid,  ;ire  employed. 

The  connections  and  vascularisation  of  the  stomach  are  of 
surgical  importance.  The  gastro- splenic  hgamcnt  has  more 
bearing  on  the  surgery  of  the  spleen  than  of  the  stomach.  The 
lesser  omentum,  passing  between  the  upper  border  of  the 
stomach  and  the  under  surface  of  the  liver,  requires  fuller 
notice.  It  contains  in  its  folds  the  gastric  artery,  whicli  is  the 
cliiH  source  of  blood-supply  to  the  stomach ;  and  the  hepatic 
artery,  coursing  along  the  front  border  of  the  foramen  of  WinsJow, 
which  gives  o^  the  important  pyloric,  gastro-duodeool,  and  right 
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gastro-epiploic  branches.  The  imporlancft  of  these,  both  as  sup- 
plying blood  to  the  stomach,  anO  us  being  in  the  region  of  certain 
surgical  operations  on  the  pylorus,  is  self-evident.  The  portal 
Tcin  and  ihc  common  bile  duct  also  lie  in  the  lesser  omentum. 

I'he  neighbourhood  to  the  pylorus  of  the  vena  portx,  the 
pancreas,  the  splenic  vein,  and  the  neck  of  the  gall-bladder, 
must  he  borne  in  mind  during  surgical  manipulations. 

The  attachment  of  the  great  omentum  to  the  greater  curva- 
ture of  the  stomach  is  also  of  surgical  importance.  It  requires 
division  in  circular  resections  of  parts  of  the  stomach,  and  in 
such  operations  as  m,iy  be  performed  on  the  ]>osterior  surface  of 
that  organ.  The  transverse  mcgo-colon  itself  is  not  beyond  the 
reach  of  danger  in  operations  on  the  pylorus;  and  as  it  contains 
between  its  layers  the  vessels  which  supply  the  transverse  colon, 
any  wound  of  it  is  fraught  with  risk  to  the  vitality  of  that  bowel. 
Tills,  however,  is  not  likely  to  take  place  unless  adhesions  exist, 
binding  the  parts  together,  and  the  pylorus  is  displaced  down- 
wards. In  no  fewer  than  Bvc  cases  has  gangrene  of  the  colon 
resulted  from  injury  to  the  meso-colon. 

The  vascular  anastomosis  around  the  stomach  is  so  frcv  ihaf 
gangrene  of  portions  of  its  walls  need  not  be  counted  among 
the  risks  of  operation.  It  may  be  as  well,  where  a  choice  is 
given,  to  make  any  incision  along  the  course  of  the  chief 
branches — that  is,  transversely  to  the  long  axis ;  but  this  is  not 
of  great  importance. 


The  operations  perfonned  on  the  stomach  arc  the  folIowiDg:— 
Gastrostomy,  or  the  artificial  formation  of  a  fistula  for  the  intro- 
duction of  food ;  Gastrotomy,  incision  of  the  walls  of  the  stomach 
for  the  removal  of  foreiftn  bodies  or  tumours;  Gastroftaphy, 
or  operative  closure  of  a  fistula,  or  ulcer,  or  wound;  and 
Pylorectomy,  partial  gaslrcctonty,  or  excision  of  portions  of 
the  stomach  for  new  growth.  Besides  these,  various  operations 
are  performed  for  pyloric  obstruction;  such  as,  operative  dila- 
tion of  the  pykirus,  and  the  formation  of  fist ulx  between  stomach 
and  intestines,  and  l>ctwccn  intestines  and  the  parictes:  and  these 
will  hero  be  considered. 


OastroBtomy. 

Gastrostomy  (-rn<n 7^1— stomach,  and  «ti>^— mouth)  is  the 
establishment,  by  operation,  of  a  fistula  thiough  the  ab- 
dominal  and  gastric  walls  for  the  purpose  of  introducing 
nourishment. 

Hittory.—\a  1837  Egebert  (or  Egeberg),  a  surgeon  in  the 
Norwegian  military  service,  read  a  paper  before  a  medical 
society  in  Christiania  in  which  he  strongly  recommended  the 
practice  of  this  operation  for  stricture  of  the  cesophagus.  He 
based  his  recommendation  on  the  frequently  successful  results 
of  the  treatment  of  wounds  in  the  stomach,  and  on  the  proved 
compalibiltty  of  gastric  fistula  with  healthy  existence.  He 
described  the  operation  with  groat  minuteness,  and  with  a 
sientihc  foreknowledge  which  leaves  little  to  be  added  to  the 
Rodern  descriptions  of  it.  He  even  advised  preliminary  sutur- 
ing of  the  stomach  to  the  abdominal  wall  (since  called  Howse'e 
method),  so  that  adhesions  might  form  before  the  opening  was 
made.  This,  however,  was  then  a  recognised  procedure  in  the 
opening  of  cysts  of  the  liver  and  other  organs.  Egebert's  paper 
was  not  published  till  1841.* 

About  this  time  Olondlot,  in  his  investigations  on  the 
process  of  digestion,  had  succeeded  in  forming  gastric  fistuls 
in  the  lower  animals.  A  little  later,  Watson,  reasoning 
on  the  same  lines  as  Cgcbert,  sought  to  justify  gastros- 
tomy in  insuperable  contractions  of  the  orsophagus.  All 
this  was  speculation :  no  one  had  as  yet  performed  the 
operation. 

To  Sidillot,  who,  in  1846.  came  forward  in  strong  advocacy 
of  the  procedure,  is  due  the  metit  of  having  first  performed  the 
operation  on  a  human  being.  He  gave  it  the  name  "gastros- 
tomy." His  writinf^s  exhibit  the  practical  knowledge  of  the 
trained  surgeon  ami  anatomist,  and  they  arc  brimful  of  earnest 
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enthusiasm.  The  indications  for  operation  he  considered  to  be 
so  straightforward  and  so  favourable,  that  he  expressed  siirpria 
that  no  one  before  him  had  suggested  it.  Apparently,  therefore,' 
S6diUot  was  ignorant  of  Egebert's  proposal.  In  his  indications 
for  operation  he  includes  a  wide  range  of  diseases.  Besides 
stricture,  he  includes  congenital  absence  of  the  cesophagus; 
tumours  in  the  neighbourhood  of  the  (esophagus  and  pressing 
upon  it;  tumours  of  its  walls;  and  even  wounds,  ulcers,  and 
inflammatory  softenings,  where  the  result  to  be  attained  was 
merely  temjiorary  rest.  In  one  of  his  }>a]iers  he  records,  in 
support  of  the  operation,  successful  experiments  upon  animals. 
Individual  surgeons,  and  on  one  occasion  the  united  opinion  of 
a  whole  society,  were,  however,  against  him.  In  1S39  he  bad 
performed  his  first  operation  on  a  man  far  gone  with  cancerous! 
stricture,  with  a  fatal  result  in  twenty-five  hours.  In  1853  he 
again  operated  with  fatal  result  after  ten  days.  A  third  case,  also 
fatal,  is  recorded  in  his  work  on  Operative  Surety.  In  spite  of 
these  failures  and  of  much  opposition,  SCdillot  maintained  the 
propriety  of  the  operation. 

Streubcl,   while  objecting  to  the  operation   for  canceroua^ 
stricture,  considered  that  it  might  be  justifiable  in  cicatricial 
contraction;  but  he  did  not  operate.     In   1833  Fengcr,  quitej 
originally,   and  after  careful  preparation,  operated  with  fatall 
result  after  fifty-eight  hours.     N£laton,  in  his  work  on  Surgical 
Pathology,  »i>caking  of  the  operation,  advises  that  it  should 
performed  in  two  stages,  and  that  it  should  be  limited  to  case»1 
of  uncomplicated  cicatricial  contraction  of  the  cea^banus  in 
young  subjects. 

The  operation  continued  to  languish.  In  1838  Cooper 
Forster  of  Guy's  Hospital  operated  for  the  first  time  in  Englandi^ 
but  witliout  success.  In  1839  he  again  operated,  with  UIi 
result ;  and  one  or  two  isolated  cases  occurred  in  the  next  few 
years.  Among  those  who  favoured  the  operation,  the  opinion 
was  very  generally  held,  that  it  ought  to  be  restricted  to  cases 
of  cicatricial  contraction.  GQniher  and  Gross,  in  partictUafin 
identified  themselves  with  this  view.  In  1866  Bryant  and 
Curling  operated,  both  without  success.      Indeed,  with  the 
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exception  of  a  partial  success  by  KQster  o{  Berlin,  no  satisfactory 
result  was  achieved  till  1 874,  when  Sydney  Jones  of  St.  Thomas's 
Hospital  performed  his  third  operation. 

From  this  time  the  operation  rapidly  advanced  in  success 
and  repute.  The  improved  results  arose  partly,  no  doubt,  from 
earlier  operation ;  but  chieBy  frum  a  better  understanding  of  the 
technics  of  abdominal  surgery.  What  influence  the  general 
modern  practice  of  operating  in  two  stages,  as  originally 
suggested  by  Egebert,  advised  by  Ntlaton,  and  independently 
re-introduced  by  Howse.  may  have  had  upon  the  operation,  it  is 
difficult  to  say.  Zesas,*  whose  monograph  on  Gastrostomy  is 
one  of  the  most  important  which  has  yet  appeared,  is  not 
in  favour  of  the  operation  in  two  stages.  He  considers  that  it 
interferes  with  success,  by  unnecessarily  prolonging  the  starvation 
and  weakening  the  patient:  the  improved  results  he  attributes 
to  antiseptics.  However  performed,  there  is  no  doubt  that  the 
operation  has  now  an  assured  foothold  among  legitimate  measures 
of  stirgical  relief. 


THE  AIM   OP  THE   OPHRATION. 

The  immediate  purpose  of  gastrostomy  is.  to  establish  a 
fistula,  which  traverses  the  walls  of  the  stomach  and  the 
abdomen,  between  the  cavity  of  the  stomach  and  the  outer  air. 
The  remote  and  permanent  purpose  is,  to  carry  nourishment  into 
the  stomach  through  this  fistula.  The  reason  for  the  operation 
exists  in  some  insuperable  obstruction  in  the  digestive  tract 
above  the  stomach  which  prevents  the  introduction  of  food,  or 
in  some  condition  of  the  tract  which  renders  the  introduction  of 
food  dangerous  to  life.  The  whole  motive  is,  therefore,  to 
prevent  death  by  starvation.  In  some  cases  the  prevention  of 
death  may  be  nothing  more  than  a  prolonging  of  life,  as  in  those 
cases  where  life  is  already  doomed  on  account  of  malignant 
disease.  In  other  cases,  the  operation  may  have  results 
synonymous  with  permanent  cure. 

*  -  Di«  GulroRlomie  unci  ihrc  Rciullate."    Attki»,f.  Kiln,  Chit.,  tt&j, 
bd   uili.:  bcfi    I, 
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ConJitiMt  for  a/hick  Ihe  OperaHoa  may  bt  Pw/onwrf.— The  actuil 
coRditions  for  which  the  operation  may  be  performed  arc  th« 
following : 

I.  Cancerous  stricture  of  the  oesophagus. 
3.  Cicatricial  contraction  of  the  oesophagus. 

3.  Obstruction   by   the  pressure  of   growths  outtide  the 
ceftophagus. 

4.  Malignant  disease  in  the  pharynx  or  the  mouth. 

5.  Ulcerative,  chemical,  or  traumatic  destruction  of  the 
walls  of  the  a?sophagus. 

6.  Congenital  closure  of  the  ctsophagus, 

CnHcenus  Slritlnrt  of  the  oesophagus  is  nearly  always  of  the 
epithcliomatous  variety.  Of  57  cases  collected  by  Butlin,  jj 
were  epithelioroatous,  3  were  scirrhous,  i  was  iMicephnloid,  and  i 
was  colloid.  It  is  most  common  in  males  after  middle  life.  It 
would  appear  (though  this  has  been  disputed)  that  it  is  most 
frequently  situated  in  the  lower  half  of  (he  tube.  Out  of 
3o  cases,  it  was  found  in  the  lower  and  middle  portions  of  the 
gullet  in  14,  in  the  middle  in  4,  and  in  the  upper  third  in  a. 
Professor  Harrison  Allen,*  from  an  analysis  of  a  considerable 
number  of  cases,  concludes  that  the  p-arts  most  liable  to  stenoAis 
lie  behind  the  cricoid  c.irtiUige  and  itic  left  bronchus.  Morell 
Mackenzie  found,  out  of  too  cases,  that  in  44  the  disease  lay  in 
the  upper  third,  j  Butlin  |  says  that  while  the  disease  is  unusual 
in  Ihe  middle  portion,  it  occurs  with  almost  equal  frequency  in 
the  upper  and  lower  halves.  Scirrhus  may  extend  into  the 
OBSophagus  from  the  stomach. 

The  narrowing  is  caused  partly  by  the  ingrowth  of  the 
epithcliomatous  nodules,  but  it  is  more  of  the  nature  of  a  want  of 
difitensibility  ilian  of  actual  constriction.  The  new  growth  in&l- 
tratc«  the  tisKucs  as  they  lie  normally  undilated,  and  prevents 
their  becoming  dilated  by  the  passing  food.  Spasmodic  con- 
traction,  with  hypertrophy  of  (be  muscular  tissue,  increases  the 
diBicutty.    The  growth  of  the  tumour  is  so  irregular  that  the 

*  Agaew'*  Siir;f>i7,  t«l-  ij..  p.  1019,     t  Dti.tfTktvM  tat  Nvu,  vol.  li..  p.  88. 
t  Ot*»it.  S*rt-  «/  .Valif.  Dti..  p.  K7. 
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Open  passage  is  usually  very  dex-ious.  M  parts  there  is  ulcera- 
tion, extending  sometimes  completely  through  the  tube  and 
cauang  perforation.  Indeed,  perforation  is  one  natural  ternii- 
Dztion  of  the  disease;  though  starvation  and  haemorrhage, 
perhaps,  are  more  frequently  the  immediate  causes  of  death. 
Not  a  few  cases  have  died  from  perforation  produced  by  the 
passage  of  bougies;  the  aorta,  the  left  bronchus,  and  the 
pleura,  have  in  this  way  been  entered. 

FibruHS  or  Organic  Strtcliirt,  also  known  as  cicatricial  contrac- 
tioD,  is  usually  a  sequence  of  ulceration  caused  by  the  swallon'ing 
of  caustic  fluids  or  very  hot  water.  It  may  follow  other  forms 
of  ulceration,  particularly  the  syphilitic.  Constant  traumatic 
irritation  or  injury,  as  in  sword-swallowing,  may  also  produce 
non-malignant  stricture. 

The  stricture  following  the  swallowing  of  caustic  substances 
usually  begins  high  up  in  the  gullet,  and  extends  a  considerable 
way  downwards.  It  Is  very  rarely  annular.  The  mucous 
membrane  is  replaced  by  a  grey  or  bluish -grey  tissue  of  a 
peculiarly  hard  and  resisting  nature.  The  muscular  layer  is 
rarely  involved.  Stenosis  after  syphilitic  ulceration  is  usually 
high  up,  and  presents  characters  very  similar  to  those  following 
traumatism. 

The  passage  through  the  stricture  is  devious,  but  not  to  such 
an  extent  as  in  epithelioma.  Before  stenosis  is  extreme,  a  bougie 
passes  down  it  with  increasing  difficulty  as  more  of  its  length  is 
engaged.  Sacculation  in  this,  as  in  the  previous  form,  is  often 
found  in  the  gullet  above  the  constriction. 

Turumrs  eufsidt  Ike  Gnlht  may  press  upon  it  to  such  an  extent 
as  to  cause  almost  insuperable  obstruction  to  deglutition.  Such 
are :  growths  in  the  neck  or  thorax,  aneurisms  of  the  aorta  or 
tbe  innominate  artery,  and  some  diseases  of  the  larynx.  Dislo* 
cation  backwards  of  the  sternal  end  of  the  clavicle  is  said  by  Sir 
Astley  Cooper  to  have  been  a  cause  of  extreme  dysphagia ;  and 
I  have  seen  a  malignant  growth,  apparently  springing  from  the 
sterao-clavtcular  articulation,  produce  great  difficulty  in  swal- 
lowing. Mo^<;t  of  these  and  similar  cases  are,  however,  usually 
amenable  to  other  forms  of  treatment  than  gastrostomy. 


GAsrsosTour. 

Tumours  m  the  walls  of  the  oesophagus,  other  than  cancer, 
arc  extremely  rare.  Fibroma,  sarcoma,  and  lipoma  are  found 
both  sessile  and  pedunculated.  Polypoid  growths  are  mo»t 
oomraon.  A  foreign  body,  becoming  impacted  and  surrounded 
by  inflammatory  adhesions,  may  cause  obstruction,  but  is  best 
treated  by  other  means. 

MaJigfuint  Diicase  in  the  Pharynx  or  the  Mouth  is  very  rarely  an 
obstruction  to  swallowing.  Mr.  Whitehead  of  Manchester  has 
perfomitid  successfully  the  operation  of  gastrostomy  for  cancer 
recurring  in  the  mouth  and  pharynx  after  removal  of  the  tongue: 
and  a  few  operations  have  been  performed  for  primary  malignant 
disease  in  the  mouth  and  pharj-nx. 

Uletralioii  of  the  (Etophagus  which  refuses  to  heal  in  spite  of 
prolonged  treatment  may  justify  the  operation,  on  the  ground 
of  setting  the  parts  at  rest.  An  extensive  destruction  of  the 
mucous  membrane,  as  a  consequence  of  swallowing  corroding 
fluids,  may  do  away  with  the  power  of  deglutition,  or  may 
render  the  performance  of  the  act  dangerous  to  life.  In  such  a 
case,  if  the  patient  suffers  from  inanition  in  spite  of  rectal 
alimentation,  ojieration  may  be  indicated.  In  syphilitic  and 
other  Ibrms  of  ulceration  the  operation  may,  on  similar  grounds, 
be  called  for. 

Cottgenitai  Abienu  or  Clcmn  of  tkt  CEsophagUi  is  sometimes 
described  as  an  indication  to  operation.  The  condition  is  hoir- 
ever  so  rare,  and  the  chances  of  its  being  discovered  in  time 
are  so  remote,  that,  for  this  cod,  the  operation  is  sot  likely  to 
be  frequently  performed. 


UIACMOSIS  OP  (XSOPHACKAL   OBSTRUCTION. 

The  subjective  signs  of  stricture  of  the  gullet  are  chiefly 
those  of  dilTiculty  of  swallowing.  At  first,  with  solid  food, 
there  is  a  sense  of  some  impediment  to  deglutition,  with  un- 
easiness referred  to  the  neck  or  chest.  It  is  gradually  found 
that  comfort  is  attained  only  by  sprallowing  small  morsels. 
Soon  discomfort  merges  into  difficulty,  and  difficulty  advances 
to  impossibility  as  far  as  solid  foods  are  concerned.     Then 
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liquid  foods  only  can  be  swallowed.  With  these  also  difGcultics 
arise.  They  are  swallowed  only  in  small  amount,  and  quao- 
tities  are  returned  after  repeated  and  prolonged  attempts  at 
deglutition.  A  feeling  of  nausea,  sonielintes  culminating  in 
vomitmg,  is  often  present.  At  times  there  is  considerable 
suiTering,  perhaps  amounting  to  a  sort  of  anguish,  with  palpi- 
tation and  a  sense  of  sufTocation.  All  these  symptoms  go  on 
increasing  till  absolute  inability  to  swallow  food  of  any  sort  is 
produced,  and  death  from  inanition  stares  the  patient  in  the 
bee. 

Pain  in  the  part  affected,  and  radiating  towards  the  stomach 
sod  the  mouth,  is  frequently  complained  of.  The  pain  is  in- 
creased by  spasmodic  contraction  of  the  parts  during  the 
attempts  at  swallowing.  Tenderness  on  pressure  may  be 
present;  and  this  tenderness  is  usually  more  marked  if  there 
is  thickening  of  the  outlying  tissues. 

In  the  intervals  there  is  a  regurgitation  of  mucus,  mixed  in 
some  cases  with  pus  or  blood.  Such  discharges  are  frequently 
most  ofTensive:  in  advanced  cases  the  fcetor  is  simply  horrible. 
Signs  of  digestive  disturbance,  such  as  flatulence,  cohc,  con- 
stipation, or  diarrhoea,  are  always  present. 

With  the  progress  of  the  disease,  the  patient  rapidly  and 
surely  loses  ground.  He  becomes  thin,  wan,  and  anxious ;  his 
strength  leaves  him,  so  that  he  cannot  make  the  slightest 
exertion  without  feeling  exhausted;  his  limbs  swell  when  he 
stands,  or  even  when  he  sits;  and  he  dies  of  starvation,  in  a 
state  of  ph}-sical  prostration  and  mental  gloom  which  is  most 
painful  to  witness.  Nutrient  enemas,  even  when  selected  and 
administered  with  the  utmost  judgment  and  care,  seem  ordy  to 
prolong  the  agony. 

The  objective  signs  are  obtained  by  the  passage  of  bougies 
and  by  auscultation  of  the  cesophagiis. 

Obstruction  to  the  passage  of  the  bougie  is  the  final  coq- 
firroation  of  stricture  or  narrowing  of  the  gullet.  The  instru- 
ment must  be  soft  and  flexible,  and  it  must  be  passed  with 
great  delicacy.  Several  varieties  of  suitable  instniments  are 
in  use ;   none  are  superior  to  the  soft  French  bougie  a  bouit. 
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I  believe  tliat  pasiage  of  the  cesophageal  bougie,  in  cases  of 
stricture,  is  not  always  regarded  with  the  gravity  which  it 
demands.  I  was  present  when  a  patient  dropped  dead  oflT  a 
chair  while  a  distinguished  surgeon  was  passing  the  oesophageal 
bougie :  an  aneurism  of  the  aona  was  found  niptuied.  1  have 
known  of  two  others  wheie  death  resulted  from  perforation  of 
the  pleuru  at  ihc  hands  of  skilled  surgeons.  The  slightest  foice 
is  therefore  to  be  strongly  condemned. 

Some  idea  of  the  nature  of  the  stricture  may  be  derived 
from  the  passage  of  the  instrument.  Its  position  in  (he  gullet 
may  be  deduced  from  the  <listance  which  the  instrument 
travcrscswithout  being  checked,  as  measured  from  the  teeth. 
If  the  stricture  is  cancerous,  blood  or  pus,  or  even  small  shreds 
of  tissue,  may  be  found  on  the  instrument  when  withdrawn ;  if 
it  is  simply  fibrous,  the  instnmient  is  covered  with  mucus  only. 
In  fibrous  constriction,  the  bougie  is  grasped  with  increasing 
tightness  as  it  is  passed  along ;  in  malignant  disease,  the 
obstruction  is  suddenly  met,  and,  once  passed,  docs  not  produce 
increasing  difficulty. 

Further  assistance  in  diagnosing  the  nature  of  the  obstruc- 
tion is  derived  from  the  history.  In  all  cases  this  must  be 
carefully  gone  into.  The  interpretations  arc  obvious,  and  need 
not  be  particularised.  Spasmodic  contraction  of  the  gullet  as 
found  in  young  hysterical  females  need  only  be  mentioned  as  a 
possible,  but  improbable,  source  of  error. 

As  a  supplementary  aid  to  passage  of  the  bougie,  we  may 
employ  the  method  of  auscultation  of  the  cesophagus  as  intro- 
duced by  Hamburger  in  i867."  Moretl  Mackenzie,)  Clifford 
Allbutt,!  Zenkci.i  and  others,  have  employed  and  favourably 
commented  upon  this  method.  Though  its  inventor  claimed 
too  mudi  for  it,  there  need  lie  no  dispute  that  by  auscultation 
over  (he  spine  wc  can  detect  the  existence  of  an  obstruction 
to  deglutition,  and,  within  somewhat  uncertain  hmits,  fix  upon 
its  site.    Familiarity  with  the  normal  sounds  of  deglutition  must 

*  Klint*  in  <Ei»fits»i.Knai»JuiU».  1S71. 

1  LdMtfl.  May  yAb.  187^.         [  Bm  M*4.  Jeurm..  Ocl.  nd,  1875. 
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first  be  acquired  in  healthy  subjects.  The  whole  length  of  the 
gullet,  from  the  fifth  cervical  to  the  ninth  dorsal  vertebra,  must 
be  examined  with  the  stethoscope  over  (he  spine  during  suc- 
cessive acts  of  deglutition  of  the  same  substance,  liquid  or 
solid.  The  character  of  the  sound  it  is  impossible  to  describe : 
il  is  said  to  resemble  the  word  "  glou-gtou  "  pronounced  in  a 
loud  whisper.  An  obstruction  to  the  descent  of  the  food  in  the 
gullet  is  inferred  if  there  is  marked  diminution  or  ce^sntion  of 
the  sound  at  any  part;  if  there  are  prolonged  gurgling  or 
clucking  sounds;  or  if  the  sound,  arrested  at  a  given  spot, 
passes  upwards  again  as  the  material  is  regurgitated.  Alter 
special  training,  diagnosis  by  auscultation  may  be  satisfactory 
and  final;  with  most,  it  is  merely  a  confirmation  of  other 
methods.  Probably  most  clinicians  would  agree  with  the 
opinion  recently  expressed  by  Ogston,  that  the  value  of 
auscultation  is  chiefly  in  showing  delay  in  the  downward 
passage   of   the  material   swallowed. 

The  cesophagoscope  is  not  of  much  practical  value;  its 
mirrors  are  obscured  by  the  mucus,  which  is  abundantly 
secreted  when    the    instrument    is   passed. 


MORTALITV  AND    APPRECIATION. 

Gross*  and  Zcsast  have  collected  elaborate  statistics  of  the 
results  of  gastrostomy.  Gross  has  gathered  together  207  opera- 
tions: Zesas  gives  the  results  of  163  cases,  and  provides  at  the 
same  time  a  short  description  of  each  case. 

Zcsas,  who  lays  great  stress  upon  antiseptics,  divides  the 
operative  period  into  two  eras — the  prc-anti  septic  and  the  anti- 
septic. Of  his  163  cases,  31  belonged  to  the  former  period; 
and  only  one,  at  the  end,  was  successful.  In  the  antiseptic 
era  there  were  131  operations — 104  for  cancerous  stricture,  and 
37  for  cicatricial  stricture.  Of  the  first  class,  87  died  and  17 
recovered — a  mortality  of  nearly'S^  per  cent.  Of  the  second 
class,  16  died  and  11  recovered — a  mortality  of  about  Co  per 
cent.  The  chief  causes  of  death  were:  exhaustion  in  36, 
peritonitis  in  ao,  and  pneumonia  in  10.  The  periods  of  dying 
*  Tnm.  Amer.  Surf.  AisoiiaiiM,  vol.  ii..  p.  363.        t  Lm.  (it. 
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are  divided  as  follows:  under  34  hours,  17  cases;  under 
30  hours,  69;  between  1  and  13  months,  19;  betweea  la  and 
t8  months,  1. 

Gross  gives  for  his  307  cases  6t  deaths  only,  or  a  mortality 
of  39.47  per  cent.  At  the  date  of  the  last  reports,  he  reckons 
that  these  operations  had  prolonged  life  for  an  average  of  63 
days  in  each  case.  For  cancer,  167  operations  were  performed, 
with  49  deaths  (29.34  per  cent,  mortality)-,  for  cicatricial 
stricture,  37  operations,  with  ti  deaths  (39.73  per  cent.). 
Peritonitis,  pneumonia,  and  shock,  were  the  chief  causes  of 
death.  This  shows  results  apparently  much  more  favourable 
tlian  Zesas  quoted.  Gross  adds  of  cancerous  stricture :  "  Of 
the  entire  number,  1 17  died  in  one  month ;  4  were  living,  but 
how  long  cannot  be  detennined;  and  46  ,survi%'ed  longer  than 
one  month'the  average  duration  of  life,  after  the  stomach  was 
opened,  being  33  days."  Speaking  of  cicatricial  stricture,  he 
says:  "Of  the  entire  number,  so  died  within  one  month, 
and  17  survived  upwards  of  one  month — the  average  duration 
of  life,  after  the  stomach  was  opened,  having  been  395  days." 

An  examination  of  these  figures,  apparently  irreconcilable, 
will  show  how  difficult  a  thing  it  is  to  say  what  is,  and  what  is 
not,  a  death  from  operation.  To  Rx  an  arbitrary  period  up  to 
which  the  operation  is  said  to  cause  death,  and  beyond  which 
the  disease  ts  blamed,  is  simply  impossible:  and  nothing  short 
of  this  would  render  statistics  trustworthy.  We  are  dealing 
with  imponderable  quantities.  Death  from  peritonitis  at  the 
end  of  a  week  in  a  moderately  well-nourished  young  patient 
with  cicatricial  stricture,  is  a  very  different  thing  from  death 
in  the  same  way  in  an  old  patient  in  the  last  stage  of  exhaustion 
with  cancerous  stricture.  They  cannot  be  classed  together  for 
comparison. 

Statistics  seem  to  prove  little  in  the  way  of  results,  beyond 
the  fact  that  the  operation  is  systematically  delayed  too  long. 
It  would  probably  be  no  exaggeration  to  af&rm  that,  at  the 
present  day,  a  skilled  surgeon  could  operate  on  suitable  cases 
with  a  mortality  under  10  per  cent.  Looked  at  practically,  the 
question  is  something  like  this:   What  is  best  for  the  pjitient^ 
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esriy  operation,  a  ten  per  cent,  risk,  a  certain  avoidance  of 
death  from  starvation,  and  a  probably  considerable  prolon- 
gation of  life;  late  operation,  and  a  risk  rising  up  to  or  even 
beyond  fifty  per  cent. :  or  no  operation  at  all,  with  the  certainly 
of  death  from  starvation  if  he  escape  certain  accidents  ? 

The  answer  is  widely  different,  according  as  the  disease  is 
malignant  or  non-malignant.  In  the  case  of  simple  stricture, 
successful  gastrostomy  saves  life,  and  adds  indefinitely  to  the 
span  of  lieatthy  existence.  In  this  sense  the  operation  is  as 
justifiable  as  any  which  receives  the  sanction  of  the  profession. 
When  other  measures  fail,  gastrostomy  gives  the  only  chance  of 
life:  if  it  saved  only  ten  per  cent,  of  the  cases,  it  would  still  be 
justifiable,  as  much  as  ligature  of  the  very  largest  arteries  if  the 
patient  is  bleeding  from  them.  I  conceive,  therefore,  that  in 
every  case  of  cicatricial  stricture  of  the  cesophagus,  as  soon  as 
it  becomes  evident  [hat  minor  measures  are  ceasing  to  be 
efficient,  wc  ought  to  perform  gastrostomy.  And,  further,  the 
operation  ought  not  to  be  delayed  beyond  the  time  when  the 
health  begins  palpably  to  suffer.  If  the  necessity  for  operation 
becomes  apparent,  the  patient  ought  not  to  be  deprived  of  the 
best  chances  of  success. 

In  cancerous  stricture  the  case  is  very  different.  Here 
gastrostomy  is  a  proce<iure  of  the  nature  of  colotomy  for 
malignant  stricture  of  the  rectum,  intended  merely  to  prolong 
life  and  to  render  it  less  uncomfortable.  Theoretically,  it  ought 
to  have  a  smaller  mortality  than  simple  stricture.  While  gas- 
trostomy for  simple  stricture  would  be  justifiable  with  a  large 
death-rate,  the  same  operation  for  malignant  stricture  would  not 
be  recommended  tf  the  mortality  were  excessive.  What,  in 
actual  figures,  would  constitute  an  excessive  mortality  it  is 
impossible  to  say.  indeed,  to  lay  down  any  hard  and  fust  line 
up  to  which  the  proceeding  is  justifiable,  and  bc>-ond  which  it 
is  not  justifiable,  would  be  absurd.  It  must  be  left  to  the 
judgment  of  the  surgeon.  In  such  a  case,  I  am  of  opinion 
that  considerable  weight  ought  to  be  given  to  the  desires  of  the 
patient,  after  an  honest  and  impartial  statement  of  the  possible 
and  probable  results  have  been  put  before  him.     My  experience 


us 


GASTROSTO.vy. 


is,  tliat  lie  elects  not  to  be  operated  upon.  If  he  can  swallow 
even  a  Utile,  hu  is  loth  to  believe  that  he  will  not  improve,  And 
he  puts  ofT  operation  from  day  to  day,  till  it  is  too  late ;  when 
the  power  of  swallowing  has  passed,  and  he  is  being  fed  cntiroly 
on  enemas,  he  has  already  got  so  near  to  the  inevitable  cad, 
that  he  desires  nothing;  more  than  that  it  sliould  not  be  much 
longer  postponed.  In  some  the  love  of  life  i»  strong,  and  it 
may  be  difficult  for  the  surgeon  to  withstand  entreaties  to 
operate  in  a  case  where  the  prospects  arc  all  but  hopeless.  To 
dictate  advice  is  impossible;  the  action  of  the  surgeon  will 
follow  the  leadings  of  his  conscience. 

The  question  of  removal  of  the  cancerous  stricture  {oeio*' 
phagectomy)  may  be  introduced  as  an  alternative.  Of  the  five 
cases  of  this  operation  collected  by  Gross,  to  which  Butlin*  has 
added  a  sixth,  three  died  of  the  operation,  and  the  others  soon 
died  of  recurrence  of  the  disease.  Butlin  concludes,  in  my 
opinion,  rightly,  that  the  operation  has  at  present  no  him  il*ndi, 
and  that  there  is  little  prospect  of  our  being  able  to  perform  it 
except  in  very  exceptional  instances. 

It  is  necessary  to  state  that  certain  surgeons  of  repute 
consider  that  gastrostomy  ought  never  to  be  performed  for 
cancer  of  the  ccsopliagus.  Cunthcr  and  Gallard  consider 
the  existence  of  canCGT  as  an  absolute  contra  -  indication. 
Lagranget  thinks  the  operation  ought  to  be  limited  to  certain 
favourable  cases.  He  argues  that,  when  complete  obstruction 
by  cancer  has  taken  place,  the  neighbouring  viscera  will  have 
been  involved — a  statement  which  is  manifestly  too  sweeping. 

The  operation  has  suffered  in  two  ways.  It  has  too  oRen 
been  performed  by  tmskiUed  operators,  and  it  lias  been  del4>-ed 
too  long  in  the  Lirge  ni.ijority  of  instances.  A  fuller  knowledge ' 
of  the  conditions  surrounding  the  operation  will  no  doubt  partly 
remove  these  objoctions;  more  judgment  will  be  exercised  io 
the  selection  of  cases,  and  more  skill  will  be  exhit>ited  in  the 
technics  of  the  operation. 

For  syjihilitic  disease  the  operation  has  been  performed  at 
least  twice,  in  neither  case  with  success ;  and  twice  for  obstruc- 
*  Of.  tit.,  p.  aiOL         I  fUrut  it  Cliinrgu.  iS8$,  No.  7 
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tion  produced  by  enlarged  bronchial  glands,  with  one  success 
and  one  failure. 

In  cicatricial  stricture  in  children,  dilatation  is  particularly 
difficult,  and  operation  is  called  for  at  an  early  period.  The 
success  too,  immediate  and  remote,  is  naturally  greater. 


THE   OPfiKATION. 

Any  preparatory  proceedings  will  depend  on  ihe  method 
selected  and  on  the  condition  of  the  patient.  It  simphiics  the 
operative  details  to  have  the  stomach  distended.  In  cases 
where  the  patient  can  swallow,  some  bland,  innocent  drink  may 
be  given  before  operation.  The  employment  of  any  of  the 
numerous  artificial  methods  of  dilating  the  stomach,  such  as 
may  be  used  in  gastrotomy,  is  not  advisable  in  this  operation, 
except  in  certain  cases  of  cicatricial  stricture.  The  operation 
tnust  be  done  with  as  little  worry  and  disturbance  to  the  patient 
as  possible,  and  quickly  as  well :  artificial  dilatation,  either 
before  or  during  ansrsthesia,  is  objectionable  on  both  these 
grounds,  besides,  the  advantage  of  it  is  doubtful.  Wc  desire 
to  place  the  sutures  in  the  stomach  where  there  will  be  least 
traction,  and  this  may  not  be  where  the  dilated  stomach  pre- 
sents. If  the  stomach  is  full  at  the  operation,  it  will  be  empty 
very  soon  afterwards.  By  placing  the  sutures  when  the  stomach 
is  empty,  we  see  and  know  Ihe  worst  tliat  its  contraction  can  do. 
The  increased  difficulty  in  operating  refers  only  to  the  finding  of 
Ihe  stomach ;  and,  if  the  operator  has  that  amount  of  tactile 
skill  in  the  abdominal  cavity  which  he  ought  to  have,  this  diffi- 
culty is  ver^-  small  indeed.  I  sliould  not,  therefore,  in  the 
slightest  degree  add  to  the  patient's  discomfort  by  trying  to 
dilate  the  stomach. 

Before  operation  it  will  be  wise  to  administer  a  specially 
stimulating  enema  with  an  ounce  or  two  of  brandy. 

The  operation  is  conveniently  described  under  three  heads : 
(>)  Making  the  parietal  inoision;  (2}  Suturing  the  stomach-wall 
to  the  opening ;  and  (3)  Opening  the  stomach. 
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The  Paritlal  Inciiim. — Many  forms  of  incision  have  been 
recommended  and  adopted.  S6dillot  used  a  cross  incision 
bt'low  the  xiphoid  process.  Fcngcr's  incision,  next  introduced, 
made  parallel,  and  near,  to  the  left  costal  mar([ins,  is  the  one 
now  most  generally  used.  Sydney  Jones  made  an  almost  ver- 
tical incision  in  a  line  drawn  from  the  left  nipple  to  the  spine  of 
the  pubcs.  KQstcr  incised  the  linea  alba.  Maury  used  acurved 
incision,  with  its  convexity  towards  the  middle  line.  Cooper 
Forster  employed  a  vertical  incision  through  the  lop  of  the 
Uaea  semilunaris,  and  many  English  surgeons  have  adopted  bis 
plan.  Howse  recommends  a  vertical  incision  throiich  the  outer 
edge  of  the  rectus — a  method  which  has  the  advantage  of 
surrounding  the  fistula  by  muscular  fibres,  which  in  their  con- 
traction tend  to  close  it. 

The  actual  line  of  incision  followed  would  not  seem  to  be  of 
supreme  importance.  It  must  be  as  short  as  possible.  A  long 
incision  imnecessarily  weakens  tlie  abdominal  wall,  and  has  a 
tendency  to  permit  subsequent  protrusion  of  the  stomach.  It 
must  not  be  too  close  to  the  ribs,  as  their  movements  during 
respiration  disturb  the  wound  and  weaken  or  tear  or  stretch  the 
peritoneal  adhesions.  Unless  at  least  an  inch  of  space  is  left 
between  thecdgcof  the  wound  and  the  costal  margin,  the  upper 
lip  of  the  wound  protrudes,  and  the  lower  lip  is  drawn  inwards. 
This  last  objection  does  not  apply  to  the  vertical  incision. 
Then,  again,  it  must  be  so  placed  that  the  margin  of  the  left 
lobe  of  the  liver  does  not  press  upon  ihc  sutures  fixing  the 
stomach  to  the  abdominal  wall.  Now,  the  position  of  the 
margin  of  the  left  lobe  varies.  It  may  lie  as  high  as  the  lower 
edge  of  the  xiphoid  process,  or  it  may  descend  as  low  as  (he  tip 
of  the  cartilage  of  the  ninth  rib.  We  may  expect  to  find  it 
lower  than  normal,  as  it  falls  downward  on  account  of  the 
hollow  viscera  l>eing  empty.  In  a  case  on  which  I  operated  the 
left  lobe  was  greatly  enlarged  and  its  margin  depressed  through 
the  presence  of  a  shrivelled  hydatid  cyst  in  the  right  lobe. 

The  site  of  election  must  be  as  high  up  as  possible,  to  avoid 
traction  on  the  stomach  ;  and  it  must  be  low  enough  down  to 
be  well  clear  of  the  margins  of  the  nbs  and  the  liver.    The 


PARIETAL  INCtStOS. 


S«5 


Fic.  47. 

Ditgram  to  ihow  Site  0/  Pittula  in 

Culrtislnmy 

Tlw  <ipaaln(  t(  OUuU  U  n,  A.  or  r.  icwiilinc  u  (lie 
llTCTm>r(EnootTe>p«Ddt  taUicliiwti,  iiory 


situation  is  better  decided  by  palpation  and  percussion,  than  by 
anatomical  landmarks.  The  retiring  angle  between  the  ribs  and 
the  edge  of  the  liver  i-s  marked  out,  and  a  site  is  6xed  upon  at 
least  an  inch  distant  from  both.    At  this  point  the  fistula  should 

be  cstablislicd.  The  in- 
cision, therefore,  ought  to 
extend  equally  on  both 
sides  of  this  point — say, 
three- quarters  of  an 
inch  on  each  side  of  it. 
(Fig.  47-) 

The    vertical    incision 
has    many    advantages, 
more  especially  after  the 
iistula    has    been    estab- 
lished.    But  the  oblique 
incision  is  on  the  whole, 
perhaps,  the  belter,  and 
more  particularly  because 
^ft  gives  greater  freedom   during  opcnktion.      Titlaitx   recom- 
ntitads,  as  an    anatomical  landmark,  the  tip  of  the  cartilage 
of  the  oioth  rib,  which  is  separated  a  little  way  from  the 
fixed  cartilage  above  it,  and  can  be  diagnosed  by  the  sensation 
of  grating  which  is  felt  when  it  is  rubbed  on   this  cartilage. 
LandmacIcK  taken  from  the  linca  semilunaris  vary  too  much  to 
be  trustworthy.     If  the  edge  of  the  liver  cannot  be  determined 
by  palpation  or  percussion — a  rare  event — then  the  tip  of  the 
ninth   rib-cartilage  is,  perhaps,  the  best  landmark.     But   its 
position  I  have  found,  from  repe:ited  observations,  to  vary  also. 
Frequently  the  line  of  incision  will  be  found  to  lie  equally  on 
both  sides  of  the  linca  semilunaris ;  more  often,  it  will  be  on  tlie 
outside  of  it.    Occasionally  it  will  be  entirely  to  the  inside  of 
this  line.    The  direction  of  the  incision  will  always  be  parallel 
to  the  edges  of  the  ribs,  distant  from  them  three-quarters  of  an 
inch,  or  a  little  more,  if  the  abdominal  walls  are  thick.     It  need 
not  be  longer  than  an  inch  and  a  half,  or  at  most  two  inches — 
this  is,  sufficient  to  admit  two  Sogers. 
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The  skin  and  fascia  being  divided,  the  muscles  arc  severed 
by  successive  cuts  of  the  knife,  pressure-forceps  being  placed 
on  the  bleeding  points.  Tlie  external  oblique,  thick  and  fleshy, 
will  be  divided  almost  tr-insversely  to  the  direction  of  its  fibres. 
The  thin  fibres  of  the  internal  oblique  lie  nearly  parallel  with 
the  direction  of  the  wound,  and  they  may  be  separated  with 
the  handle  of  the  knife.  The  fibres  of  the  transversalis  will  t>e 
cut  transversely.  If  the  linea  semilunaris  is  crossed,  the  fibres 
of  the  rectus  are  cut  obliquely.  From  a  surgical  point  of  view, 
it  is  a  matter  of  no  moment  what  fibres  are  cut  through,  nor 
how  they  are  cut.  Union  is  equally  certain,  and  the  difficulties 
are  insignificant.  When  the  sub-peritoneal  fat  is  reached,  it  is 
pinched  up  with  catch-forceps  and  pulled  to  the  surface.  A 
second  pair  of  forceps  is  placed  below  the  lirst,  which  is  handed 
to  an  uaistant,  and  the  raised  fold  of  peritoneum  gently  sawed 
through  by  the  blade  of  the  knife  held  horizontally. 

The  peritoneum  t>eiug  divided  on  the  finger  to  the  length  of 
the  wound,  two  retractors  draw  the  edges  of  the  incision  apart, 
so  as  to  permit  a  view  of  the  presenting  organ.  If  the  stomach 
is  distended,  it  may  presc:nt  at  the  wound,  and  this  visible 
portion  may  at  once  be  selected  for  the  placing  of  the  fixation 
sutures.  Theoretical  considerations  as  to  the  advisability  of 
having  the  opening  in  a  certain  position  of  the  stomach,  pre- 
ferably near  the  cardia  and  the  lesser  curvature,  arc  of  small 
weight,  as  compared  with  the  importance  of  avoiding  all  trac- 
tion on  the  stomach  •wall. 

In  most  cases,  however,  the  stomadi  will  be  contracted,  and 
situated  high  up  under  the  diaphragm,  while  the  colon  or  the 
omentum  presents  at  the  wound.  It  is  quite  possible  to  mistake 
the  colon  for  the  stomach :  more  than  once  the  colon  has  beea 
opened.  To  find  the  stomach,  we  may  either  pull  it  down  by 
dragging  on  the  omentum  and  the  colon,  or  we  may  follow  the 
suggestion  of  Lcgond,  highly  recommended  by  I-'arabocuf,  and 
use  the  under  surface  of  the  liver  as  a  guide.  The  tingers  are 
carried  under  the  left  lobe  of  the  liver  till  the>-  reach  the  ver- 
tebral column :  they  are  then  moved  to  the  left,  close  to  the 
diaphragm,  when  the  lesser  cun-ature  will  be  felt.   The  stomach 


FIXATION  OP  THE  STOUACH. 


8»7 


is  always  the  highest  of  the  hollow  viscera.  When  recognised, 
a  fold  of  its  anterior  wall  id  pinched  up  between  the  two  fingers 
and  pulled  to  the  surface  of  the  wound.  The  part  which  seems 
best  to  fulfil  the  double  purpose  of  avoiding  tiaction  and  pro- 
viding a  suitable  spot  for  forming  a  fistula  is  then  lixcd  upon, 
and  the  next  step  proceeded  with. 


Fixation  of  the  Stomach. — The  mode  of  fixing  the  wall  of  the 
stomach  to  the  parietes  will  depend  on  whether  the  opening  is 
to  bo  made  at  once,  or  postponed  for  several  days  until  adhe- 
sions have  formed.  The  usual  practice  is  now,  in  all  cases,  to 
fiallow  the  latter  plan.  Where  the  patient  can  aflbrd  to  wait, 
this  is  no  doubt  the  belter  method  ;  but  it  is  by  no  means  cer- 
tain that  it  is  always  the  better  method.  A  few  continental 
surgeons  of  the  highest  repute  advocate  immediate  opening  of 
the  stomach.  They  maintain  that,  the  stomach  being  in  most 
cases  empty,  the  danger  of  extravasation  is  exaggerated  ;  and 
that,  if  the  sutures  are  properly  i^accd,  the  danger  of  subse- 
(]uent  escape  of  fluids  into  the  cavity  is  very  small.  Zcsas  and 
others  have  pointed  out  the  great  danger  of  withholding  food 
from  a  half-starved  patient  upon  whom  has  just  been  put  the 
additional  strain  of  a  severe  surgical  o|>eration.  Exhaustion  is 
the  most  common  cause  of  death  ;  and  exhaustion  is  best  com- 
bated by  stomach  feeding.  The  low  vitaHty  of  the  patient  is 
against  the  rapid  formation  of  strong  adhesions.  Kocher  points 
out  the  risks  of  traction  on  an  empty  stomach,  through  inter- 
ference with  its  circulation:  this  rlslc  is  obviated  by  immediate 
feeding. 

1  lake  it  that  we  cannot  lay  down  a  rule  which  will  apply  to 
all  c;is«s :  the  mode  of  opening,  and  therefore  of  suturing,  must 
be  decided  for  each  case.  The  advantage  of  having  even  a  little 
fresh  lymph  between  the  serous  surfaces  is  evident :  this  can  be 
secured  by  waiting  for  a  few  hours.  In  the  worst  cases,  we  can 
spare  ten  or  twenty-four  hours:  this  time  may  nearly  always  be 
pvcn  to  the  formation  of  adhesions.  In  cases  where  the  power 
of  swallowing  exists,  or  where  weakness  is  not  excessive,  or 
where  (as  sometimes  happens)  power  to  swallow  returns  after 
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operation,  we  may  wait  as  long  as  possible,  and  open  the 
stomach  only  when  the  strength  is  beginning  to  fail.  We  must 
not  let  the  patient  die  while  we  wait  for  surgical  perfection  in 
tlie  wound ;  nor,  on  the  oilier  hand,  need  we  be  in  haste  to 
establish  the  Itslula  if  the  patient's  strength  holds  out  well. 

The  proceeding  to  be  adopted,  if  wc  intend  to  postpone  the 
opening  of  the  stomach  for  a  week  or  so,  may  be  much  simpler 
than  if  we  desire  to  make  immediate  opening.  S6diIlot,  in  his 
second  case,  sought  to  cause  adhesion  of  the  stomach  to  the 
parietcs,  and  at  the  same  time  to  make  the  opening  in  the 
stomacli  by  necrosis,  by  attaching  a  forceps  to  the  stomach  and 
leaving  it  there.  This  plan  he  did  not  like,  and  he  proposed  tO 
transfix  the  stomach-wall  by  an  ivory  pin.  Following  a  sugg«s- 
tion  of  Macnamara,  Boyce  Barrow  and  others  have  adopted 
this  plan,  employing  harelip  pins;  and  there  is  probably  none 
better.  Other  pbns  of  forming  adhesions,  by  caustics,  acupunc- 
ture and  rows  of  needles,  have  been  recommended  and  adopted; 
but  none  of  them  seem  trustwortliy.  Howse  is  said  to  use  clamp 
forceps  padded  with  India-rubber;  and  his  results  arc  excellent. 

In  cases,  therefore,  where  the  opening  of  the  stomach  is  to 
be  postponed  for  some  days,  sutures  need  not  be  inserted. 
Merc  apposition  of  the  surfaces  will  result  in  the  formation  of 
sufficiently  strong  adhesions.  To  secure  this  end.  the  use  of  two 
thick  harelip  pins  is  by  far  the  simplest  plan,  and  perfectly  satia- 
factory.  The  points  of  the  pins  should  be  rounded  and  smooth, 
and  not  cutting.  They  arc  carefully  inserted  under  the  serous 
and  muscular  coals  of  the  stomach,  in  lines  transversely  to  the 
direction  of  (he  wound;  and  they  enclose  a  square  area  of 
stomach>wall,  whose  sides  measure  .about  three-quarters  of  an 
inch,  tn  the  centre  of  this  square  the  opening  is  subsequently  to 
be  made.  The  ends  of  the  pins  are  stuck  into  pieces  of  India- 
rubber,  to  prevent  them  from  chafing  the  skin  on  which  ibey 
rest.  If  the  abdominal  walls  are  thick,  the  pins  may  be  bent 
downwards  in  the  middle;  in  fact,  a  little  downward  curve  will 
always  be  advantageous.  If  the  pins  are  not  rcmovod,  it  may  be 
possible  to  open  the  stomach  after  four  or  five  days,  so  perfect 
is  the  apposition  which  they  give.  Maciianiaia  has  supplemented 
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this  plan  by  the  insertion  of  a  piece  of  thick  silver  wire  into  a 
fold  of  the  stomach,  which  was  fixed  to  the  sltin  of  the  chest. 

If  it  is  decided  to  open  the  stomach  within  three  or  four  days, 
it  will  be  wise  to  make  use  of  sutures.  Chavassc,  in  a  successful 
case,  used  only  four  sutures.  Two  or  three  sutures  in  addition  to 
pins  would  be  as  good  a  plan  as  any  to  adopt,  if  the  stomach  is  to 
be  opened  between  the  third  and  the  fifth  day.  For  late  opening 
the  suturing  has  been  overdone.  In  one  case  1  used  a  deep 
continuous  silver  suture  and  four  superficial  xllk  sutures,  with 
success.  In  another,  four  deep  and  four  superficial  sutures  gav6 
perfect  apposition.  Many  similar  plans  have  been  successfully 
used— most  of  them,  like  mine,  erring  on  the  side  of  doing  too 
much. 

When  the  stomach  has  to  be  opened  at  once,  or  after  a  few 
hours,  the  method  of  suturing  must  be  more  elaborate.  It  must 
secure  accurate  apposition  from  the  beginning  all  around,  with- 
out inflicting  loo  much  injury  on  the  stomach,  and  without 
involving  too  large  an  area  of  its  walls.  Many  plans  are  in 
vogue:  the  following  is,  perhaps,  as  good  as  any.  By  it, 
stomach-wall  is  kept  in  accurate  apjwsitian  with  parietal 
peritoneum  in  a  continuous  circle,  and  not  at  interrupted  points. 
Firstly,  following  Bryant's  excellent  suggestion,  insert  two  loops 
of  silver  wire  near  the  spot  where  the  opening  is  to  be  made. 
By  these  the  stomach  is  manipulated  during  the  process  of 
suturing,  and  they  serve  to  fix  it  when  the  opening  is  made. 
Then,  with  a  round  needle  threaded  with  thick  soft  silk  about  a 
foot  long,  pass  a  continuous  suture,  in  a  circle  of  about  two 
inches  in  diameter,  under  the  peritoneal  and  muscular  coats  of 
the  stomach.  At  ever>'  third  quarter  of  an  inch  in  the  circle, 
the  neiedle  is  taken  out  and  re-inseitcd ;  so  that  six  or  eight  free 
loops,  about  an  inch  and  a  half  in  length,  are  left  protruding  on 
the  serous  surface.  (I'ig.  48.)  Then,  at  corresponding  situations 
in  the  abdominal  wall,  a  handled  needle  with  a  recurved  hook 
instead  of  an  eye  (Fig-  50)  is  pushed  through,  and  catches  up 
the  loops  one  after  the  other.  As  each  loop  is  drawn  through,  a 
[necc  of  rubber  tubing  is  slipped  under  it.  The  loops  are  pulled 
with  moderate  lightness  over  the  rubber  tubing  from  each  end  of 
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the  incision.  Finally,  the  ends  of  the  silver  sutures  are  hooked 
under  the  tubing,  and  serve  to  keep  the  exposed  portion  of 
stomach  well  up  in  the  gaping  wound.  (Fig.  49.)  A  suture  at 
each  end  of  the  wound  may  be  necessary. 

It  will  be  seen  that  this  mode  of  hxing  the  stomach  is  easily 
and  rapidly  carried  out;  that  it  providcsacciirateapi>asitioti  under 

elaHtic  pressure;  and  (hat  it 
/  docs  not  draw  the  stomach 

too  much  outwards,  and  so 
increase  the  risk  of  having  a 
dribbling  fistula  to  deal  with. 
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made  till  the  paticDt  has  fully  recovered  from  the  anaesthetic, 
when  also  the  stomach  is  more  likely  to  be  tolerant  of  food. 

It  is  important  to  follow  Bryant's  wise  advice,  and  make  the 
opening  as  small  as  possible,  to  prevent  dribbling  of  the  gastric 
contents.  The  opening  may  be  made  by  gently  inserting  the 
fine  point  of  a  curved  bistoury  under  the  muscular  and  serous 
coats,  and  cutting  outwards.  Through  this  minute  opening, 
a  Lister's  sinus  forceps  is  insinuated  through  the  mucosa,  its 
blades  are  separated,  and  a  small  French  gura-elastic  catheter 
is  passed  into  the  stomach  between  them.  The  divergent  blades 
of  the  sinus  forceps  pult  the  stomach  outwards  while  the 
catheter  is  being  passed  inwards,  and  the  whole  operation  is 
easily  concluded  without  any  disturbance  of  parts. 

Fluid  food  in  small  quantity — about  six  ounces  of  warm 
peptonised  milk  is  perhaps  the  best — is  slowly  passed  into  the 
stomach  through  the  catheter.  After  feeding,  the  catheter  may 
cither  be  removed  or  left  in  place,  as  seems  most  desirable, 
lioth  plans  have  their  advantages  and  disadvantages.  If  it  is 
removed,  the  small  opening  is  completely  closed  by  the  mucous 
membrane  acting  as  a  plug;  but  a  little  difficulty  may  be 
experienced  in  re-introducing  it :  if  it  is  left,  this  difficulty  is 
obviated ;  but  tluid  is  hable  to  find  its  way  along  the  side  of  the 
catheter.  Sucli  fluid,  acid  gastric  juice,  has  an  iftiCating  effect 
on  the  wound,  seeming  to  dissolve  up  the  recent  and  delicate 
adhesions.  To  collect  any  juice  that  may  escape,  the  wound 
should  be  kept  covered  by  some  highly  absorbent  unirritating 
material,  which  is  to  be  frequently  changed. 

When  the  opening  is  made  a  few  days  after  operation,  the 
procedure  is  complicated  by  the  presence  of  a  layer  of  lymph 
filling  up  the  cavity  between  the  hps  of  the  wound.  This  may 
bleed  if  it  k  removed  by  forcepK.  In  this  case,  it  is  not  so  easy 
to  judge  of  the  depth  of  the  puncture  to  be  made  by  the  knife, 
and  more  disturbance  of  the  parts  may  be  caused  than  in  imme- 
diate opening.  But  this  matters  little,  for  adhesions  are  likely 
to  be  firm.  And  if  the  plan  of  fixation  by  pins  be  adopted,  the 
opening  is  a  very  simple  affair.  The  insertion  of  a  catheter  is 
conducted  as  above  recommended ;  and  it  may  be  left  in,  with  a 


M3 


GASTHOSTOMY. 


[dug  to  close  it.     It  is  fixed  by  a  threikd  to  pieces  of  strapping] 
oo  the  skin  of  the  abdomen. 

When  the  opening  of  (he  stomach  is  delayed,  and  the 
patient  cannot  swallow,  (ceding  by  the  rectum  must  be  instituted. 
This  is  a  proceeding  of  great  iroportance,  requiring  care  both  in 
the  preparing  and  in  the  administering  of  the  enema.  Rectal 
feeding  has  received  much  attention  of  recent  )'ears.  and  many 
valuable  preparations  may  be  had.  1  believe  that  we  do  not 
always  remember,  in  rectal  feeding,  that  a  certain  quantity  of 
fluid  is  an  enscnlial  ingredient  of  all  foods.  The  concentrated 
meat  capsules  and  suppositories  now  frc(]uently  used  should  be 
supplemented  by  an  injection  once  or  twice  daily  of  a  pint  of 
tepid  water.  A  good  enema  for  such  cases  I  have  found  to  be 
the  following :  an  egg  beaten  up  in  ten  ounces  of  milk,  with  two 
or  three  teaspoonfuls  of  meat  jelly,  peptonUed  in  the  ordinary 
way,  and  administered  wann,  with  or  without  the  addition  of 
brandy,  every  five  or  six  hours.  If  the  enema  is  passed  in  very 
slowly,  it  will  usually  be  retained  without  difficulty.  A  Urge 
enema  of  tepid  water  to  cleanse  the  rectum  is  necessary  every 
day,  or  every  other  day.  If  some  of  it  is  absorbed,  it  will  do 
good :  starvation  is  robbed  of  half  its  terrors  if  plenty  of  fluid  is 
given.  Zesas  and  others  wlio  have  spoken  of  nourishing  enemas 
in  such  cases  arc  inclined  to  put  very  little  value  upon  them. 
Under  the  best  form  of  rectal  alimentation  yet  devised,  the 
patient  steadily  and  surely  loses  ground.  But  the  opinion  that 
they  help,  if  they  are  not  atl-suffictent,  is  too  general  to  be 
delusive.  In  every  case,  rectal  feeding  must  be  used  where 
feeding  by  the  mouth  is  impossible;  only  we  must  remember 
that  it  is  at  best  an  inefficient  substitute  for  feeding  by  tbs 
stomach,  and  that  opening  must  not  be  itnduly  delayed. 

The  mode  of  feeding  by  the  fistula  is  of  some  importance. 
The  food  must  at  first  be  small  in  quantity,  and  of  a  nature  to 
be  readily  absorbed,  so  as  to  cause  the  least  possible  physical 
and  physiological  disturbance.  Peptoniscd  milk,  or  beef  tea,  or 
beef  peptonoids,  are  readily  absorbed  and  nourishing.  Starchy 
and  fatty  foods,  whidi  undergo  digestion  chiefly  in  the  intestine, , 
may  be  administered   alternately  with  the  more  stimtilaliiig 
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fleshy  Riatenals.  "  Often  and  little  "  has  been  the  adice  given ; 
but,  as  previously  leniarked,  not  too  often  nor  too  little.  Too 
frequent  feeding  may  irritate  tlie  stomach  as  well  as  the  Astulai 
and  too  little  will  fail  to  support  the  patient's  strength.  Half 
a  pint,  slowly  administered  every  four  hours,  would  be  an 
averaRe  quantity  and  frequency. 

All  foods  introduced  into  the  stomach  should  be  of  (he 
ipciaturc  of  the  body.  When  the  patient  has  got  over  the 
dangers  of  the  operation,  the  food  may  be  administered  only  at 
the  ordinary  meal  times.  It  has  been  recommended  that  solid 
food  should  be  masticated  before  being  passed  into  the  funnel 
which  leads  to  the  stomach.  If  there  is  a  sympathy  between 
the  mouth  and  the  stomach,  causing  the  stomach  to  undergo 
certain  physiological  changes  preparatory  to  tlie  reception  of 
food,  this  recommendation  has  a  meaning  beyond  the  gustatory. 
Cases  arc  recorded  where,  by  the  help  of  ingenious  contrivances, 
the  patient  has  sat  at  table,  masticated  food,  and  passed  it  into 
the  stomach-lube  without  shocking  the  susceptibilities  of  his 
companions.  The  patient  will  soon  learn  what  apparatus  is 
best  for  feeding;  and  hoxv,  in  the  intervals,  the  fistula  may  be 
most  perfectly  kept  closed  and  protected.  Feeding  by  gravi* 
tation  is  usually  the  mode  selected,  and  a  pad  of  clean  linen 
will,  in  most  cases,  efficiently  guard  the  wound. 


Ckustrotomy. 

GastTotomy  (7a(tT^/>^ston)8Ch,  and  to^i^— incision)  is  here 
used  in  (ho  limited  scdec  of  meaning  the  operation  of  makinffj 
an  incision  into  the  stomach,  and  more  particularly  with  the 
view  of  removing  foreign  hodics  lodged  in  that  viscus.  Gas- 
trotomy  may  have  to  be  performed  for  other  purposes,  as  for 
dilatation  of  the  pylorus  or  the  oesophagus,  or  for  the  removal 
of  foreign  bodies  in  the  gullet ;  hut  in  these  cases  tlic  operation 
is  subsidiary.  Ax  a  synonym  for  atidoniinal  section,  the  word 
Gostrolomy  is  in  frequent  use  at  the  present  time;  in  this  sense 
its  employment  is  confusing. 
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STOMACH. 

This  is  a  very  old  operation.  One  Crolius  is  said  to  have 
removed  a  knife  from  the  stomach  in  i6o3,  and  Guenthcr  is 
credited  with  a  similar  operation  in  1613.  In  1635  Shoval* 
successfully  remo\-ed  a  knife  six  inches  long,  and  in  the  same 
year  Schwaben  had  a  like  success.  I  Considering  the  early  and 
striking  success  of  gasirotomy.  and  the  undoubted  frequency  of 
(he  necessity  for  it,  it  i«  remarkable  that  the  operation  waSj 
performed  so  few  times  tn  the  following  century.  Successful 
cases  arc  reported  by  Hubner  in  1730,  by  CajToches  in  1819,  by 
Bell  in  i860,  by  Labbe  in  1874,  and  by  others.;  It  is  perhaps 
even  more  remarkable  that  in  the  modern  era  of  abdominal 
surgery  the  operation  should  have  been  so  rarely  performed. 
GtossS  quotes  only  twenty  cases,  three  of  which  were  fatal. 
The  more  accurate  tables  of  Cred£  ]   and   Richardson  1^   and 

*  Cbdiiu'ii  Suftry.  vol.  ii.,  p.  391  t  H<vin,  Sttm.  it  VAt^.  d*  Ckir.  it  Par. 

I  Sm  PDulel.  ForogM  Ui>iin  u  Sut/cicti  Prachtt.  vol  i..  p.  161, 

I  Tmu.  Amr.  Smg  Ann- .  vol.  ii.         Ani./.  Atim.  Clitr..  XXXItl..  tii. 

f  A«Km  Uii-aiiSmg.  Jaan.,  Dec  tClh,  1S86. 
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Bernays,*  which  exclude  all  doubtful  or  ill-authenticated  cases, 
reduce  the  number  to  ij  or  possibly  (4.  All  recovered  save 
two,  and  in  these  were  s])eci.illy  troublesome  complications. 
There  can  be  no  doubt,  therefore,  that  gastrotomy  is  not  a 
dangerous  operation :  under  modem  rules,  it  ought  not  to  have 
a  death-rate  of  more  than  eight  or  ten  per  cent. 

iHdktUiwa  ffr  Optration. — The  coiulitions  pointing  to  operation 
are  twofold:  (i)  the  presence  of  a  foreign  body  in  the  stomach, 
of  such  a  nature  that  wc  know  it  cannot  be  passed  through  the 
intestines,  or  can  be  passed  only  at  great  risk ;  and  (2)  the 
existence  of  serious  and  urgent  symptoms  tn  the  patient. 

The  great  majority  of  foreign  bodies  swallowed  pass  through 
the  pylorus,  and  are  voided  in  the  stools.  It  is  a  common  state- 
ment that  anything  which  passes  the  cardiac  opening  will  pass 
the  pyloric.  And  so  it  will,  as  far  as  the  smallest  diameter  of 
the  body  is  concerned ;  but  where  long  bodies  are  swallowed, 
such  as  knives,  spoons,  forks,  pencils,  bars  of  lead,  or,  as  in 
Foumicr's  case,  the  hoop  of  a  barrel  fifteen  inches  long,  wc  can 
scarcely  expect  that  they  will  be  passed  through  the  pylorus 
and  along  the  duodenum  and  the  numerous  coils  of  small  intes- 
tine. As  a  matter  of  fact,  long  bodies  rarely  escape  from  the 
stomach  at  all. 

Aggregations  of  small  foreign  bodies  require  removal,  as 
much  as  long  or  large  single  bodies.  They  may  become  glued 
together  by  mucus,  and  form  a  mass  whose  diameter  is  con- 
siderably greater  than  that  of  the  pyloric  orifice.  Thornton  f 
and  Schdnbom  ;  have  successfully  removed  large  masses  of  liair 
swallowed  by  tbeit  patients. 

Apart  from  the  remote  risks  attending  the  prolonged  presence 
of  a  fordgn  body  in  the  stomach,  the  subjective  condition  of  the 
patient  may  be  such  as  to  demand  operation.  The  patient  is 
oonstaatly  nauseated ;  he  has  an  indefinable  sensation  of 
distress  and  anxiety  referred  to  the  pit  of  the  stomach ;  he 
coiDfJainsof  severe  shifting  pains  in  various  ^tuations,  which 

*  P%a4.  .V*i.  Ntm.  JAD,  icl.  iSS?.         1  LMmut.  Jul.  gtb.  iS86. 
[  Lanifcabeck'syl'vAiv..  tSSj.  vol.  »ii..  p.  C09. 
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aie  sometimes  distracting  (in  at  least  one  case  tlicy  drove  the 
sufferer  to  suicide) ;  and  his  combined  sufferings  often  render 
life  .1  prolonged  agony.  In  other  cases  the  symptoms  arc  less 
urgent,  but  they  are  always  more  or  less  distressing.  Frequently 
the  ingestion  of  food  relieves  the  pain ;  sometimes  it  aggravates 
it.  The  patient  occasionally  6nds  relief  in  special  postures, 
and  constantly  assumes  them.  The  slightest  movement  may 
aggravate  the  pain;  the  patient  may  have  to  tread  with 
slowness  and  difficulty,  and  his  breathing  may  be  performed 
superficially  or  with  eflfoit.  Soon  the  health  fails ;  the  patient 
becomes  pale,  thin  and  worn ;  he  becomes  liable  to  attacks  of 
syncope,  or  even  convulsions;  vomiting  sets  tn,  sometimes  with 
bleeding;  wasting  goes  on  to  extreme  degrees,  and  death  taltcs 
place  in  the  last  stage  of  exhaustion. 

Local  conditions  demanding  oi>eration  may  exist.  These 
arc  produced  when  the  foreign  body  shows  signs  of  perforating 
the  walls  of  the  stomach,  either  immediately  by  cutting  them 
through,  or  gradually  by  ulceration  and  the  formation  of  abscess. 
Richardson*  has  collected  1 1  such  cases  occurring  t>ctween  1602 
and  tS8a,  the  foreign  body  in  each  case  escaping  cither  spon- 
taneously or  after  a  simple  incision ;  and  only  one  of  these  cases 
died.  Peiforation  into  the  peritoneum,  if  untreated,  is  certainly 
fatal.  The  risks  of  perforation  through  the  parietes  when  the 
stomach  becomes  adherent  to  them  are  evidently  not  so  great, 
but  they  are  sufficient  to  demand  operation.  Perforation  in 
other  directions — towards  spleen,  Uver,  lung,  or  heart — must  be 
reckoned  among  the  terminal  casualties. 


THB  OPBRATION. 

To  bcilitate  operation,  various  plans  of  distending  the 
i^mach  have  been  suggested.  PelJrxt  of  Parist  utilised  the 
vapour  of  ether  for  this  purpose,  in  an  operation  for  the  removal 
of  a  spoon.  A  piece  of  rubber  tubing  was  passed  into  the 
stomach ;  the  outer  extremity  of  the  tul>c  was  bifurcated — one 
of  the  ends  communicating  with  a  funnel,  the  other  with  an  ether 
■  Lm.  lit.        t  laMM.  vol  11.  tS&i. 
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nservur.  The  stomach  was  first  washed  out  with  a  solution 
of  bicarbonate  of  soda,  poured  in  through  the  fuRnel.  The 
ordinary  incision  was  then  made;  when  it  was  concluded,  the 
ether  reservoir  was  placed  in  hot  water,  and  the  vapour,  passing 
along  the  tube  into  the  stomach,  distended  it  and  forced  it 
through  the  wound.  Felizet,  while  the  stomach  was  distended, 
sutured  it  to  the  wound  before  removing  a  spoon,  and  a  gastric 
fistula  was  left.  Sch6nbom,*  in  a  case  of  gastrostomy,  made 
use  of  a  bladder  attached  to  the  end  of  a  hollow  sound,  which 
he  distended  by  blowing.  Jacob!  1  and  Fowler  |  have  caused 
distension  by  pouring  into  the  stomach  measures)  quantities  of 
acid  and  bicarbonate  of  soda.  Other  methods  have  boco  used 
or  recommended. 

It  is  very  doubtful  if  the  advantages  of  distending  the  stomach 
counterbalance  the  disadvantages.  The  advantages  arc.  increased 
facility  in  finding  the  stomach,  and  the  comparatively  small  size 
of  the  opening  made  while  the  walU  are  stretched.  The  chief 
disadvantages  are,  the  trouble  to  the  patient  connected  with  the 
process  of  distension,  the  difficulty  in  preventing  the  distending 
agent  from  coming  into  contact  with  the  |>eritDneum  (even  ether 
is  not  innocuous),  and  the  increased  dlHicuIty  of  finding  the 
foreign  body  in  a  distended  cavity.  Billroth,  in  one  case,  found 
this  last  difficulty  a  very  troublesome  one  to  overcome.  The 
exigencies  of  the  case  would  probably  be  met  by  a  prior  cleans- 
ing of  the  stomach  with  a  dilute  solution  of  bicarbonate  of  soda. 
There  is  no  objection  to  the  patient's  swallowing,  just  before 
operation,  eight  or  ten  ounces  of  some  innocuous  fluid ;  this 
amount  will  be  quite  sufficient  to  throw  the  stomach  into 
prominence,  while  it  is  not  too  large  to  be  collected  in  sponges 
should  it  escape.  On  the  whole,  perhaps,  it  is  be«t  to  operate 
upon  an  empty  stomach,  which  has  been  previously  cleansed  by 
an  alkaline  solution. 

The  site  of  the  incision  is  not  of  so  much  importance  as  in 
gastrostomy.     It  may  be  higher  up;  if  the  liver  is  in  the  way,  it 

*  I.an)iciib«ck'a  Afiki»  .  xxii..  p.  50a 

1  Sits  VorA  Mit.  Jamn.,  l87^.  ttA.  u..  p.  141. 

t  ^M.  Aa^U  and  Surg.,  vol.  vi.,  p.  37,      Brooklyn.  iSSs. 
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can  eauly  be  kept  back  by  a  retractor.  No  advantage  is  gained 
by  getting  close  to  the  ribs ;  the  flexibility  of  the  parietes,  which 
is  tiiseful  in  permitting  manipulation  and  the  introduction  of 
q>ongGS,  is  diminished  by  proximity  to  th«  fixed  rib  •cartilages. 
If,  as  occasionally  happens,  the  foreign  body  can  be  felt,  the 
incision  through  the  parietes  is  best  made  directly  over  it.  And 
if  sign  of  perforation  show  at  any  part,  this  also  guides  to  the 
site  of  incision.  Labbe  recommended  an  incision  parallel  to  the 
left  costal  marginii,  the  lower  end  of  which  did  not  descend 
below  the  level  of  the  tip  of  the  ninth  cartilage.  Bell  and  Neat 
made  use  of  an  incision  extending  from  the  umbilicus  towards 
the  left  false  ribs ;  Vidal  de  Cassis  made  his  incision  in  the 
middle  line ;  and  other  incisions,  too  numerous  to  mention,  have 
been  employed. 

If  the  foreign  body  la  very  large,  as  in  Tliornton's  case,  the' 
incision  is  best  made  in  the  middle  line.  The  linca  semilunaris 
is,  for  most  cases,  too  far  outwards.  Labbe's  incision  is 
probably  as  good  as  any  for  those  cases  where  the  site  of 
election  is  not  determined  by  the  foreign  body  being  felt.  The 
incision,  beginning  at  the  level  of  the  tip  of  the  ninth  rib 
cartilage,  and  about  an  inch  and  a  half  to  the  inner  side, 
carried  upwards  parallel  to  the  costal  margin  for  a  distance 
two  and  a  half  or  three  inches.  The  muscles  are  divided  and 
the  peritoneum  opened  in  the  same  way  as  in  gastrostomy. 

Now  that   the  competency  of   sutures  in   wounds  of  thai 
hollow  viscera  to  prevent  escape  of  their  contents  has  beeal 
abundantly  proved,  the  old  practice  of  fixing  the  stomach  to  the 
parietes  need  not  be  followed.     The  stomach  may  be  opened), 
sutured,  and  returned  to  the  abdominal  cavity,  with  an  assuraocal 
that,  if  the  stitches  have  been  properly  placed,  there  will  be  no 
escape  of  gastric  fluids. 

When  the  peritoneal  cavity  is  entered,  two  Angers  arc 
passed  over  the  anterior  surface  of  the  stomach,  to  feci  for  the 
foreign  body.  Occasionally  some  difficulty  in  ^detecting  the 
body  is  encountered.  If,  as  is  usually  the  case,  the  body  is 
long,  the  end  which  lies  most  conveniently  to  the  parietal  wound 
is  selected  as  the  site  of  the  stomachic  inciuon.     If  the  body  is 


REMOVAL  OF  FOREIGN  BODY. 


3«9 


sharp-pointed  at  one  end  (as  a  fork),  the  blunt  end  is  chosen. 
Particular  care  must  be  taken  that  the  gastric  wall  is  not 
perforated  by  rough  handling  of  a  sharp-pointed  foreign  body. 
If  the  blunt  end  lies  at  considerable  distance  from  the 
parietal  incision,  it  will  be  wise  policy  to  open  ilie  stomach  over 
the  sharp  extremity,  to  the  case  of  collections  of  hair,  the 
stomach  may  be  opened  where  it  protrudes  most.  Each  case 
must  be  judged  on  its  merits  as  to  site  of  opening. 

When  the  spot  for  making  the  opening  has  been  selected, 
the  whole  surface  of  the  stomach  around  this  spot  is  covered 
with  flat  sponges.  Two  silver  or  &ilk  guiding  loops  arc  inserted 
through  the  muscular  and  serous  coats  at  the  sides  of  the  pro- 
posed line  of  incision;  the  stomach  is  gently  pulled  to  the 
surface  by  these  loops,  the  ends  of  which  are  now  entrusted  to 
an  asaistant,  who  keeps  the  stomach  pressed  up  against  the 
sponges  by  means  of  them.  The  line  of  incision  is  best  made 
parallel  to  the  course  of  the  vessels — that  is,  transversely  to  the 
curvatures,  or  in  a  line  with  the  abdominal  wound.  An  opening 
of  sufficient  size  is  made  between  the  loops  by  knife  or  scissors, 
and  the  forefinger,  inserted  through  it,  feels  the  body  and  enables 
the  surgeon  to  decide  upon  the  best  mode  of  extraction.  The 
finger  may  be  able  to  push  the  end  of  the  body  through  the 
wound,  when  it  may  be  c;inght ;  or  it  may  be  lifted  out  between 
the  forefinger  and  a  lithotomy  scoop  or  similar  instrument ;  or 
the  end  may  be  seized  in  suitable  forceps,  whereby  it  is  dragged 
out  of  the  wound.  Sometimes  the  body  is  found  embedded  in 
granulations,  which  bleed  freely  on  being  disturbed ;  the 
greatest  care  must  then  be  taken  to  avoid  perforation  of  the 
stomach.  During  the  manipulations,  the  assistant  takes 
care  that  the  sponges  are  well  placed  to  absorb  any  escaping 
fluid. 

When  the  foreign  body  has  been  removed,  it  may  be  wise, 
if  there  is  much  mucoid  or  purulent  or  bloody  material  in  the 
stomach,  to  cleanse  it  by  means  of  small  sponges  on  sponge* 
holders.  The  less  the  stomach  is  irritated  the  better,  however. 
Before  beginning  to  place  the  sutures,  a  very  soft  suitably  shaped 
flat  sponge  is  inserted  through  the  wound,  with  a  long  piece  of 
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thick  silk  passed  through  it  to  draw  it  out  by  when  the  deep 
sutures  have  been  inserted  and  before  they  are  tied. 

The  l)cst  form  of  suture  for  the  stomach  wound  is  the 
Lctnbcrt  (I-'ig.  51),  or  some  simple  tiiodiBcation  of  it.  The  best 
needle  is  a  milliner's  needle  of  medium  size ;  the  suture  material 
should  be  line  Chinese  twtsl.  The  sutures  arc  most  easily  and 
rapidly  inserted  along  folds  of  the  stomach-wall  raised  by  trac- 
tion on  quilt  stitches  placed  about  two  inches  apart,  in  the 

manner  described  and  depicted 
further  on  for  Eutcrorraphy. 
Tlie  needle  passes  through  the 
serous,  sub-serous,  and  muscular 
coats,  piercing  but  not  cutting 
the  tissues,  and  docs  not  enter 
the  mucous  coat.  The  accom- 
panying diagram  (Fig.  ji)  may 
Ik  taken  as  representing  on 
natural  scale  the  mode  of  plac- 
ing and  the  closeness  of  the 
sutures.  When  the  sutures  ha\-c 
been  placed,  their  ends  are 
gathered  together  in  tlie  blades 
of  catch  •  forceps,  the  threads 
crossing  the  middle  of  the 
wound  are  teased  apart,  and 
the  sponge  is  removed.  The 
sutures  are  then  systematically 
and  carefully  tied,  beginning  at 
one  end  and  going  on  to  the  other.  A  second  row  of  sutures, 
passing  through  peritoneum  alone,  is  sometimes  placed  iu  alter- 
nation with  the  first  row.  These  sutures  are  ordinarily  inter- 
rupted, but  very  perfect  apposition  may  be  got  by  making  them 
continuous.  A  double  continuous  row,  where  the  sutures  cross 
and  the  free  ends  are  tied  together  at  the  end  of  the  wound,  may 
be  used  if  the  wound  is  small.  Appolilo's  suture  (see  Entcr- 
ectomy)  would  seem  to  be  very  suitable.  Expansion  and  con- 
traction takes  place  through  a  wider  range  in  the  stomach  than 
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in  the  intestine.  The  continuous  suture  prevents  stretching  of 
the  intervals,  and  subsequent  escape  of  fluid  when  the  stomach 
expands ;  if  the  stomach  contracts,  the  continuous  suture  might 
get  loosened.  Unless  the  stomach  is  quite  contracted,  which  is 
different  from  being  empty,  the  interrupted  suture  is  the  safer. 

When  the  stomKch  wound  is  perfectly  closed,  the  sponges  are 
removed  from  the  abdominal  cavity.  A  dry  sponge  is  finally  inser- 
ted on  a  sponge- holder,  to  make  sure  that  no  foreign  matter  is  left 
behind.    The  parietal  wound  is  then  closed  in  the  ordinary  way. 

The  subsequent  treatment  consists  in  giving  absolute  test  to 
the  Stomach  for  three  or  four  days,  the  patient  being  fed  on  enemas 
meanwhile.  Very  small  quantities  of  pcptoniscd  milk,  diluted 
with  water,  are  given  at  stated  intervals  for  two  or  ihreedays  more ; 
and  then  beef  peptonoids  and  thin  broths  may  be  added  to  the  diet, 
while  the  intervals  of  feeding  may  be  lengthened  and  the  amounts 
of  food  increased.  At  the  end  of  a  fortnight,  starchy  foods  may 
be  given ;  and  at  the  end  of  three  weeks,  ordinary  light  diet. 

If  vomiting  takes  place  at  any  time,  all  food  must  he  with- 
held till  it  has  ceased.  Separation  of  the  lips  of  the  wound  is 
more  likely  to  lake  place  when  the  stomach  contracts  or  is  com- 
pressed over  fluid  contents,  than  when  it  is  empty. 

The  chances  of  successful  issue  are  very  good.  Mr. Thornton's 
case  made  an  admirable  recovery,  in  spite  of  his  having  to 
remove,  on  the  day  after  the  operation,  a  sponge  which  was 
tnadvcrtcotty  left  inside  the  abdomen,  and  in  spite  also  of  sup- 
purative inflammation  of  the  parotid.  In  his  case  also  the 
stomach  wound  was  very  large.  When  dosed,  it  measured 
three  inches.  There  is  no  other  record  of  a  foreign  body  of 
such  dimensions  having  been  removed  from  tlie  stomach. 


CASTROTOUr    FOR    BBUOVAL  OP   FORBICN    BODIES    IH   THE 

ceso?HACi;s. 

For  foreign  bodies  impacted  near  the  cardiac  extremity  of 
the  ossophagus,  when  all  attempts  to  remove  them  by  the  mouth 
have  failed,  gastrotomy  may  be  performed  with  the  view  of 
removing  them  through  the  stomach. 
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Maurice  H.  Richardson  of  Harvard  Univcreitj-,  in  1866, 
introtiuced  the  operation  by  a  very  successful  case.  He  suc- 
ceeded, after  introducing  the  whole  hiind  through  an  opening  in 
the  stomach,  in  removing  a  denture  of  teeth  impacted  in  the 
lower  portion  of  the  gullet.  Since  then  he  has  made-  careful 
anatomical  ohservations  on  the  details  of  the  operation,  and 
studied  its  indications  and  possibilities.*  In  a  scries  of  cases 
be  found  that  the  average  distance  from  the  incisors  to  the 
diaphragm  was  14^  inches :  a  foreign  body  arresting  the  |>oini  of 
the  probang  at  a  distance  of  13  inches  from  the  incisors  would 
therefore  be  near  lo  the  cardia,  and  might  be  removed  by  gas- 
trotomy.  He  found  that  all  parts  of  the  oesophagus  vreie 
accessible  to  the  finger,  either  by  gastrotomy  or  external  CFSopha- 
golomy.  It  is  ^xissible  with  the  fingers  of  tlie  left  hand  to  reach 
three  inches  above  the  cardiac  orilicc. 

Richardson  recommends  an  oblique  incision  along  the  mar- 
gins of  the  left  ribs  long  enough  to  admit  of  the  introduction  of 
the  whole  hand.  The  vertical  incision  he  considers  best  for  ihe 
introduction  of  instruments.  The  stomach  is  pulled  to  the  sur- 
face and  carefully  isolated  with  sponges.  The  lesser  curvature 
is  put  on  the  stretch,  so  as  to  make  a  sulcus  between  the  ante- 
rior and  posterior  surfaces,  leading  siraight  to  the  cardiac 
opening,  and  serving  as  a  guide  for  the  introduction  of  instru- 
ments. The  situ  of  the  incision  in  the  stomach  is  unimportant. 
It  must  be  far  enough  to  the  right  to  allow  of  the  passage  of  the 
instrument  along  the  sulcus,  as  described.  If  the  instrument  isi 
brought  obliquely  to  this  groove  and  jiasted  upward»,  all  the  lime 
being  pressed  gently  against  the  straightened  lesser  curx'alurc,  it 
will  glide  into  the  (esophagus  every  time  with  the  greatest  ease. 

The  assistant,  standing  on  the  patient's  left,  holds  the 
stomach  by  the  greater  curvature  in  both  hands,  so  that  the 
whole  viscus  is  flattened  out.  "  The  operator,  standing  on  the 
right  of  the  patient,  holds  the  lesser  curvature  between  the  left 
thumb  and  forefinger,  thereby  making  tenie  the  lesser  curvature, 
and  assisting  in  the  passage  of  the  instrument.  Before  doing 
this  it  is  best  to  introduce  the  hand  into  the  peritoneal  cavity, 
'  Laattt.  Oct    &tb.  iMj. 
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and  exAtninc  the  diaphragmatic  opening  externally.  With  the 
stomach  held  as  described,  the  opening  through  its  walls  may  be 
made  anywhere  on  the  flattened  surface,  so  as  to  avoid  the  large 
vessels."  In  most  cases  the  foreign  body  m.iy  be  removed  with 
a  suitable  instnimcnt :  if  this  fails,  the  stomachic  incision  must 
be  enlarged,  and  the  whole  hand  introduced.  The  opening  in  the 
stomach  is  closed  by  the  Lemberl  suture  in  the  ordinary  way. 

W.  T.  Bull  of  New  York/'  in  recording  an  o]Kration  of  this 
sort  successfully  performed  by  him,  makes  some  novel  and 
valuable  observations.  The  patient  w.is  a  boy  of  i6,  and  had 
swallowed  a  peach-stone,  which  was  found  firmly  impacted  in 
the  ccsophagus,  at  a  distance  of  13  inches  from  the  incisors. 
After  ineffectual  attempts  to  dislodge  it  by  the  mouth.  Bull, 
through  a  median  vertical  incittion  in  the  parieles,  made  a  small 
opening  in  the  stomach  just  large  enough  to  admit  the  linger. 
After  passing  sponges  into  the  abdominal  cavity  to  collect  any 
fluid  thai  might  escape,  he  placed  four  loop»  of  thread  in  the 
wall  of  the  stomach  around  the  opening,  and  then,  invaginaling 
the  anterior  wall  of  the  stomach  while  the  finger  plugged  the 
openinc;.  pushed  the  finger  onwards  to  the  end  of  the  cesophagtis. 
The  jicach-^tonc  was  felt,  but  could  not  be  di^odgcd  by  finger 
or  forceps.  He  then  passed  a  fine  bougie  from  below  upwards 
past  the  stone  into  the  mouth ;  attached  a  piece  of  sponge  by  a 
strong  silk  ligature  to  the  end  of  the  bougie,  and  pulled  it 
through  the  mouth.  The  sponge  passed  by  the  foreign  body; 
but  a  second  and  larger  sponge,  attached  to  the  same  string, 
pulled  it  into  the  mouth. 

The  patient  made  an  excellent  recovery.  In  this  case  very 
thin  and  lax  parietcs  made  the  operation  possible  without  passing 
the  hand  into  the  alxlomen.  In  most  cases  it  would  prol>ably  l>c 
necessary  to  pass  the  hand  inside  the  abdomen ;  but  it  need 
not  always  be  necessary  to  make  the  large  opening  into  the 
stomach. 

It  istoocarlytodrawconclu^onsfromtheseoperations.  There 
can  be  no  doubt,  however,  that  they  present  a  valuable  means  of 
treating  a  peculiarly  difficult,  if  uncommon,  class  of  cases. 
>  New  YtrH  ttti.  Joum..  Oct.  spth.  1S87. 
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GASTROTOMY   FOR   RBUOVtNC    CANCBROUS  GROWTHS   IK   THK 
STOMACH. 

Augustus  C.  Boroays  of  St.  Louis  has  recently*  introduced 
to  the  profes^on  a  remarkable  operation,  when^hy,  aftvr  making 
an  incision  in  the  walls  of  the  stomach,  he  removes,  by  curette 
or  other  suitable  instnimcot,  cancerous  growths  bulging  into  the 
stomachic  cavity.  He  records  two  cases,  and  the  results  in 
each  were  so  strikingly  favourable  as  to  warrant  the  conclusioD 
that  the  operation  he  has  introduced  is  worthy  of  a  full  trial  in 
the  bands  of  others. 

As  a  result  of  extended  study,  he  found  that  "one-half  of  all 
CBTiccts  of  the  stomach  start  near  the  pylorus,  and  tliat  in  nine- 
lenths  of  all  cases  they  have  a  tendency  to  grow  towards  the 
lumen  of  the  stomacb.  In  the  beginning  the  mucous  membrane 
is  the  seat  of  the  disease;  the  sub-mucous,  loose  connective 
tissue  is  next  attacked  ;  and  only  in  the  last  stages  are  the 
muscular  and  serous  coats  invaded  by  the  neoplasm."  The 
muscular  layer  becomes  soon  hypcrtrophied,  but  it  is  last 
invaded;  "cancer  ol  the  stomach  originally  grows  inside  the 
muscular  layer,  towards  the  lumen  of  the  organ." 

Reasoning  from  these  facts,  and  from  the  analog}-  of  results 
got  after  curetting  similar  cancers  elsewhere,  Bernays  decided, 
as  an  alternative  to  other  impossible  or  unsatisfactory  operations, 
to  give  certain  selected  cases  a  trial  by  scraping  or  curetting. 
He  first  made  an  accurate  examination  of  the  parts  from  the 
outwde  of  the  stomach  ;  then  fixed  a  fold  of  the  slomacli  to  the 
parietal  wound  by  numerous  sutures.  He  then  opened  the 
stomach  and  carefully  stitched  the  lips  of  the  opening  to  the 
lips  of  the  wound  in  the  parietes.  The  stomacliic  cavity  being 
thus  completely  shut  off  from  the  abdominal  cavity,  he  proceeded 
with  fingers  and  curette.^  to  tear  and  scrape  away  masses  of  the 
growth.     The  bleeding  was  free,  but  soon  ceased. 

The  stomach  remaining  attached  to  the  parietes.  the  opera- 
tion may  be  repeated  without  performing  laparotomy  when  the 
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renewed  growth  of  the  tumour  calls  for  it.    The  gastric  fistula 
may  or  may  not  be  closed. 

For  a  full  account  of  the  operation,  and  a  history  of  the 
cases,  I  must  refer  the  reader  to  Bernays'  paper.  As  an  alter- 
native to  such  operations  as  gastro-enterotomy  and  pylorectomy, 
where  these  are  impossible,  the  operation  seems  to  me  to  have 
already  assumed  a  justifiable  position  ;  and,  even  in  cases  where 
these  are  possible,  it  seems  likely  that  Bernays'  operation  will 
appear  as  a  worthy  competitor. 


Gastrorraphy. 

Gastrorraphy  {fixntiii — stomach,  and  ^<i^— suture)  is  here 
osed  to  mean  the  closure  of  a  woun<l  or  opening  in  ihc  stomach. 
In  its  old  sense,  as  meaning  suture  of  a  wound  in  the  abdominal 
parietes,  the  word  may  now  be  considered  obsolete. 

Hitlory. — According  to  Wdtfler,*  a  Bavarian  surgeon  in  1521 
first  performed  Gastrorraphy.  So  far  as  I  know,  Billroth  t  is 
the  only  living  surgeon  who  has  peKormcd  the  operation.  His 
case  was  one  of  gastric  fistula,  which  he  had  failed  to  cure  by 
plastic  operation.  Gastric  fistula  is  not  common :  Murchison 
was  able  to  find  records  of  only  twenty-five  cases  in  a  period 
extending  over  three  centuries ;  therefore,  operations  for  the 
cure  of  it  must  always  be  rare. 

CmJUicHs  inMtating  Operation. — Cases  of  gastric  fistula,  in 
which  the  stomachic  contents  arc  constantly  dribbling  awny,  or 
in  which  the  food  taken  by  the  mouth  freely  escapes,  and  which 
have  resisted  all  other  treatment  to  alleviate  or  cure,  are  legiti- 
mate subjects  for  gastrorraphy.  Fistula;  arising  from  ulcerative 
destruction  by  malignant  disease  arc,  of  course,  unsuitable  for 
operation.  Perforating  ulcer  of  the  stomach,  the  most  common 
non- traumatic  cause  of  gastric  fistula,  may  pass  through  the 
paricles  by  direct  extension,  or  through  an  intervening  abscess ; 
in  the  latter  case  we  may  expect  more  inflammatory  thickening 
than  in  the  former,  and  the  operation  will  be  correspondingly 
difficult.  The  site  of  the  fistula  is,  however,  the  most  important 
consideration.  If,  as  in  St.  Martin's  case,  it  lies  between  the 
ribs,  the  operation  would  be  complicated.  If,  as  in  Maillot's 
case,  it  lies  close  to  the  ensiform  cartilage,  the  operation  would 
be  difficult.  But,  if  it  is  well  free  of  the  bony  parts,  it  need 
present  no  great  obstacles  to  successful  performance. 

Cases  of  perforating  ulcer  of  the  stomach  can.  when  jwrfora- 
tion  has  taken  place,  be  saved  from  certain  death  only  by  the 

'  UAtriu  .  ,  .  RitttUontn  dtt  Cartimm»Uui>  ^dtm.    Wiea,  1S81. 
t  tt'ttiur  mi.  WMlmttirift,  iS;;.  No.  jS. 
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performance  of  gastrorraphy.  Two  or  three  such  operations 
have  been  performed ;  one,  at  least,  with  success.  When,  with 
a  clear  history  of  ulcer  of  the  slomacli,  undeniable  symptoms  of 
perforation  suddenly  come  on,  abdominal  section,  cleansing  of 
the  cavity,  and  closing  of  the  stomach-opening,  give  the  patient 
the  only  chance  of  life.  A  very  slight  chance  of  success  would 
justify  the  operation. 

Traumatic  wounds  of  the  stomach,  by  bullets,  Wnives.  or 
other  moans,  justify  gastrorraphy  or  not,  according  to  principles 
which  will  be  discussed  when  the  whole  question  of  perforative 
wounds  of  tlie  hollow  viscera  is  considered. 


TRE   OPERATION. 

For  gastric  fiUuIa,  the  ojieration  is  preceded  by  a  thorough 
washing  out  of  the  stomach  by  an  alkaline  solution.  If  the 
dstuU  be  largo  enough,  several  soft  sponges,  with  long  pieces 
of  siring  attached,  are  passed  into  the  stomach  and  pulled  oul< 
wards  against  the  opening  by  an  assistant.  These  prevent  the 
escape  of  mucus,  steady  the  organ,  and  absorb  any  blood  that 
may  be  lost  during  subsequent  proceedings.  They  need  not  be 
removed  till  the  first  row  of  sutures  is  placed  in  the  stomach* 
waU. 

The  parietal  incision,  about  three  inches  in  length,  passes 
through  the  Itstulous  opening,  and  is  made  in  any  direction  that 
seems  most  convenient.  The  peritoneum  is  divided  at  one 
extremity  of  the  wound,  so  as  to  get  beyond  the  adhesions  which 
fix  the  stomach  to  the  parictcs.  The  finger  inserted  through 
this  opening  carefully  separates  the  adhesions  up  to  the  fistulous 
opening,  and  as  soon  as  possible  sponges  are  packed  into  the 
abdominal  cavity.  The  adhesions  at  the  other  extremity  of  the 
wound  are  separated  in  the  same  way  with  finger  and  finger- 
nail. When  tlie  stomach  has  been  freed,  the  fistulous  opening 
is  drawn  to  the  surface  by  means  of  the  strings  attached  to  the 
sponges  inside  the  stomach.  In  most  cases  it  will  be  wise  to 
freshen  the  edges  of  the  fistula  in  the  stomach  by  means  of 
scissors ;  and  in  doing  so,  as  little  of  the  tissue  as  possible  will 
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be  removed.  The  stitches  arc  placed  as  in  gastrotomy,  the 
sponges  being  removed  before  they  are  tied.  The  fistulous  tract 
in  the  abdominal  wall  is  cut  auay.  The  subsequent  steps  are 
exactly  as  in  gastrotomy,  and  the  after- treatment  is  the  same. 

In  pirfotatMg  uUer  of  Iks  stomach,  we  have  little  experience  to 
guide  us.  The  oblique  incision  recommended  for  gastrostomy 
would  probably  satisfy  all  requirements.  It  might  with  advan- 
tage be  half  an  inch  further  away  from  the  ribs,  and  it  might 
extend  a  little  higher.  If  the  perforation  is  in  front,  the 
stomachic  contents  will  have  escaped  into  the  greater  cavity  of 
the  peritoneum)  and  will  be  at  once  visible.  If  the  perforation 
is  behind,  the  contents  may  be  confined  to  the  lesser  cavity  of 
the  peritoneum,  and  it  may  be  necessary  to  tear  through  the 
anterior  layers  of  the  great  omentum  to  get  at  the  opening  in 
the  stomach. 

Whenever  the  oxtravasatcd  fluids  arc  seen,  wherever  they 
be,  the  first  thing  to  be  done  is  rapidly  to  pass  sponges  into  the 
cavity,  so  as  to  soak  them  up.  If  the  opening  in  the  stomach 
can  be  seen,  the  subsequent  proceedings  arc  now  simple  enough : 
to  pare  the  edges  of  the  ulcer,  and  suture  the  opening.  If  it  is 
not  seen,  the  slomacli  surface  is  carefully  and  systematically 
explored  with  the  lingers,  and  by  pulling  it  towards  the  abdo- 
rainal  opening  for  inspection.  If,  after  most  careful  examination, 
no  perforation  is  found  on  the  anterior  surface,  the  posterior 
surface  must  be  explored.  To  do  this,  the  anterior  layers 
of  Ihc  great  omentum  must  be  perforated.  A  convenient  spot 
is  selected  midway  between  the  transverse  colon  and  the  greater 
curvature  of  the  stomach,  and  an  opening  large  enough  to 
admit  the  finger  is  teased  out  with  forceps.  This  opening  is 
enlarged  by  slow  dilatation  with  the  fingers ;  no  vessels  need  be 
severed.  Perforation  of  the  posterior  surface  of  the  stomadi 
will  be  shown  by  the  escape  of  gastric  contents  through  this 
opening,  and  then  the  finding  of  the  site  of  perforation  is  merely 
a  question  of  time  and  tactile  sensibility.  To  bring  it  into  view 
may  not  be  easy.  If  the  ulcer  lies  near  the  greater  curvature, 
it  can  be  rendered  visible  and  brought  within  the  reach  of  the 
fingeiB  for  manipulation.    If  the  perforation  lies  high  up  l>eliind| 
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it  may  be  very  difficult  to  bring  it  into  view,  and  still  more 
difficult  to  place  sutures  around  it.  By  a  properly  arranged  and 
sufficiently  long  incision,  I  have  found,  post-mortem,  that  it  is 
always  possible  to  render  every  part  of  the  posterior  surface  of 
the  stomach  visible  through  an  opening  made  in  the  great 
omentum,  and  that,  with  the  help  of  sponges  and  retractors, 
sutures  may  be  placed  anywhere  in  the  stomach  walls. 

If  it  is  found  very  difficult  to  suture  the  perforation  in  the 
posterior  surface,  I  would,  rather  than  leave  the  operation 
unfinished,  recommend  incision  of  the  stomach  in  front,  pushing 
the  perforated  part  through  the  incision  by  the  forefinger  placed 
behind,  and  suturing  of  the  ulcerated  opening  from  the  mucous 
surface.  To  pinch  up  a  fold  of  stomach  on  its  mucous  aspect 
and  insert  a  few  sutures,  would  give  accurate  peritoneal  apposi- 
tion. The  incision  in  the  stomach  would  then  be  closed  as  in 
gastrotomy  for  foreign  bodies. 

After  any  operation  for  perforating  ulcer  of  the  stomach,  the 
abdominal  cavity  should  be  well  washed  out  by  a  stream  of  warm 
aseptic  fluid. 


Operative  Dilatation  of  the  Orifices  of  the 
Stomach. 

History. — Professor  Lorcta  of  Btdo^a  Introduced  this 
operMion;  thouj^h  RIcIiter  of  Breslau  first  suggested  il."  In 
S^rtembcr,  1883,  Lorcta  performed  his  first  operation,)  a.  notice 
of  which  was  first  supplied  to  British  readers  by  Mr.  HoIiiks.[ 
Up  to  March  i^lh,  1884,  be  had  completed  his  ninth  opcraiion.j 
A  fiew  other  surgeons,  chiefly  It.-ilian,  have  performed  the  opera* 
tion.  McBurncy  of  New  York  has  operated  twice.  Tlie  cases 
are  too  few,  and  the  operations  are  too  recent,  for  formulating 
any  conclusion  as  to  the  permanent  value  of  the  proceeding. 
So  far,  the  results  have  been  most  gratifying. 

The  Aim  of  tkt  0/>enttiim. — The  operation  is  intended  only  for 
cases  of  non-malignant  cluiracler, — simple  cicatricial  or  fibrous 
narrowing  of  the  pylorus,  or  the  cardia,  or  the  lower  end  of  the 
oesophagus.  With  such  narrowing  there  is  usually  found  con- 
siderable hypertrophy  of  the  inorganic  muscular  fibre,  and  the 
stretching  of  tliis  circle  of  muscle  is  an  important  element  in  tlic 
operation.  Professor  Loreta  justly  compares  his  operation 
with  that  of  ovcr-distcnsion  of  fibrous  stricture  of  the  rectum, 
which  is  well  known  to  be  highly  successful.  As  dealing  with 
simple  narrowing  of  the  pylorus,  the  operation  is  intended 
to  replace  pylorectomy;  for  narrowing  of  the  lower  oesophagus 
and  cardia,  it  takes  the  place  of  gastrostomy  for  simple 
stricture. 

The  Jiagnosis  is  important.  In  pyloric  obstruction  the  patient 
is  greatly  emaciated,  but  the  symptoms  will  have  lasted  so  long 
as  to  exclude  cancer.  The  stomach  is  much  dilated,  and  th« 
diagnosis  is  then  between  dilatation  "due  to  pyloric  obstruction 
from  that  due  to  idiopathic  gaMritis."     In  forming  the  diagnosis, 

*  DtntltJti  mJ    IVMh  .  iSSi.  p.  3S1. 
t  Uimvirt  dill*  Aa^Jtiitia  iilU  Scttna  Uttit»t  di  Bctagna,  Mr.  Iv-,  vol.  Iv. 
;    Bril.  U»i   y«arw..  fOt.  ml.  iSSj. 
I  Ltnat,  April  2C4b,  tSS^. 
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Prof.  Lorela  plnces  most  valae  on  the  chemical  and  microscopical 
examination  of  the  contents  of  the  stomach.  When  positive 
re&ulls  are  got  from  the  examination  of  matters  rejected  or 
extracted,  we  may  conclude  that  the  dilatation  of  the  stomach  is 
idiopathic ;  when  the  results  are  negative,  wc  may  infer  dilatation 
from  mechanical  obstruction.  In  mechanical  dilatation  the 
gastric  contents  give  an  acid  reaction,  and  no  traces  of  albumen 
or  peptones  ace  found.  In  the  other  foniis  of  dilatation  the  re- 
action is  usually  neutral  or  alkaline,  rarely  acid,  and  the 
albuminoid  substances  arc  found  unchanged  or  nearly  so. 
Other  and  more  elaborate  instructiooa  for  making  a  diagnosis 
are  given  by  Prof.  Lorcta.* 

The  diagnosis,  in  simple  stricture  of  the  lower  end  of  the 
(esophagus  and  beginning  of  the  cardia,  is  more  easy.  In  most 
cases  there  will  be  a  history  of  the  swallowing  of  caustic  fluid  ; 
in  all  there  will  he  an  absence  of  the  signs  of  cancer ;  and  the 
ordinary  signs,  subjective  and  objective,  of  oesophageal  obstruc- 
tion will  be  present.  Id  this  case  it  is  presumed  that  attempts 
to  dilate  the  stricture  by  the  mouth  have  failed,  and  that  the 
so-called  "  tubstion  of  the  gullet "  is  cither  impracticable  or 
devoid  of  result. 


TUB   OPBRATION. 

For  operating  on  the  pylorus,  Loreta  at  flrst  made  his 
parietal  incision,  about  5ve  inches  in  length,  "on  the  richt  of  the 
medun  line,  the  upper  and  inner  end  being  about  four  centi- 
mitres  below  the  xiphoid  cartilage,  the  lower  and  outer  end 
three  centimetres  from  the  cartilage  of  the  ninth  rib."  He  now 
makes  the  incision  in  the  linea  alba.  The  muscles  and  peritoneum 
arc  divided  in  the  ordinary  manner.  The  pylorus  is  felt  for,  and 
will  be  found  thickened  and  hardened,  and  perhaps  adherent  to 
surrounding  organs.  The  coats  of  the  stomach,  lifted  out  of  the 
wound  as  far  as  necessary,  arc  then  pindied  up  into  a  fold,  and 
divided  by  scissors  midway  between  the  two  cur\'atures  about 
an  inch  from  the  pylorus,  or  more  if  necessary.  Any  bleeding  is 
•  See  Sni   .Vtd.  J«mm..  1685,  i.,  p.  373. 
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Stopped  by  fore i- pressure.  (Loreta  sfiys  notliing  of  placing 
sponges  around  the  site  of  incision  in  the  stomach,  to  protect 
the  bowels  and  collect  exiravasated  blood  or  gastric  fluids.) 
The  right  forefinger,  introduced  through  the  opening  in  the 
stomach,  is  pushed  into  the  pyloric  opening,  while  the  left  fore- 
finger steadies  it.  Considerable  force  and  great  patience  may 
be  required  to  overcome  the  powerful  grip  of  the  narrowed 
orifice.  When  the  finger  is  passed  through  the  opening,  the 
pylorus  may  be  hooked  downwards  towards  the  abdominal 
wound,  and  then  the  left  forefinger  is  also  insinuated  through  the 
stricture.  Even  with  the  fingers  thus  opposed,  the  resistance 
offered  to  dilatation  may  appear  almost  insuperable.  After  a 
time  the  muscle  yields,  and  the  dilatation  is  continued  till  a 
sensation  is  felt  as  if  further  distension  would  result  in  tearing. 
The  fingers  are  kept  in  the  opening  thus  dilated  for  a  few 
minutes.  In  Loreta's  first  case  the  fingers  were  more  than  three 
inches  apart  as  they  lay  in  the  opening. 

The  wound  in  the  stomach  is. then  sewn  up,  the  stomach 
returned  toils  place,  and  the  abdominal  incisioa  closed.  The 
after-treatment  is  that  of  gastrotomy. 

In  operating  upon  stricture  of  the  cardta  and  lower  oeso* 
phagus,  the  parietal  incision  is  the  same,  only  on  the  opposite 
side.  The  difltculty  of  the  operation  is  likely  to  be  increased  by 
the  contracted  condition  of  the  stomach.  When  the  viscus  is 
drawn  out  of  the  opening  as  far  as  is  safe,  a  longitudinal  incision 
is  made  between  the  two  curvatnrirs  as  near  lo  the  cardia  as 
possible.  There  may  be  some  difficulty  in  finding  the  orifice  of 
the  gullet  by  exploring  with  the  linger  inside  the  stotnach;  if  so, 
the  left  forefinger,  carried  between  the  lesser  curvature  and  the 
under  surface  of  the  liver,  will  be  of  assistance  by  localising 
the  situation  of  the  gullet.  The  next  step  is  to  introduce  the 
dilator,  guided  by  the  forefinger  in  the  stomach.  The  dilator 
which  Loreta  used  is  made  "  something  like  tliat  which 
Dupuytren  introduced  for  lithotomy,  only  longer,  measuring 
about  eight  inches  from  tlie  joint  to  the  end  of  the  blades,  and 
so  constructed  that  the  blades  would  not  separate  more  than  fiv« , 
centim^res."       Wlien  the  instrument  is  introduced  the  bladeaJ 
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arc  dilated  to  the  full  extent ;  thus  dilated,  the  instruincnt  is  run 
up  and  down  the  ccsopliagus  several  times. 

The  subsequent  steps  of  closure  of  the  wounds  in  the  stomach 
and  parietes,  and  the  after-treatment,  require  no  description.  It 
is  curious  that,  in  two  cases  operated  upon,  there  appeared  on 
the  fourth  day  serious  disturbances  of  the  circulation  and  respi- 
ration, with  abundant  secretion  of  mucus  from  the  trachea  and 
bronchi ;  and  these  symptoms,  in  both  cases,  lasted  over  five 
days.  This  condition  Lorcta  is  inclined  to  attribute  to  an 
exudative  hyperxmtc  process. 


It  is  somewhat  surjirising  that  so  few  surgeons  have  adopted 
Loreta's  operation.  Forcible  dilatation  of  the  oesophagus  by 
the  mouth  has  not  been  attended  with  much  success,  and  this 
may  have  deterred  surgeons  from  imitating  Loreta's  proceeding 
through  an  incision  in  the  stomach.  But  this  objection  docs 
not  hold  with  respect  to  pyloric  dilatation.  It  is  certain  that 
many  Ci\ses  diagnosed  during  life  as  pyloric  cancer  turn  out, 
post-mortem,  to  be  nothing  more  than  pyloric  obstruction, 
mainly  produced  by  enormous  hypertrophy  of  the  muscular 
tissue.  In  the  last  five  years  1  have  seen  at  least  three  such 
cases;  and  the  facts  were  specially  impressed  upon  me,  because 
I  had  spent  much  time  in  examining  with  the  microscope  for 
the  cancer  which  was  supposed  to  be  present,  and  found  nothing 
but  inorganic  muscle.  Such  cases  ou{[ht  to  be  diagnosed ;  and 
if  diafpioaed,  they  are  susceptible  of  great  improvement,  if  not 
of  permanent  cure,  by  Loreta's  operation.  Pylorcclomy  has 
been  performed  for  at  least  one  case  of  cicatricial  contraction : 
in  the  face  of  the  proved  success  of  forcible  dilation,  removal  of 
the  pylorus  would  seem  to  be  doing  too  much. 


Pylorectomy.    Partial  Qastrectomy. 

By  Pylorectomy  is  meant  lemoval  of  the  pylonis  and  so 
much  of  the  duodenum  and  stomach  as  may  be  involved  in  the 
disease  for  which  the  operation  is  performed.  The  opciatioa 
may  thus  be  a  partial  Enterectomy  as  well  as  a  partial  Gas- 
trectomy. 

History. — According  to  litum,'  Mcncin,  in  tSio,  lit&t  con- 
ceived the  idea  of  removing  tlie  pylorus.  A  Httle  later  Gunther 
practised  the  operation  on  dogs.  G  uttsenbaiier  and  v.  Wini- 
water, t  in  tf^/fi,  demonstrated  by  experiments  on  animals  that 
gastrectomy  was  a  feasible  operation.  Kaiser,  at  Cxemy's 
iosti^tion,  I  repeated  these  operations  with  success ;  and 
WehrS  further  continued  the  experiments. 

P£an,{|  in  1879,  first  performed  the  operation  on  a  human 
being,  but  without  success.  Rydygier,  in  1880,  performed  the 
second  operation,  also  unsuccessfully.  Billroth,  who  performed 
his  first  operation  on  Jan.  35th,  18K1,  is  the  chief  exponent  of 
the  operation;  and,  through  the  writings  of  his  assistant  WAlfler, 
has  been  chiefly  instrumental  in  bringing  it  before  the  profession.^ 

Cmdifiom  Jtr  whitJi  Ike  Oftralien  may  be  Ptrformed. — Thus  far 
the  operation  has  been  performed  almost  entirely  for  cancer  of 
the  pylorus.  It  has  five  times  been  performed  for  ulcer  of 
the  stomach  io  the  pyloric  region,  and  once  successfully,  focj 
cicatricial  stenosis.  Billroth,  Czemy,  and  others  strong]] 
advocate  it  for  non  •malignant  forms  of  pyloric  obstruction, 
ulcerative  or  cicatricial,  whether  originating  pathologically  or 
after  traumatism,  as  from  swallowing  corrosive  liquids.  Fen- 
wick  relates  a  case  of  cicatricial  stenosis  after  injury,  whicfa 
might  come  under  this  category. 

■  Artk.  Cm.  ii  MU..  vol  c)..  iRSz,  p  jji. 
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For  non-malignant  forms  of  pyloric  obstruction  most  surgeons 
would  probably  prefer  Lorcta's  operation  of  forcible  dilatation 
— at  least,  as  a  primary  proceeding.  And  for  ulcer,  unless  it 
lies  in  thtj  pylorus,  a  very  limiieJ  giistrtxtomy  might  be  con- 
sidered more  advisable.  Still,  if  under  any  circumstances  the 
operation  is  jastiliablc,  it  will  continue  to  be  so  for  certain  cases 
of  non -malignant  stenoKisor  obstruction. 

Certain  cases  of  pyloric  obstruction  are  produced  by  strong 
peritooeal  adhesions  compressing  the  bowel  from  the  outside. 
These  are  peculiarly  suitable  for  operative  interference — not, 
however,  by  pyloric  resection,  but  by  dividing  the  adhesions. 
Obstruction  caused  by  pressure  from  a  tumour  outside  is  re- 
mediable or  not,  according  as  the  tumour  is  removable  or  not. 

Cancer  of  Ihc  pylorus  remains  as  the  leading  indication  for 
pylorectomy.  The  majority  of  cases  of  cancer  of  the  stomach 
arc  situated  at  or  near  the  pylorus:  according  to  Gussenbaucr 
and  V.  Winiwarter,  of  903  cases  of  gastric  cancer,  542  were 
pyloric.  In  a  surgical  sense  it  is  important  to  note  that  at 
death  in  225  of  these  cases  there  were  found  no  peritoneal 
deposits,  and  in  173  there  were  no  adhesions.  Rokiiansky  has 
observed  that  cancer  of  the  pylorus  scarcely  ever  extends  into 
the  duodenum.*  There  is  always  considerable  hypertrophy  of 
the  muscular  tissue  surrounding  the  diseased  area,  and  the 
obstruction  may  be  due  as  much  to  the  inability  of  this  mass  to 
contract  as  to  the  ingrowth  of  the  tumour. 

In  malting  the  physical  diagtuuii,  it  is  recommended  that  the 
patient  be  anaesthetised.  Special  attention  is  paid  to  the  range 
of  mobility  of  the  tumour,  to  its  size,  and  to  the  nature  of  its 
surface — whether  it  is  smooth  or  nodulated.  If  the  tumour  is 
freely  movable,  we  may  infer,  with  a  high  degree  of  probability, 
that  there  is  00  invasion  of  neighbouring  organs.  In  one  case 
the  tumour  was  freely  movable,  yet  the  adhesions  were  so  strong 
and  so  numerous  that  the  operation  had  to  be  abandoned.  On 
the  other  hand,  fixation  docs  not  so  certainly  indicate  extension 
of  the  disease.  Mobility  is  an  cfTect  of  dilatation  of  the  stomach ; 
if  extensive  dilatation  does  not  exist,  the  pylorus  may  not  have 

*  Sec  Billxmti's  CUnial  Surfirj.  New  Syd.  Soc.  p.  494- 
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been  disturhetl  from  its  natural  situation.  A  greatly  dilated 
Ktomadi,  with  (ixaiion  of  the  pylorus  in  an  abnormal  situation, 
strongly  suggests  extension  of  the  disease ;  if  irregularity  of  the 
surface  of  the  growth  co-exiats  with  these  conditions,  we  may 
certainly  infer  that  the  disease  ha»  spread,  and  then  operation 
is  out  of  the  question.  Free  mobility  has  been  found  associated 
with  invasion  of  lymphatic  glands ;  this  can  be  discovered  only 
after  proceeding  to  operate. 

There  must  be  present  unequivocal  sj-mplom*  of  pyloric 
obstruction.  Dilatation  of  ihc  stomach  will  usually  be  the 
most  important  symptom.  If  there  is  any  doubt  as  lo  this 
condition,  it  will  be  advisable  lo  verify  it  by  the  generation 
of  carbonic  acid  gas  in  the  stomach  by  drinking  two  solutions 
one  after  the  other,  which  when  mixed  will  evolve  the  gas.  The 
history  is  important.  From  other  species  of  pyloric  obstruction, 
cancer  diflcrs  in  producing  locil  pain  and  impairment  of  appetite. 
In  cases  not  cancerous,  pain  is  not  a  prominent  symptom,  and 
the  appetite  may  be  increased,  often  to  voracity.  More  than 
one  observer  has  noted  that,  in  cases  of  cancer  of  the  stomach, 
hydrochloric  acid  is  not  found  in  the  gastric  juice. 

Mortality  and  Appreciation. — The  operation  is  a  very  fatal  one. 
Mikulicz  of  Cracow ''  collected  32  cases,  of  which  only  S  re- 
covered from  the  eSTecLs  of  the  operation.  Up  to  the  end  of 
18S7  Billroth  f  is  rejiorted  to  have  operated  18  times,  saving  8. 
patients  for  a  longer  or  shorter  time.  One  had  lived  five  years. 
Winslow  ;  has  tabulated  records  of  61  cases,  which  he  believes 
tobcall  the  opf^ralions  performed  up  to  date  of  writing.  Of  theso, 
16  recovered  and  44  <lied ;  in  one  case  the  result  was  unknown. 
Collapse  was  the  chief  cause  of  death,  claiming  37  of  all  the 
cases.  Peritonitis,  pure  and  simple,  is  not  a  frequent  tcrmi- 
nation — a  bet  which  speaks  volumes  for  the  technical  skill  of 
the  operators.  Four  of  Winslow's  cases  died  of  gangrene  of 
the  colon,  and  a  fifth  case  has  since  been  recorded. J    In  a  large, 
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and  as  yet  not  fully  reported,  number  of  cases  recurrence  takes 
place  a  few  months  after  operation.  No-  case,  according  to 
Winslow,  has  lived  longer  than  three  years  without  signs  of 
recurrence.  Six  cases  of  non-carcinomatous  stricture  have  been 
recorded,  with  three  recoveries.  In  these,  of  course,  recurrence 
is  not  to  be  expected. 

The  most  recent  statistics  are  at  once  contradictory  and  un- 
promising. Mc  Ardle*  has  collected  records  of  70  operations— 
8  for  simple  stricture,  62  for  cancer.  Of  the  former,  5  recovered 
and  3  died ;  of  the  latter,  21  died  directly  from  the  operation, 
14  from  peritonitis  or  septic  absorption;  "the  remaining  37  made 
good  recoveries,  many  of  them  being  reported  well  four  years 
after  operation."  It  is  u  pity  thai,  in  this  report,  fuller  details  of 
the  cases  were  not  given ;  for  then  it  might  have  been  possible  to 
explain  the  remarkable  discrepancy  with  Butlin*s  painstaking 
studies,!  which  seem  to  demonstrate  that,  thus  Ear.  not  one  case 
of  those  which  recovered  from  operation  can  be  claimed  to  have 
been  really  cured  of  the  disease. 

With  these  results  before  us,  we  must  admit  that  if  pylo- 
rectomy  is  to  be  considered  anything  more  than  a  mere 
"surgical  exercise,"  it  is  to  be  contemplated  only  in  a  very 
carefully  selected  class  of  cases.  If  the  patient  is  not  in  fairly 
good  condition,  if  the  stomach  is  greatly  dilated,  if  the  growth 
is  large,  fixed  and  displaced,  the  operation  ought  not  to  be  con- 
templated. And,  even  when  the  obverse  conditions  are  present, 
it  is  doubtful  if  it  could  ever  be  a  surgeon's  duty  to  advise  the 
operation  ;  he  ought  to  undertake  it  only  at  the  patient's  urgcn: 
request,  and  after  fully  and  honestly  explaining  to  him  the 
hasardous  risk  which  he  undergoes. 


THE  OPERATION. 

Before  operation,  the  stomach  must  be  thoroughly  cleansed 

irrigation  through  a  stomach-tube.     If  there  is  fermentation 

of  the  g.ostric  contents,  an  antiseptic  such  as  boro-glyceride 

sliould  be  used  in  the  solution.      A  final  cleansing  should  be 

•  DMin  Jsvnt.  Utd.  St .  Jun*.  1887.     t  Optrat  Su/t  „f  Mulig.  Du..  p,  jii. 
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carried  out  not  more  ihaa  two  hours  before  operation ;  and  the 
whole  of  the  fluid  should  be  removed,  so  a»  to  have  the  stomach 
empty  at  the  operation.  It  is  unwiuc  to  operate  if  ihc  stomach 
is  greatly  distended,  for  an  over-dilated  stomach  must  l>e  badly 
nouiished  and  inioleraot  of  operative  interference.  The  amount 
of  distension  may  be  readily  ascertained  by  jicrciission  after  a 
Kcidlitz  powder  has  been  administered  in  separate  draughts- 
one  draught  containing  the  acid  and  (he  other  the  alkali. 

The  operation  may  be  described  in  successive  stages:  the 
incision  in  the  parietes :  the  isolation  of  the  pylorus;  its  resec- 
tion; and  the  closing  of  the  wound  in  the  stomach,  and  the 
iioiting  of  the  duodenum  to  it. 

The  Paritlai  Inciiion. — \'arious  lines  of  incision  have  been  i 
recommended.     F6an  and  Rydygier  used  vertical  incisions — the' 
former  in  the  middle  line,  the  latter  a  little  to  the  right  of  it. 
Others  have  employed  incisions  more  or  less  oblique,  or  almost 
transverse.     Billroth  and  WdlHer  made  their  incisions  almost 
transverse,  and  most  other  surgeons  have  followed  their  example. 
It  is  evident  that  the  greatest  space  for  manipulation  will  be 
secured  by  an  opening  made  in  the  line  of  the  long  axis  of  the 
stomach,  and  the  pylorus  ought  to  be  very  near  the  middle  of ' 
this  opening.    If  the  pylorus  has  sunk  low  down  in  the  abdomen, 
Wolfler  recommends  that  it  should  be  clevatoti  before  the  in- 
cision is  made.     Thit,  would  undoubtedly  give  the  full  benefit  to 
the  operator  of  the  relaxation  of  parts  which  permits  of  the 
descent  of  the  organ. 

The  first  incision,  made  over  the  pylorus  in  the  line  of  the  long 
axis  of  the  stomach,  need  be  no  more  than  two  inches  in  length. 
Through  this  small  opening  the  pylorus  is  thoroughly  explored, ' 
and  a  decision  is  come  to  as  to  the  po^dtibility  of  removing  it, 
and  the  best  course  in  which  to  prolong  the  incision  to  accom- 
[disb  removal.  Before  prolonging  the  incision  (best  don«  with 
scissors),  a  sponge  is  placed  inside  the  abdomen  to  collect  any 
blood  that  may  escape.  The  bleeding  may  be  somewhat  free, 
but  it  is  easily  controlled  by  forci-pressure.  The  whole  length 
of  the  incision  will  be  from  three  to  Ave  inches.  There 
is  no  objection  to  making  a  second  incision  at  right  angles  to 
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the  first,  if  the  subseiiucnt  steps  of  the  operation  will  thereby 
be  facilitated. 

holalion  of  Ihf  Pyletut. — The  stomacli  ir  lifted  up  to  the  WOUOd, 
ami  the  jjiowth  carefully  examined,  to  determine  the  amount  of 
tiKsiic  which  has  to  be  removed.  The  great  omentum  is  first 
divided  close  to  the  greater  curvature,  and  over  as  little  area  as 
is  possible  consistently  with  complete  removal  of  the  growth. 
The  omentum  is  caught  up  tn  successive  portions  between  pairs 
of  pressure  forceps,  and  divided  between  them.  Ligatures  are 
applied  behind  die  forceps  attached  to  the  omentum,  and  the 
forceps  are  removed.  Morris  suggests  that  "double  ligatures 
may  be  passed  with  an  aneurism  needle  at  short  intervals 
through  the  portions  of  the  omentum  to  be  divided,  and  the 
section  made  after  llie  ligatures  are  lightened."  The  same 
proceeding  is  carried  out  with  the  lesser  omentum.  Any  en- 
larged lymphatic  gland  may  now  be  removed.  If  the  pylorus 
is  low  down  and  adherent,  the  danger  of  wounding  the  trans- 
verse meso-colon,  and  so  causing  gangrene  of  the  bowel,  must 
be  borne  in  mind.  To  avoid  this  risk,  Lauenstcin  has  made 
a  suggestion  to  peel  the  peritoneum  ofT  the  posterior  surface  of 
the  pylorus ;  but  this  is  scarcely  advisable  in  raali]|[nani  disease. 

When  the  portion  to  be  removed  has  been  freed  from  its 
connections,  one  or  more  large  flat  sponges  are  placed  under  it, 
so  as  to  raise  it  up  through  the  parietal  opening.  Other  sponges 
are  packed  around,  covering  and  protecting  every  portion  of 
exposed  peritoneum,  and  so  rendering  the  operation  as  nearly 
extra -peritoneal  as  may  be. 

Riuctien  of  the  Dheased  Slrvctnns. — The  walls  of  the  stomach 
are  best  divided  by  successive  cuts  with  a  scissors.  Bleeding 
vessels  arc  ligatured  as  they  are  divided.  The  <liieclion  of  the 
incision  is  guided  by  the  shape  of  the  growth ;  but  the  mode  of 
its  completion  will  depend  on  where  it  is  intended  to  insert  the 
duodenum  into  the  divided  end  of  the  stomach.  If  there  is 
much  dilatation  of  the  stomach,  Wolller's  advice,  to  insert  the 
duodenum  close  to  the  greater  curvature,  will  be  followed. 
In  this  case,  the  upper  section  of  the  stomach-walls  may  be  at 
OQce  sutured  before  conijtleting  the  removal  of  the  diseased 
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mass.  In  his  later  operations  Billroth,  in  lessening  the  calibre 
of  the  divided  end  of  the  stomach  so  as  to  fit  the  small  opening 
of  the  duoJenutn.  does  not  divide  the  mucous  membrane  at  the 
end  of  the  incision,  but  removes  a  V-shapcd  flap  composed  only 
of  peritoneum  and  muscular  coat.  The  edges  of  this  gap  are 
brought  together  by  stitches,  which  do  not  include  the  mucous 
membriine,  this  layer  heing  bent  inwards  towards  the  cavity  of 
the  viscus.  Threads  placed  in  the  peritoneal  coats  prior  to 
complete  division  insure  that  there  is  oo  rotation  of  stomach 
or  duodenum,  and  that  they  are  united  in  their  natural 
planet.  No  defintte  instructions  apphcsble  to  every  case 
can  be  laid  dovm :  the  lines  of  division,  the  sites  of  appo- 
sittos,  and  the  mode  of  suturing,  must  be  decided  upon  1^ 
the  operator. 

When  the  stomach  is  opened,  any  cxtravasaled  contents 
are  at  once  absorbed  by  a  sponge.  A  suitable  sponge  may  be 
temporarily  placed  in  the  duodenum. 

Suturing  the  Duodtuum  to  tin  Stomach. — The  opening  of  the 
stomach  being  larger  than  that  of  the  duodenum,  two  sets  of 
sutures  will  be  necessary — one  for  uniting  the  duodenum  to  the 
stomach,  the  other  for  closing  the  opening  in  the  stomach 
itself.  Circumstances  must  determine  at  the  time  whether  it  is 
better  first  to  suture  the  superfluous  gap  in  the  stomach,  or  first 
to  insert  the  duodenum  into  the  space  retained  for  it.  Probably, 
in  most  cases,  part  of  each  proceeding  will  be  linislied  before 
concluding  the  whole  of  either. 

WOlfler's  suggestion,  that  as  many  sutures  as  possible  be 
placed  from  the  inside,  is  a  valuable  one.  The  hps  of  the 
incision  arc  inverted,  so  as  to  bring  peritone.it  sur&ices  into 
contact,  and  the  first  rows  of  stitches  are  inserted  and  tied 
from  the  mucous  aspect.  As  ihe  openings  are  gradually  closed, 
it  will  become  less  easy  to  place  these  inner  sutures,  and  then 
the  double  row  must  be  inserted  from  without.  About  a  third 
or  more  of  the  suturing  may  be  done  partly  from  the  inside  and 
partly  from  the  outside;  tlte  rest  must  be  done  entirely  from 
the  outside.  However  applied,  Ihe  sutures  are  essentially  the 
Czeniy-LcmbeTt.    At  the  port  where  the  transverse  line  of 
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sutures  in  the  duodenum   meets  the  longitudinal  line  in  the 
stomach,  a  few  extra  stitches  should  be  inserted. 

Nearly  all  operators  have  used  the  simple  interrupted 
suture.  Inserting  and  tying  a  double  row  of  these,  which 
must  be  very  numerous — ^from  forty  to  sixty,  —  necessarily 
occupies  a  great  deal  of  time.  I  can  sec  no  objection  to  the 
employment  of  the  continuous  suture,  interrupted,  as  Pollock 
suggests,  after  every  four  or  five  stitches.  For  the  inner  row,  if 
inserted  from  the  mucous  aspect,  the  continuous  suture  would 
seem  to  be  particularly  suitable. 

Fine  Chinese  silk  is  the  favourite  suture-material:  catgut 
has  been  used ;  but  there  is  danger  of  its  being  absorbed  before 
union  is  firm.  The  needles  now  proved  to  be  most  suitable  for  this 
and  similar  work  on  the  intestines  are  straight,  round  milliner's 
needles,  about  an  inch  in  length.  For  resection  of  the  pylorus 
some  thirty  or  forty  needles  should  be  provided. 

Very  much  of  the  detail  mu$t  he  decided  upon  at  the  time 
of  operation,  and  not  a  little  of  it  will  he  regulated  by  the 
habits  and  manipulative  peculiarities  of  the  surgeon.  Few 
surgeons  would  undertake  the  operation  without  having  i>er- 
foruied  it  several  times  on  the  dead  subject,  and  tested  the 
etTictcncy  of  the  suturing  by  injecting  fluid  into  the  stomach. 
More  may  be  leamt  in  this  way  than  by  a  great  de^  of 
reading. 

When  the  parts  have  been  satisfactorily  united,  the  sponges 
are  removed,  the  peritoneum  is  carefully  cleansed  around  the 
site  of  operation,  and  the  incision  in  the  parietes  is  closed  over 
a  sponge  in  the  ordinary  way. 

Ajler-trmtrntnt. — For  the  first  day  or  two,  or  longer  if  the 
patient's  strength  will  bear  it,  all  food  by  the  mouth  is  withheld, 
and  strength  is  supported  by  nutrient  enemas.  The  first 
nourishment  ought  to  be  pcptonised  milk  or  soup  in  small 
quantities.  Meat  has  been  given  on  the  fifth  day  after  oper- 
ation :  but  if  there  is  no  urgency,  it  is  wise  not  to  incur 
any  unnecessary  risk  by  premature  disturbance  of  the  gastric 
wounds. 


Gastro-enteroBtomy. 

ThiK  operation  is  the  establishment  of  a  pcrtniinent  fistula 
between  the  stomach  and  some  part  of  the  small  intestine, 
(iastro-diiodcnoatomy  means,  more  specifically,  the  makiiit;  of  a 
fistula  between  stomach  and  duodenum;  g astro- jejunoistoiny, 
between  stomach  and  jejunum. 

Hiitory. — Wslfler  of  \'i«nna  first  performed  the  operation  on 
September  37th,  iSRi.  He  began  with  the  intention  of  per- 
forming pylorcctomy  for  cancer;  and  finding  the  operation 
impracticable  on  account  of  adhesions  to  the  pancreas,  he 
performed  gaslro- enterostomy.  The  patient  lived  four  months. 
Billroth  and  Laiicnstein  followed,  each  with  one  case,  in  the 
same  year. 

CcWiYwiu  for  wfiuli  Ihi  Operatiw  may  hr  Ptr/ermeJ. — In  its 
original  conception,  gastro-enterostomy  was  intended  as  a 
substitute  for  pylorcctomy  in  cases  where  that  operation  was 
impracticable.  In  some  cases,  however,  it  appeared  as  a  rival 
of  the  radical  proceeding.  Rydypter  and  Monaslryski  pcr- 
lormed  gaslro-cnlcrosiomy  for  cicatricial  stenosis,  and  here  it 
may  be  considered  as  a  substitute  for  divulsion. 

Generally  speaking,  gastro-duodcDostomy  may  he  considered 
as  an  operation  possible  for  any  form  of  pyloric  obstruction, 
malignant  or  non-malignant.  In  non- malignant  stricture,  it 
ought  not  to  be  performed  until  dilatation  has  failed.  In  malig- 
nant stricture  it  may  be  regarded  both  as  a  rival  of,  and  as  a 
substitute  for,  pylorectomy.  As  being  a  less  serious  operation 
than  pylorcctomy,  and  as  being  feasible  in  a  greater  niiml>cr  of 
cases,  it  lias  a  wider  field.  Even  in  cases  where  pylorcctomy  is 
possible  it  may  be  argiied  that  gastro-enterostomy,  by  giving  a 
greater  probable  ch.inceof  immediate  recovery  and  a  not  greatly 
diminished  likelihood  of  prolongation  of  life,  is  the  better 
operation  for  cancer  of  the  pylorus. 

Appmiatim  and  Mtfiaitty. — We  have  not  sufficient  grounds 
on  which  to  base  conclusions  as  to  the  value  of  the  operation. 
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So  far  the  actual  results  have  not  been  quite  up  to  expectation. 
WidbIow'  collected  13  cases  of  operattOD,  of  which  9  dieil. 
Eight  operations  have  been  performed  in  Billroth's  Clinic,  with 
5  de.iths.  The  longest  survival  after  operation  for  cancer  up  to 
date  was  in  a  case  operated  on  by  Barker  of  King's  CoUeRe, 
London,  where  the  patient  lived  one  year  and  one  week. 
The  latest  statistics  are  those  collected  by  Rockwitz.f  in  which  33 
cases  are  collected.  Complete  cures  were  got  in  a  cases  of 
simple  stricture ;  5  were  alive  at  periods  between  one  and  seven 
months;  4  recovered  from  the  operation,  but  died  in  a  few 
wcrks ;  in  the  remaining  1 1  (50  per  cent.)  the  operation  greatly 
hastened  the  patient's  death.  Since  Rockwilz  wrote,  Postempski 
of  Rome ;  has  had  a  success.  The  mortality  is  less  over  its  first 
cases  than  was  that  of  pylorectomy:  but  still,  it  is  ver>- large.  Five 
died  of  collapse.  Two  died  of  kinking  of  the  bowel  at  the  site 
of  junction  to  (he  stomBch,  Hsmorrhage,  peritonitis,  and 
exhaustion  are  among  the  other  causes  of  death. 

It  is  right  to  say  that  jiiost  of  the  operations  have  been  per- 
formed under  conditions  less  favourable  than  pylorectomy  has 
had.  Probably  if  the  operation  were  performed  earlier,  it  would 
have  better  results.  As  it  otTer«  less  beneficent  results  than 
pylorectomy,  it  ought  under  similar  conditions  to  Ite  less  fatal. 
Time  alone  will  show  whether  it  will  be  so. 


THB   OPERATION. 

The  parietal  incision,  in  most  of  the  cases,  has  been  a  trans- 
verse or  slightly  oblique  one  along  the  free  margins  of  the  right 
ribs.  Barker.  however.J  in  his  very  successful  case  used  a  median 
incision  from  just  below  the  cnsiform  cartilage  to  the  left  side  of 
the  umbilicus.  The  direction  of  the  incision  matters  little,  if 
sufficient  room  is  provided  for  manipulation. 

The  stomach  being  exposed  (it  will  ha%-e  been  previously 
cleansed  and  emptied),  a  suitable  piece  of  intestine  is  fixed  upon 

*  AmiT.  /mtcw.  MtJ,  St.  April.  \S»y 

t  Dtmbtki  Ztit.f.  Cka  .  June  nod.  1S87  I  SftrimtauU.  Att^nM.  1887. 
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to  attach  to  the  stomach- wall.  Prime  regard  is  to  be  paid  to 
the  facility  with  which  the  bowc]  can  be  co-apiatcd  to  the 
stomach,  and  not  so  much  to  the  phj'SJological  importance  of 
iiaving  the  junction  made  at  ai  high  a  point  in  the  bowel  as 
|>0!^sibIe.  It  will  rarely  be  easy,  without  unduly  dragging  oa 
the  parts,  to  bring  any  part  of  the  duodenum  into  contact  with 
the  stomach;  and  the  same  may  be  said  of  the  tirst  six  inches 
Of  so  of  the  jejunum.  If  the  great  omentum  is  torn  through, 
apposition  is  more  eaaly  cfiectcd  in  the  highest  part  of  the 
bowel.  But  as  two  deaths  already  have  occurred  from  kinkioi* 
of  the  )jut,  bringing  it  through  an  artificially  made  opening  in 
the  omentum  is  not  to  be  recommended.  The  whole  omentum, 
with  the  transverse  colon,  might  be  turned  upwards,  and  the 
posterior  surface  of  tJie  stomach  thus  exposed  might  be  united 
to  the  end  of  the  duodenum  or  the  beginning  of  the  jejunum. 
But  this  is  not  an  easy  proceeding.  Barker's  proceeding  of 
carrying  the  bowel  round  the  edge  of  the  omentum  seems  on 
the  wliole  to  be  the  best — at  least,  where  the  omentum  is  not 
very  large. 

The  omentum  is  pushed  to  the  left,  and  the  fint  part  of  the 
jejunum  is  caught  in  the  fingers  and  drawn  to  the  sur&ee.  The 
middle  of  the  anterior  wall  of  the  stomach  is  also  drawn  out  of 
the  wound,  and  both  arc  supported  by  packing  warm  carboliscd 
sponges  around.  On  the  loop  of  intestine  two  spring  clamp- 
forceps,  such  as  Makins  used  for  resection  of  the  bowel^  may 
now  be  place<l  about  three  inches  apart,  after  all  intestinal 
contents  have  been  gently  squeezed  out  between  them.  An 
assistant  holds  and  manipulates  the  bowel  by  means  of  these. 
Barker  used  two  pieces  of  rubber  tubing  carried  through  (he 
mesentery  for  this  purpose.  The  gut  and  stomach  are  now  laid 
together  at  ihc  points  where  the  openings  arc  to  be  made,  and  a 
loiigitudmal  fold  of  the  latter,  with  the  empty  bowel,  is  pinched 
up  between  the  fmger  and  thumb.  An  incision  al)out  an  inch 
and  a  half  long  is  made  in  the  wall  of  the  stomach,  and  a 
corresponding  one  in  the  approximated  gut.  This  incision  may 
be  made  complete  through  the  walls  of  the  viscera,  or,  accord* 
ing   to   Barker's  excellent  plan,  only  through  tlw  serous  and 
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muscular  coals.  By  this  method  the  most  important  part  of 
the  suturing  may  be  carried  out  before  tlie  stomach  or  bowel  is 
opened.  I  quote  his  words :  "  Still  hoMing  the  parts,  as  before, 
between  finger  and  ihumb,  I  now  united  the  posterior  edges  of 
the  wound  by  a  continuous  suture,  the  needle  entering  and 
emerging  in  each  case  between  mucous  and  muscular  coats, 
and  the  threads  crossing  the  cut  edges  of  the  muscular  and 
serous  coats.  In  this  way  the  serous  surfaces  were  closely 
united  from  end  to  end  before  either  viscus  was  opened.  The 
row  of  stitches  (which  were  about  an  eighth  of  an  inch  apart) 
was  carried  about  a  quarter  of  an  inch  beyond  each  end  of  the 
incision  in  the  coats  of  the  bowel.  The  moment  had  now  come 
to  open  both  the  stomach  and  intestine  completely;  and  this 
was  done  with  a  stroke  of  the  scissors  through  the  mucous  coat 
in  each  case,  special  sponges  being  ready  to  receive  any  fluid 
which  might  escape.  After  careful  cleansing,  the  anterior 
borders  of  both  openings  were  now  united  by  a  row  of  interrupted 
fine  silk  sutures,  introduced  according  to  Cjccmy's  method. 
When  this  was  completed,  the  two  openings  were  securely 
closed;  but,  as  an  extra  precaution,  the  intestine  was  turned 
over,  and  the  posterior  suture  was  reinforced  by  a  second  row  of 
interrupted  sutures,  placed  about  a  quarter  of  an  inch  away 
from  the  first.  The  anterior  row  was  then  similarly  reinforced 
by  a  row  of  continuous  sutures,  taking  up,  as  before,  only  the 
serous  and  muscular  tuntcs."  This  description  I  believe  to 
represent  the  most  perfect  technique  of  the  operation  whiclt  has 
yet  been  carried  out. 

It  would  be  wrong  to  conclude  a  description  of  the  mode  o( 
performing  this  operation  without  referring  to  the  results  of  the 
highly  valuable  experiments  of  Scnn  of  Milwaukee.  These 
show  that  the  use  of  decalcified  and  perforated  bone  plates  are 
of  great  value  in  the  artificial  formation  of  intestinal  anastomosis, 
and  suggest  other  improvements,  which,  in  the  absence  of  com- 
plete reports  of  his  paper,  I  am  unable  to  describe. 

The  abdomen  is  cleansed  and  the  parietal  wound  closed  in 
the  ordinary  way.  The  after-treatment  need  in  no  way  differ 
from  that  of  other  operations  upon  the  stomach. 
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DMod<Hoslomy. — This  is  the  c&tablishfDeiit  of  a  duodenal  fistuU 
through  whicli  nourishment  in  passed  into  the  Irowel.  It  is  per- 
fornic<l  as  a  mode  of  relief  in  cases  of  pyloiic  stenosis,  under 
circumstances  similar  to  those  for  which  gastro-entcrostomy  is 
carried  out.  The  operation  has  not  l>een  done  often.  Langen- 
buch  of  Berlin  |>eTformcd  the  first  ojicration,  in  1879:  and 
Robertson,  Southam,  and  a  few  others  have  operated  m  recent 
years.  None  of  the  reported  cases  have  recovered.  Two  of 
them  liave  been  performed  for  cicatricial  stenosis,  and  would 
probiihly  have  been  better  treated  by  forcible  dilatation. 

The  operation  is  found  practically  not  to  be  so  difficult  as 
fnif;ht  be  expected.     In  health,  it  would  scarcely  be  possible  to 
bring  iheduodentim  up  to  the  abdominal  wound;  but,  in  disease,: 
the  attachments  of  the  duodenum  arc  stretched,  and  the  liowel' 
is  usually  displaced  downwards  with  the  dilated  stomach,  so 
that  it  can  without  much  difficulty  be  brought  to  the  surface.  1 
Langcnbuch   and    Southam   performed   the  operation   in   two 
stages — postponing  the  opening  of  the  bowel  for  seven  and  three 
days  respectively.    The  principles  of  operation  are  essentially 
the  same  as  in  gastrostomy  for  stricture  of  the  ocsophaguit,  and 
need  not  be  again  repeated. 


J(junoslemy. — This  is  the  same  proceeding  as  duodenostomy,j 
carried  out  for  a  similar  purpose,  only  a  little  lower  down  in  the  i 
bowel,  where  it  is  less  closely  attached  and  more  easily  drawn 
to  the  surface.       Pearce   Gould,   Gotding-Bird,   Ogston,  aodi 
others  have  performed  the  operation   in   England.     Ogslon's 
case  was  very  successful;    the  others  were  failures.    A   few 
scattered  cases  are  recorded ;   but  the  operation  is  still  in  its 
infancy,  and  little  can  Ix;  said  about  it.     It  seems  theoretically 
to  be  a  better  operation  than  duodcnostomy,  as  regards  facility 
of  performance :   as  regards  the  worth  of   it,  as  offering  on 
opening  for  the  supply  of  food,  there  is  probably  little  to  cl: 
between  them. 

If  in  any  case  id  which  pyloreclomy  was  contemplated,  and 
found,  after  making  the  parietal  incision,  to  be  impracticable,  it 
ia  still   considered  advisable  to  give  the  patient  a  chance  of 
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prolonestton  of  life,  then  1  believe  that  the  choice  lies  between 
gastro-cDtcrostomy  and  jejunosiomy.  If  the  patient  is  fairly 
strong  and  is  bearing  the  operation  well,  gaslro- enterostomy 
might  be  selected;  if  it  appears  advisable  to  shorten  the  pro- 
ceeding as  much  as  possible,  jcjunostotny  is  substituted. 

The  operation  requires  no  special  desciiplioR.  The  jejunum 
may  be  found  by  pushing  aside  the  omentun),  and  is  drawn  to 
the  surface,  sutured  to  the  abdominal  wall  and  opened,  cither  at 
once  or  later  on,  as  in  gastrostomy.  The  value  of  peptonised 
foods  in  the  subsequent  treatment  of  the  case  is  hkely  to  be 
conspicuous. 

Cttslrtettmy,  or  total  extirpation  of  the  stomach,  was  begun 
io  1885  by  Connor  of  Cincinnati,"  but  was  not  completed,  as 
the  patient  died  on  the  table.  He  intended,  after  removing  the 
stomach,  to  unite  the  cardia  to  some  part  of  the  small  intestine. 
He  says  notliing  as  to  how  the  vitality  of  the  colon  is  to  be 
provided  for,  and  produces  insufficient  evidence  to  sliow  that  the 
operation  is  cither  feasible  or  proper. 

Partial  Gaitrechmy,  for  cases  where  a  malignant  growth  is 
tititatcd  in  the  walls  of  the  stomach  away  from  the  pylorus  or 
cardia,  would  seem  to  be  a  proceeding  easier  than  pylorectomy, 
and  likely  to  lie  followed  by  greater  success.  So  far  as  1  know, 
the  operation  has  not  yet  l>een  perfoimed. 


InlnbatioH  of  l)u  PyUrus,  for  stenosis,  has  been  carried  out  by 
Hahn  of  Berlin.  He  performed  gastrostomy,  then  carried  a  tube 
through  the  slenosed  pyloruw  into  the  duodenum,  and  left  it 
there.  The  patient  lived  three  weeks.  Forcible  dilatation  would 
now,  in  all  probability,  be  preferably  adopted. 
*  Pk^a.  Afid.  Ntwt.  Nor.  zmd.  tS&i. 
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OPERATIONS    ON    THE    INTESTINES. 


SURGICAL  AND   TOPOGRAPHICAL  ANATOMY. 

There  is  no  definite  topography  of  the  small  intestines,  except 
at  their  extremities.  Treves,*  as  a  result  of  careful  examina- 
tions in  one  hundred  bodies,  came  to  the  conclusion  that  accu- 
rate localisation  was  quite  impossible.  In  the  majority  of  adult 
bodies  the  following  arrangement  was  found:  "The  small  in- 
testine is  disposed  in  an  irregularly  curved  manner  from  left  to 
right.  The  gut,  starting  from  the  duodenum,  will  first  occupy 
the  contiguous  parts  of  the  left  side  of  the  epigastric  and 
umbilical  regions ;  the  coils  then  fill  some  part  of  the  left 
hypochondriac  and  umbilical  regions;  they  now  commonly 
descend  into  the  pelvis,  reappear  in  the  left  iliac  quarter,  and 
then  occupy  in  order  the  hypogastric,  tower  umbilical,  right 
*  Thi  Anatomy  of  thi  Ixltstinal  Canal  and  Ptrilonium  in  Man.     Lond.,  1885. 
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lumbar,  and  right   iliac   regions.    Before  reaching  the  latter 
ntuation  they  commonly  descend  again  into  the  pelvis." 

Special  interest  attaches  to  a  knowledge  of  the  parts  of  howel 
which  usually  occupy  the  pelvis.  It  is  not  till  some  three  or 
four  years  after  hirth  that  the  pelvis  begins  to  accommodate 
intestine.  According  to  Treves,  the  parts  usually  found  in  the 
pelvis  of  an  adult  "  belong  to  the  terminal  point  of  the  ileum, 
and  to  that  part  of  the  intestine  which  has  the  longest  mesen- 
tery— the  part,  namely,  which  extends  hetween  two  paints, 
respectively  six  and  eleven  feet  from  the  end  of  the  duodenum. 
It  is  not.  therefore,  uncommon  to  hnd  loops  lying  together  in 
contact  with  the  pelvic  Boor  that  arc  in  reality  some  twelve  or 
fourteen  feet  apart." 

An  examination  of  some  twenty  Ixidics,  with  a  view  to  fixing 
the  topography  of  the  bowels,  convinced  the  writer  that  the 
variations  were  too  great  to  be  of  value  in  practical  surgery. 
The  average  disposition,  as  described  by  Treves,  though  for  the 
majority  of  cases  probably  correct,  is  yet  liable  to  so  many 
variations  in  individuals,  that  rules  of  practice  cannot  with 
safely  he  based  upon  it. 

The  attachments  of  the  mesentery  have  some  surgical 
importance.  (Fig.  52.)  In  localising  a  certain  portion  of  bowel, 
and  ascertaining  the  direction  of  it  from  duodenum  to  ca'cum, 
it  may  lie  of  assistance  to  temcmber  th.it  the  right  layer  of  the 
mesentery  is  also  its  upper  layer,  and  the  left  layer  the  lower. 
The  upper  layer  is  continuous  with  the  lower  layer  of  the  trans- 
verse mesO'Colon,  and  also  with  the  peritoneum  which  invests 
the  ascending  colon.  The  lower  layer  is  continued  over  the 
descending  colon,  forms  the  mcscnter>-  of  the  sigmoid  flexure, 
and  descends  into  the  pelvis.  Wlien  the  abdomen  ts  not  dis- 
tended, the  length  of  the  mesentery  is  such  that  any  part  of  the 
small  intestine  can  easily  be  raised  up  through  an  opening  in 
the  abdominal  wall  near  the  umbilicus.  When  the  abdomen  is 
distended,  it  may  be  impossible  to  bring  certain  portions  of 
bowel  through  a  median  incision.  Normally,  according  to 
Treves,  the  bowel  cannot  be  dragged  down  below  the  level  of 
the  spine  of  the  pubes.     In  elderly  women  with  lax  parietes  the 
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mesentery  is  long,  and  the  txiwels  are  permitled  greater  freedom 
of  range. 

The  topography  of  the  large  bowel  !s  more  definite.  With 
respect  to  the  caecum,  Treves's  investigations  have  shown  the 
existence  of  very  general  misconception.*  It  is  generally  held 
that  the  posterior  surface  of  Ihc  ca-cum  is  uncovered  by  peri- 
toneum, and  13  attached  by  areolar  tissue  to  the  iliac  fascia,  thus 
bespeaking  the  existence  of  a  meso-cxcuni.  Treves  found,  on 
the  contrary,  that  the  cifcum  was  always  entirely  enveloped  by 
peritoneum,  and  lay  free  in  the  abdominal  cavity;  that  there 
was  no  sign  of  a  mcso-caecum ;  and  that  it  usually  lay  upon  the 
psoas  muscle,  so  placed  that  its  lowest  point  projected  beyond  the 
inner  border  of  that  muscle.  In  the  great  majority  of  instances, 
the  apex  of  the  cxcum  will  be  found  to  correspond  with  a  point 
a  little  to  the  inner  side  of  the  middle  of  Poupart's  ligament. 
The  lower  limit  of  the  reflexion  of  the  peritoneum  from  the  under 
surface  of  the  c%cum  to  the  posterior  surface  of  the  abdominal 
wall  in  other  words,  the  lower  border  of  the  ascending  meso- 
colon is  a  little  below  ihc  level  of  the  superior  cresi  of  the  ilium. 

The  direction  of  the  ascending  and  the  descending  colon  is 
vertical,  and  the  transverse  colon  lies  almost  horizontally 
between  them.  The  splenic  flexure  is  higher  than  the  hepatic, 
and  lies  deeper  in  the  abdomen.  And  the  transverse  colon  very 
frequently  takes  a  bend  downwards.  These  bends  sometimes 
descend  a  considerable  distance,  occasionally  reaching  the 
pubes ;  but  ihcy  rarely  get  IjcIow  the  level  of  the  crests  of  the 
ilia.   They  are  sometimes  quite  acute,  forming  V-sliai>ed  curves. 

Of  much  surgical  importance  is  the  disposition  of  the  ascend- 
ing and  descending  meso-colon.  It  is  generally  supposed  that  a 
meso-oolon  is  more  common  on  the  right  side  than  on  the  left, 
this  is  often  quoted  as  an  argument  in  favour  of  left  lumbar 

Altbough  it  bat  very  reccnil)-  been  Bhown  (MiUi.  in  Nta  Orlians  Mid. 
and  Slug.  Jeumut,  Dec.,  tSSj)  ihnt  iwemir-llvi:  ycnn  before  Treves  wrote, 
B*rdelcbeii  and  Luachka  iiulited  on  (bo  fact  thai  ihe  necum  i»  comptctdy 
■ujraundiMl  bjr  peritooeum.  and  Mvenl  Gcman  aDatoiniiii  m.iinlaiaiNl  lbs 
»anic  view.  I  have  ptcfafTcd  lo  leave  the  text  ns  il  wax  printed  in  the  first 
edition,  il  only  to  ihow.  IhsA  lo  [or  at  wc  in  Englanil  liat'c  twco  insuuciod. 
Trcvca't  uadJM  d«wive  lo  b«  CMiaideml  us  iliKovcriH. 

37 


402 


OPEBATtONS  ON  THE  INTESTINES. 


colotomy.  Tro-es  found  the  reverse  to  be  the  case.  "  In  fifty- 
two  (out  of  a  hundred)  bodies  there  was  neither  an  ascending 
nor  a  descending  meso-colon.  In  twenty-two  tliere  wa&  a 
descending  meso-coton,  but  no  trace  of  a  corresponding  fold  on 
the  other  side.  In  fourteen  subjects  there  was  a  meso-colon  to 
both  the  ascending  and  the  descending  segments  of  the  bowel ; 
while,  in  the  remaining  twelve  bodies,  there  was  an  ascending 
mesocolon,  btit  no  corresponding  fold  on  the  left  side.  It 
follows,  therefore,  that  in  performing  lumbar  colotomy  a  meso- 
colon may  be  expected  upon  the  left  side  Jn  36  per  cent,  of  aQ 
cases,  and  on  the  right  side  in  26  per  cent." 

It  may  perhaps  be  right  to  remark,  that  some  indefinitOKM 
must  be  admitted  as  to  the  existence  or  not  of  an  ascending  or 
descending  meso-colon.  A  colliipsed  gut  may  have  a  well- 
marked  mcso-colon,  when  a  distended  gut  would  have  none. 
As  the  bowel  empties,  the  peritoneal  layers  fall  together  behind 
it ;  while,  as  it  is  filled,  they  are  pushed  apart,  and  the  intestine 
becomes  sessile.  It  will  be  found  that  a  dilating  colon  borrows 
more  of  its  investing  peritoneum  from  behind,  where  the  areolar 
lisstw  is  lax,  than  from  the  front,  where  it  is  more  firmly 
adherent. 

The  left  meso-colon  is  usually  attached  along  the  outer 
border  of  the  kidney,  and  is  vertical.  The  right  meso-colon 
is  not  quite  vertical,  but  "  crosses  the  tower  end  of  the  kidney 
from  right  to  loft,  and  then  ascends  along  the  inner  border  of 
the  glaud  "  (Treves). 

In  surgical  operations  on  tlie  intestines,  it  is  impossible  to 
ignore  the  great  omentum.  Rarely  is  it  found  conforming  to 
the  anatomical  descriptions  of  it — spread  out  like  an  apron  over 
the  bowels.  In  many  cases  it  is  never  seen,  being  placed  higl 
up,  coiled  or  folded  upon  itself.  In  other  cases  it  lies  entirely 
on  one  side  of  the  abdomen,  usually  the  left.  It  may  be  twisted 
up  like  a  rope,  or  spread  out  in  one  part  and  contracted  in 
another:  frequently  it  is  adherent  lo  bowel  or  parietes;  some- 
times it  is  partly  embedded  among  the  intestines.  It  may  be 
thin  and  translucent  or  even  cribrifonn,  or  it  may  be  very  thick 
and  laden  with  fat- 
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The  free  anastomosis  of  the  intestinal  vessels  in  the  peri- 
toneum has  a»  much  surgical  significance  on  the  one  hand,  as 
thetr  circular  distribution  in  the  intestinal  walls  on  the  other. 
Thus,  though  a  piece  of  mesentery  may  be  destroyed  at  a  little 
distance  from  the  bowel  without  impairing  its  vitality,  the 
smallest  portion  of  bowel  left  without  its  mesentery  closely 
attached  to  it  may,  and  probably  will,  die. 

A  word  must  be  said  on  the  sigmoid  flexure  of  the  colon. 
Treves  has  shown  that  the  curve  which  this  part  of  the  bowel 
describes  is  more  of  the  shape  of  the  Greek  D  than  the  letter  S. 
This  omega-flexure  has  a  well-marked  mesentery.  It  usually 
lies  wholly  in  the  pelvis.  When  distended  it  rises  out  of  the 
pelvis,  reaching  sometimes  as  high  as  the  umbilicus,  and.  in 
cases  of  extreme  distension,  even  to  the  liver.  Id  this  condition 
it  is  liable  to  become  twisted  upon  itself,  producing  volvulus. 
Its  more  exact  disposition  docs  not  here  specially  concern  us. 

As  bearing  upon  all  operations  on  the  intestines,  and  espe- 
cially on  reiiection  and  suture,  the  anatomical  structure  of  the 
intestinal  coats  and  the  mode  of  attachment  of  the  tube  to  the 
mesentery  are  of  supreme  importance.  The  following  state- 
ments are  based  upon  the  elaborate  studies  of  William  S. 
Halsted  of  New  York ;'  also  upon  notes  by  Mr.  Anderson  of 
St.  Thomas's  Hospital,!  and  upon  some  observations  made  by 
myself.  As  they,  in  some  respects,  modify  or  contradict  generally 
accepted  views,  they  must  be  given  with  some  degree  of  fulness. 

Firstly,  as  to  the  structure  of  the  internal  coats.  Fig.  53  is 
copied  from  Halsted's  paper.  It  "is  a  diagram  of  the  dog's 
intestine,  and  is  intended  to  represent  accurately  the  thickness 
of  the  several  coats.  The  serosa  is  prolonged  heytmd  the  outer 
muscular  coat  to  emphasise  its  thinness.  Between  the  sub- 
mucosa  and  the  glands  of  Lieberkohn — in  other  words,  between 
it  and  the  lumen  of  the  intestine — practically  nothing  intervenes ; 
and,  literally,  nothing  hut  the  two  layers  of  muscularis  mucosae 
and  fibrosa  mucosa^  respectively.  Fully  two-thirds  of  the  thick- 
ness of  the  wall  of  the  intestine  is  mucous  membrane.     Whea 
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the  needle,  therefore,  has  been  passed  through  its  outer  third  it 
mu»t  have  enteied  the  glunds  of  LieberkQhn,  and,  hence,  the 
lumen  of  the  gut.  It  is  an  easy  matter  to  isolate  the  sub-mucosai. 
The  outer  muscular  coats  strip  from  it  readily,  and  the  mucous 
memhrane  can  be  rapidly  scraped  off  with  a  knife.  Thus 
obtained,  the  suh-mucosa  is  found  to  be  an  exceediii^^ly  louj;h 
fibrous  membrane.  It  is  air-tight  and  water-tight,  and  is  the 
*  skin '  in  which  sausage-meat  is  stuffed.  It  is.  moreover,  the 
coat  of  the  intestine  from  which  '  catgut '  is  made. 

"A  needle,  on  being  pushed  vertically  through  the  walls  of  the 
intestine,  meets  with  considerable  resistance  when  it  reaches  the 

sub  -  mucosa,  and 
still  greater  re- 
sistance is  en- 
countered if  it  bo. 
attempted  to  pas 
the  needle  hori- 
zontally through 
its  meshes.  A 
delicate  thread  of 
this  tissue  is  very 
mucli  stronger  and 
belter  able  to  hold 
a  stitch  than  a 
coarse  shred  of 
the  entire  thick- 
ness of  the  mi 
cular   and    serous 
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coats."  Practical  experiments  to  test  this  point  bore  out  these 
views.  Halsted  " soon  discovered  that,e\en  to  the  sharpened 
end  of  n  needle,  sufficient  resistance  is  offered  by  the  sub- 
mucosa  to  be  readily  appreciable,  and  that  it  is  possible  and, 
with  very  little  practice,  not  difficult  to  pick  up  at  each  stitch 
a  ihread-likc  piece  of  sub-muco«a  M-ithout  incurring  the  danger 
of  passing  into  the  lumen  of  the  gut." 

Practical  advantage  of  the  toughness  of  this  sub-mucosa  may 
funlter  be  taken  by  [ncking  up  portions  of  it  in  stitches,  carefully 
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placed  so  as  to  pierce  it  at  some  distance  apart,  and  making 
traction  on  the  sutures.  This  raises  n  ndgc  on  the  serous 
aspect  of  the  gm,  which  at  once  marks  the  line  in  which  Uie 
co-aptating  sutures  should  be  placed,  and,  by  raising  the  tissue  to 
the  needle,  greatly  facilitates  the  introduction  of  the  individual 
sutures.  1  have  endeavoured  to  show  this  in  the  diagram 
accompanying  the  description  of  enteroirapliy. 

As  to  the  disposition  of  the  mesentery  around  the  gut,  we 
must  not  forget  that  it  is  not  a  complete  envelope,  but  leaves  a 
portion  of  the  lumen,  averaging  about  five-sixteenths  of  an  inch 
in  width  (Anderson),  for  which  the  outer  covering  is  the  mus- 
cuhiT.  The  diveigence  of  the  layers  of  mesentery  begins  at  a 
distance  varying  from  two-thirds  to  three-fourths  of  an  inch 
from  the  wall  of  the  gut,  and  we  thus  get  a  triangular  space, 
filled  with  fat,  intestinal  vessels  and  lymphatics,  hounded  by 
mesentery  on  two  sides  and  bowel  on  the  third.  The  artcriul 
loops  to  supply  the  intestines  lying  in  this  space  come  to  within 
a  third  of  an  inch  of  the  gut,  closer  in  the  lower  portion  of  the 
ileum  than  in  the  jejunum.  From  these  loops  arc  given  off  the 
straight  vessels,  which  pass  directly,  on  each  side  of  the  inter- 
space, to  supply  the  bowel.  It  is  evident  that  the  anastomosing 
loops  should  be  injured  as  little  as  possible,  if  the  vitality  of  the 
bowel  is  to  be  assured ;  triangular  resection  of  the  mesentery 
should  therefore  be,  as  far  as  possible,  avoided.  The  layers  of 
the  mesentery  at  their  attachment  to  the  howel  arc  very  lax  and 
easily  drawn  together  by  purse-string  sutures,  so  that  they  need 
not  be  in  the  way,  even  if  they  are  left  behind  ;  while,  as  will  be 
jwinted  out  further  on,  they  may  be  employed  to  give  breadth 
and  solidity  to  the  intestinal  union  at  a  point  where  it  has  been 
found  that  it  >nost  frequently  gives  way. 


lAparotomy  for  Intestinal  Obstruction. 

The  relief  of  intestinal  obstnictioa  by  Laparotomy  is,  in 
most  cases,  of  the  nature  of  a  herniotomy.  If  we  regard  an 
ordinary'  hernial  sac  as  an  artificial  diverticulum  of  (he  ah- 
dominal  cavity,  and  if  the  sac  is  opened  during  operation,  wc 
may  regard  such  as  an  abdominal  section.  In  intestinal  hernia 
we  operate  without  full  knowledge  of  the  site  and  nature  of  the 
obstruction ;  it  is  not  visible,  very  rarely  tangible,  and,  in  many  | 
cases,  can  only  be  inferred  with  a  high  degree  of  probability 
from  rational  symptoms. 

Histary, — The  question  of  operative  treatment  in  intestioal 
obstruction  has  been  discussed  for  centuries.  It  is  doubtftd  if 
the  Greeks  or  Romans  performed  the  operation.  Lc  Clerc,  in 
his  History  of  Mfdieitu,  tells  us  that  Praxagoras  advised  lapar- 
otomy in  cases  of  volvulus  or  intussusception  (they  were  con- 
sidered as  synonymous) ;  and  even  incision  into  the  gut  to  allow 
the  fxces  to  escape,  when  the  gut  should  be  sewn  up  and  the 
Abdominal  wound  closed.  This  is  certainly  very  advanced 
treatment :  but  it  is  more  than  doubtful  if  it  was  ever  carried ! 
out.  Praxagoras  was  very  fond  of  the  use  of  emetics  in  intcs- 
Itnal  obstnictioa:  they  did  good,  no  doubt,  by  relieving  the 
distended  viscera  of  fluids  and  gas,  just  as  Kussmaul's  treat* 
inent  docs  by  the  repeated  use  of  the  stomach-pump.  Tho' 
injection  of  air  per  anuni  had  been  in  use  since  the  days  of 
Hippocrates.  In  later  times  bleeding  was,  of  course,  ia  eon* 
slant  requisition. 

In  more  recent  times,  Bonct,  who  edited  Barbette's  work, 
writas  a  foot-note  to  his  remarks  on  volvulus,  that  he  has  known 
an  operation  perfonued  for  volvtilus  with  success.  I  find  the 
note  quoted  by  M.  H6vin,  in  a  paper  on  "  Gastroloiny  "  in  the 
Tnmsaetumi  ef  th4  Royal  AtaJtmy  of  Surgtry  of  Fdris,  vol.  tv.,  17681 
"The  Baroness  dc  Lanti,  of  Chatillon-sur- Seine,  was  nearly' 
dead  of  an  iliac  passion.  A  young  surgeon  who  tiad  served  in 
the  army  for  a  long  time  came  forward,  and  promised  recovery 
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if  the  patient  would  submit  to  opcratioa.  He  was  allowed  to 
operate.  He  pulled  out  a  great  deal  of  tbe  iatcstine  before  be 
found  llii^  twiitt;  he  freed  it,  noJos  distalvit,  and  returned  it  to  its 
place.  He  sewed  up  the  abdomen,  and  the  wound  healed  nicely, 
and  tbe  patient  recovered."  The  Baroness  very  properly  settled 
a  pension  on  thitt  daring  young  surgeon,  but  he  did  not  live  long' 
to  enjoy  it.  Hivin  considers  that  this  may  have  been  a  case  of 
hernia ;  but  it  is  difficult  to  sec  why  he  should  have  to  undo 
twists,  and  stitch  up  the  abdominal  wall,  for  a  herniotomy.  No 
doubt  can  be  cast  on  another  case,  recorded  by  Oesterdykina 
Schacht,  in  which  Nuck  was  the  counsellor  of  operation.  In 
this  case  the  exposed  intestines  were  carefully  covered  by  warm 
milk  while  the  coils  were  unravelled,  and  the  patient  also 
recovered.  Most  authors  of  tbe  seventeenth  and  eighteenth 
centuries,  witii  the  notable  exceptions  of  HoiTman  and  Felix 
Platcrus,  condemn  the  operation.  Van  Sweiten  has  been 
quoted  as  being  favourable  to  Barbette's  operation,  and  other 
names  might  be  added.  No  doubt  the  operation  was  many 
times  ))erformed  in  the  last  two  centuries,  but  with  ahnost 
uniform  failure;  and  this  may  have  prevented  the  operators, 
in  tbe  face  of  the  very  general  condemnation  which  it  received 
at  the  hands  of  the  greatest  men,  from  publishing  their  cases. 
M.  Hivin  himself,  in  the  article  quoted,  is  by  no  means  in 
favour  of  operative  proceeding. 

In  the  surgery  of  the  present  century,  up  to  comparatively 
recent  limes,  the  oiieration  had  no  history.  It  was  either  con- 
demned or  ignored.  And  even  at  the  present  day,  in  spite  of 
the  great  advances  in  abdominal  surgery  and  the  increased  certi- 
tude of  diagnosis,  there  are  many  medical  men  who  would  con- 
sider it  no  discredit  to  stand  by  with  folded  bands  while  a  patient 
is  dying  of  an  unrelieved  internal  strangulation  of  the  bowels. 


CONDITIONS   FOR  WHICH   OPERATION    MAV   BB   PSRPORMBD. 

A  full  account  of  these  conditions  involves  a  description  of 
ail  the  forms  of  intestinal  obstruction,  with  their  differential  and 
general  diagnosis.    Tbe  limits  set  to  this  work  demand  that 
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siich  description  be  very  short.  And  the  need  for  it  will  not  be 
fell  by  English  readers,  who  have  had  provided  for  them  the 
adnnirable  manual  by  Treves  on  IiiUslmal  Obitruilion. 

For  clinical  purposes,  we  may  divide  the  forms  of  intestinal 
obstruction  into  Acute  and  Chionic :  the  one,  where  the  symp- 
toms come  on  suddenly  in  a  patient  who  has  shown  no  previous 
symptoms  of  disease ;  the  other,  where  the  onset  is  more  or  less 
slow,  or  where  there  have  been  pft;vious  signs  of  intestinal 
dtseasc.    Thus  classified,  the  varieties  arc: 


Aeuti. 

I.  Strangulation  by  bands  or  through  apertures. 
II.  Volvulus. 
III.  Intussusception. 

Chrtnic. 

IV.  Stricture  from  disease  in  the  walls  of  the  gut,  ciea* 

tricial  or  neoplastic. 
V.  Obstruction    in    the    lumen:    neoplasms,  gall -stones, 

enteroliths,  faeces,  and  foreign  bodies  generally. 
VI,  Olutruction  from  compression  out«de  by  tiimoun,  &c. 

I.   STRANCl'LATfON  IIV  UaKDS  OR  THROUGH    ApBKTUBBS   beUB 

a  close  resemblance  to  ordinary  hernia,  not  only  in  symptoms 
and  causation,  but  also  in  treatment.  The  liowel  is  snared  in 
an  unyielding  opening,  which  obstructs  its  lumen  and  strangu- 
lates its  vessels.     The  small  gut  is  nearly  alwa)'S  implicated. 

Vaiious  forms  of  bands  are  described. 

(l)  luiatfJ BtHuttof  orgaMittJ In/tamnNtUryAfaUrial — "peritoneal 
false  ligaments,"  as  they  are  called — are  frequently  the  cause  of 
strangulation.  Such  bands  vary  greatly  in  length,  density,  and 
thickness :  sometimes  they  arc  round ;  often  they  are  Hat.  Not 
infrequently  several  such  bands  exist,  and  cases  are  recorded 
where  strangulation  took  place  simultanemisly  under  two  falso 
ligaments.  The  attachments  of  these  bands  present  an  almost 
endless  variety.  Frequently  one  end  is  attached  to  the  mesen- 
ter)'.  the  other  being  inserted  into  any  part  of  the  peritoneum. 


STRAttGULATlOtt  BY  BASDS- 


Straogulation  takes  place  cither  by  the  bowel  slipping  under 
the  band,  in  which  case  it  must  be  comparatively  sliort ;  or  by 
the  bowel  being  caught  In  a  twist  or  loop  of  the  band,  when  it 
must  be  long.  Sometimes  obstruction  is  caused  by  the  band 
dragging  on  the  bowel,  and  so  causing  kinking.  The  modes  of 
constriction  are  so  bewilderingly  varied,  that  it  is  impossible  to 
classify  thent. 

{2)  Bandi  or  Cordt  of  OmftitHin  constitute  another  mode  of  con- 
striction. The  omentum  becomes  adherent  to  some  spot  in  the 
peritoneum ;  the  whole,  or  part  of  it,  is  rolled  up  or  twisted  into 
a  cord,  which  constricts  the  bowel,  just  as  peritoneal  false 
ligaments  do.  Omental  bands  are  usually  thick  and  vascular. 
They  arc  found  attached  to  any  site  where  omentum  can  reach  ; 
and  that  is,  practically,  anywhere.  But  they  most  frequently 
have  an  origin  in  some  way  connected  with  old  hemise.  Multiple 
cords  and  multiple  constrictions  arc  more  common  with  omental 
than  with  peritoneal  bands.  The  greater  length  and  mobility  of 
omental  adhesions  render  strangulation  through  noose  or  knot 
a  tnore  likely  occurrence  than  with  peritoneal  bands. 

(3)  StraHgitlalicn  6y  Mtckel'i  Diverficuthm  is  of  the  nature  of  the 
preceding.  Conslriction  may  take  place  cither  when  the  diver- 
ticulum is  attached  to  the  umbilicus,  or  when  it  has  become 
adherent  at  some  novel  situation.  In  the  former  case,  the  tube 
may  be  wholly  or  partially  obliterated.  The  diverticulum  acts 
as  a  peritoneal  or  omental  band  by  constricting  gut  which  passes 
below  it,  or  by  forming  loops  in  which  the  gut  is  snared.  I  have 
operated  on  a  case  where  strangulation  was  caused  hy  several 
coils  of  bowel  passing  between  the  abdominal  wall  and  a  par- 
tially obliterated  Meckel's  diverticulum.  Mere  dragging  on  the 
diverticulum,  by  causing  kinking  or  setting  up  inflammation, 
may  induce  inte-stinal  obstruction.  False  diverticula  have  not 
been  found  associated  with  the  complaint. 

(4)  Stnuigalation  by  Normal  Stnicturn  which  have  b/come  ad- 
ktrmt  is  also  met  with.  Thus,  the  vermiform  appendix,  or  the 
Fallopian  tube,  or  the  ajipendices  epiploic^,  or  even  the  bowel 
and  the  mesentery  itself,  may  all  be  causes  of  intestinal  strangu- 
lation.     I  have  operated  on  a  case  where  it  was  difficult  to  say 
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whether  (he  obstructioo  was  caused  by  kinking  from  dra^ag 
on  an  old  adhesion  to  the  paiietes,  or  by  compression  of  a 
poition  of  bowe]  which  passed  over  it. 

(j)  Strangulation  may  take  place  through  tiitt  or  k«fa  in  ihe 
mesentery,  or  the  omentum,  or  even  in  such  situations  as  the 
broad  ligament  of  the  uterus  and  the  suspensory  ligament  of  the 
liver.  Strangulation  by  the  gut  becoming  caught  in  the  foramen 
of  Winslow  has  been  described.  About  fifty  examples  of  retro- 
pciiloncal  ormcscntcrichcroia,  from  the  bowel  getting  entangled 
in  the  fossa  duodeno-jejunalis,  have  been  described. 

In  the  great  majority  of  cases  owning  the  above  causes,  the 
xmall  bowel  is  the  part  involved,  and  in  most  of  these  the  lower 
part  of  tbo  ileum.  The  probability  of  site  advances  almost  ta 
geometrical  progression  from  duodenum  to  cxcum.  The  length 
of  intestine  strangulated  ranges  from  a  mere  nipping  of  part  of 
the  calibre,  to  a  capture  of  several  foct.  The  average  length  is 
a  little  over  a  foot ;  but  the  Umits  are  so  wide  apart,  that  aoy 
average  is  misleading. 

The  mechanism  of  obstruction  is  essentially  the  same  as  in 
cxtcnial  hernia.  Simple  entanglement,  followed  by  congestion 
and  partial  or  complete  obstruction,  will  explain  many  cases; 
otlwrs  are  completely  strangulated  from  the  outset ;  a  few,  after 
the  bowel  has  been  caught  and  held  for  some  time,  undergo 
strangulation  by  a  sudden  and  final  twist  or  contortion.  Sena's 
recent  experimenlit  show  that  in  circular  constrictioa  of  the  in- 
testine the  immediate  cause  of  gangrene  is  due  to  obstruction 
of  the  venous  circulation,  and  takes  place  at  a  point  mott 
remote  from  the  cause  of  the  obstruction. 


II.  Volvulus  is  the  name  given  to  occlusion  caused  by 
lonioa  of  the  bowel,  or  rotation  round  its  axis  of  attachment. 
In  some  cases,  simple  twisting  is  tlie  cause;  in  others,  two 
suitable  coils  become  mutually  intertwined.  Volvulus  is  found 
at  the  sigmoid  flexure,  in  the  caecum  and  ascending  colon,  aad 
in  the  small  intestine. 

(I)  Vvlmths  of  tlu  Sigtn&id  FUxun  about  its  mesenteric  axis  U 
the  RM»t  common  form;    two-thirds  of  all  cases  arc  of  thi< 
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Utarc.  The  0-sbapc  of  this  part  of  the  gut,  the  length  and 
loose  attachment  of  its  mesentery,  and  its  tendency  to  become 
overloaded  and  displaced  hy  collections  of  faeces,  explain  its 
liability  to  volvulus.  The  bowel  may  be  twisted  once,  or  twice, 
or  even  three  times  around  its  axis.  In  another  class  of  cases 
the  sigmoid  loop,  acting  as  a  pedunculated  tumour,  becomes 
intertwined  with  a  loop  of  small  bowel,  and  induces  strangulation 
of  both. 

(3)  Volvulus  eftht  Otatm,  or  of  the  cscuin  and  colon  adjoining, 
is  easily  understood.  Mere  acute  flexure  of  the  ciecum  may 
block  its  ])assage ;  in  such  cases,  however,  there  is  usually  some 
congenital  malformation.  In  rotation  of  the  ca;cum  upon 
itself,  the  colon  is  liable  to  be  implicated,  more  especially  if 
there  is  a  long  mesa-colon.  As  with  the  sigmoid  flexure,  so 
here  obstruction  may  be  caused  by  the  intertwining  of  small 
intestine.  Volvulus  of  the  ascending  colon  is  rare,  and  usually 
depends  on  anatomical  abnormality.  Volvulus  of  the  cxcura 
may  he  subacute  or  chronic.  1  have  treated  with  a  medical 
eolt«aguc  a  case  where,  with  orUy  about  half  a  rotation,  there 
was  enormous  cascal  distension ;  the  distended  bowel  occupied 
half  the  abdominal  cavity. 

(3)  Volvulus  of  Ihe  Small  Intestine  is  rare.  It  may  arise  from  the 
simple  twisting  of  one  coil,  or  from  the  intertwining  of  two 
loops.  An  abnormally  long  mesentery,  as  from  an  old  hernia,  is 
a  predisposing  cause.  The  simple  twist  is  usually  through  one 
complete  circle,  and  is  most  frequently  from  left  to  right.  Vol- 
vulus by  the  intenwining  of  two  loops  is  very  rate. 


III.  Intussusception  or  Invagination  of  the  intestine 
means  the  prolapse  of  a  part  of  bowel  into  the  lumen  of  the 
pan  adjoining.  It  is  the  most  frequent  single  cause  of  intestinal 
obstruction,  constituting  more  than  one-third  of  all  cases.  The 
pathological  anatomy  of  intussusception  is  well  understood,  and 
need  not  be  dwelt  upon.  One  portion  of  bowel  catches  another 
portion  Just  above  il,  grasps  it  as  if  it  were  food,  and  pushes  it 
along,  invaginating  more  and  more  of  it.  The  portion  pushed 
inside,  conusting  of  an  entering  and  a  returning  layer  placed 
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peritoneum  to  peritoneum,  is  known  as  the  intussusceptum. 
The  sheath  or  contnining  t>oivel  is  known  as  the  intussuscipiens. 
The  neck  is  at  the  entrance  of  the  invagination,  where  the 
eheath  joins  the  returning  layer.  Rare  varieties  arc  met  with 
where  double  or  triple  intiis§uficcptions  take  place,  where  a 
second  intussusception  isinvaginaled  in  a  tirst.or  a  third  inside 
lioth.  A  retrograde  invagination,  where  a  descending  invagiiut- 
tion  is  associated  with  an  ascending  one,  is  described. 

When  invagination  is  complete,  adhesions  form  between  the 
opposed  peritoneal  surfaces  of  the  entering  and  returning  layers, 
and  tlicse  after  a  time  become  so  strong  as  to  render  reduction 
imi>OK.tibIe.  Mere  invagination  need  not  cause  ohstntction;  it 
is  only  when  the  opening  in  the  intussusception  becomes  incur\'ed 
by  the  dragging  of  the  mesentery,  or  the  walls  become  swollen 
from  congestion  or  inflammation,  that  obstruction  takes  place. 
The  invaginated  portion,  as  a  rule,  undergoes  inflammatory 
changes,  which  end  in  adhesion  of  the  intestinal  cylinders,  or 
have  more  pronounced  results  in  rupture  of  vessels  from  intense 
congestion,  causing  discharge  of  blood  by  ttie  rectum,  or  even 
terminate  in  gangrene.  Sloughing,  with  separation  of  the 
sphacelated  portion,  is  found  chiefly  in  cases  of  acute  intussus- 
ception, though  it  is  not  uncommon  in  chronic  cases.  This 
sloughing,  according  to  Senn,  is  caused  by  obstruction  to  the 
return  of  venous  blood  by  constriction  at  the  neck  of  the 
intuBsuscipiens. 

There  is  a  curious  connection  between  epithelioma  and 
intussusception.  Most  probably  the  epithelioma  was  the  origi- 
nator. The  indurated  mass  gets  caught  in  the  bowel,  is  passed 
on  as  the  apex  of  an  intussusception,  and  there  it  continues 
growing.  It  is,  however,  quite  consistent  with  what  we  know 
of  the  origin  of  epithehoma  that  it  should  have  started  in  iho 
ukcrating  areas  of  the  chronic  intussusception. 

Into  the  extremely  interesting  questions  of  the  origin  and 
cause  of  intussusception,  1  cannot  Itere  enter.  I  believe  that 
many  of  the  cases  of  acute  colic  produced  by  eating  indigestible 
substances  are  intussusceptions  which  right  themselves.  The 
frequency  of  intussusception  of  the  dying  is  much  greater  than 
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is  generally  supposed ;  il  carefully  looked  for,  at  least  one  body 
out  of  four  will  show  it  on  the  post-mortem  tnble. 

Intussusception  may  take  place — (i)  in  the  small  bowel,  (a) 
in  the  colon  or  rectum,  or  (3)  in  the  ileo-cscal  region.  In  tlie 
small  bowel,  it  is  found  most  frequently  in  the  lower  jejunum  ; 
and  next  in  frequency,  though  in  the  proportion  of  four  to  one, 
in  the  ileum.  The  narrow  calibre  of  the  small  bowel  prevents 
any  considerable  amount  of  invagination :  rarely  is  more  than  a 
foot  engaged. 

Intussusception  of  the  large  bowel  may  occur  at  any  part 
of  its  course  It  is  not  common  in  this  situation;  and  when 
it  does  occur  it  is  small,  particularly  in  the  rectum. 

The  most  common  site  of  intussusception  is  in  the  ileo-cajcal 
r^on.  Two  varieties  are  here  met  with — the  ileo-cxcal  and 
the  ileo-colic.  In  the  former,  the  ileoca-cal  valve  forms  the 
apex  of  the  intussusception,  and  passes  up  the  colon,  followed 
by  the  cscum  and  the  ileum.  In  the  latter,  the  ileum,  passing 
through  the  ileO'C-,t;ciil  valve,  is  invaginated  up  the  colon.  A  raxe 
and  comphcated  variety  is,  where  a  primary  invagination  of  the 
end  of  the  ileum  is  either  passed  through  the  valve  into  the 
colon,  or  invaginated  into  the  colon  along  with  the  CTCum. 


IV,  Changes  in  thb  Substancb  of  the  I:<tiistisai,  Wall 
may,  by  narrowing  the  lumen,  be  a  cause  of  obstruction.  Such 
changes  may  be  of  the  nature  of  simple  cicatricial  stricture,  or 
of  new  growths. 

(i)  Simple  Sfriduri  is  produced  by  cicatricial  contraction 
of  organised  inflammatory  material  replacing  an  old  ulcer,  or 
loss  of  substance,  or  following  any  chronic  inflammation.  Ulcers 
may  originate  in  enteric  fever,  dysentery,  or  catarrh:  peptic 
ulcer  in  the  duodenum ;  syphilis  or  phthisis.  As  originating  in 
chronic  inflammation,  stricture  is  seen  in  its  most  typical  fonn 
in  bowel  that  had  been  engaged  in  an  old  hernia.  Any  injury 
to  the  bowel  may  result  in  cicatricial  stricture. 

(a)  Stricture  may  be  caused  by  the  development  of  ma 
grevtlks,  malignant  or  benign.  The  malignant  stricture  is  nearly 
always  of  the  nature  of  epithelioma  of  the  cylindrical  variety; 
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scirrhus  and  cnccphaloid  arc  almost  unknown.  Eptthdioma 
typically  appears  as  a  hard  band  emltedded  in  the  wall  of  the 
intestine,  an<l  constricting  its  lumen  as  if  by  a  tightly-drawn 
ligaiiire.  The  constriction  is  not  always  annular;  sometimes  it 
is  in  broad  and  diffused  areas  over  a  considerable  portion  of  the 
intestinal  wall.  Thickening  of  the  peritoneal  and  muscular 
coats  is  always  present.  Epithelioma  of  the  intestine  i»  practi- 
cally always  single  and  localised,  and  the  mesenteric  glands  are 
late  io  becoming  alTected.  As  existing  in  the  rectum,  within  (be 
reach  of  the  exploring  finger,  and  treated  by  a  special  operation 
— colotomy,— the  disease  will  again  come  under  review. 

Sarcoma  and  lympho- sarcoma  arc  rarely  found  as  causes  of 
obstruction. 

New  growths  of  benign  nature— such  as,  adenomata,  tumours 
of  pure  iibrotiK  tissue,  or  of  Jibrous  and  muscular  tissue  com- 
bined; Catty  and  vascular  growths;  and  growths  of  a  cystic 
nature*'  have  all  been  known  to  cause  obstruction:  but  they  are 
by  no  means  common. 

V,  Obstruction-  bv  a  Foreics  Body  blocking  the  lumen  of 
the  gut  is  sometimes  found.  In  this  class  must  be  reckoned  the 
accumulation  of  faeces.  Foreign  bodies  swallowed  and  becoming 
aggregated,  gall-stones,  and  intcsltnal  calculi  or  enteroliths,  arc 
causes  of  intestinal  obstruction.  Some  polj'pi  or  pedunculated 
adenomata  catise  obstruction  by  their  bulk  in  the  cavity  of  the 
bowel. 

In  such  cases  obstructed  circulation  and  strangulation  of  the 
liowol  do  not  occur,  and  the  symptoms  in  consequence  are  not, 
at  first,  very  urgent. 


VI,  CouraassioN  op  tiik  Gut  tv  Tuuouiis  oittsidb  of  rr 
forms  a  separate  class.  Obstruction  may  b«  produced  in  the 
most  varied  ways.  1  have  seen  a  case  wltere  alarming  symptoms 
of  intestinal  obstruction  were  produced  l>y  retroversion  of  the 
gravid  uterus,  pressing  probably  on  entangled  loops  of  small 

*  See  luuclie  and  Dochwald,  Dnrluhi  mtJ.  ITtwA^  tKS?.  il      Alw 
Aburact  in  Lfti.  Mti.  Rtt,  Nov.  ijtb.  1B87. 
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bowel.  AU  sorts  of  growths — solid  or  cystic,  or  even  abscesses 
in  the  peritoneal  cavity — may  press  on  the  bowel  and  block  its 
passage.  Growths  of  the  liver  or  pancreas  may  cause  obstruc- 
tion in  the  cluodcniim  ;  tumours  of  the  ovary,  uterus,  or  pdvic 
bones,  may  compress  the  rectum  ;  and  the  small  bowel  may  be 
compressed  by  tumours  in  any  part  of  the  peritoneal  cavity. 
Naturally,  the  less  movable  parts  of  intestine  are  most  likely  to 
suffer. 

Usually  such  causes  provide  examples  of  chronic  obstruction. 
The  sudden  displacement  of  a  tumour  may,  however,  produce 
sudden  obstruction,  with  acute  symptoms. 


DTACKOSIS   OF   I.VTBSTINAL  OUST  RUCTION. 

In  cases  of  acute  obstruction,  the  onset  is  sudden;  the 
symptoms  from  the  beginning  are  urgent;  and  the  result,  after 
a  rapid  course,  is  almost  uniformly  fatal.  Spontaneous  recovery 
after  volvulus  is  unknown  ;  a  ver^'  small  proportion  of  cases  of 
intussusception  get  well ;  and  genuine  examples  of  recovery 
after  strangulation  by  bands  or  through  apertures  must  be  less 
common  th.in  in  ordinary  hernia,  where  the  chance  of  recovery 
is  practically  considered  as  nil.  In  the  ca.ic  of  the  last,  recovery 
lakes  place  from  gangrene  of  the  gut,  with  the  formation  of  blse 
anus :  in  internal  obstruction,  gangrene  is  certain  death.  There 
is  a  variety  of  intussusception  which  is  chronic,  and  is  not 
reckoned  among  examples  of  acute  strangulation. 

The  symptoms  are  those  of  strangulated  hernia,  aggravated. 
Severe  abdominal  pain,  collapse,  vomiting,  constipation,  and 
abdominal  distension  are  the  leading  symptoms.  The  pain  is 
always  severe  and  often  agonising.  It  is  frequently  intermittent, 
and  liable  to  exacerbations — possibly,  as  Treves  suggests,  on 
account  of  the  intermitting  nature  of  the  conHtriction.  The 
character  of  the  pain  varies:  sometimes  it  is  of  the  nature  of 
severe  colic,  pure  and  simple;  at  other  times,  a  sensation  is 
felt  as  if  a  band  were  drawn  tightly  round  the  abdomen. 
The  site  of  the  pain  is  not  a  trustworthy  guide  to  the  seat  of 
obstruction. 
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CoLUpse,  always  marked,  often  alanning,  attends  every  case 
of  acute  intestinal  obfltruction.  We  may  expect  to  find  the 
c<^Apsc  most  severe  in  caiics  where  the  onset  is  very  sudden, 
and  the  patient  is  young  and  vigorous.  Profound  collapse 
suggests  complete  strangulation ;  but  the  degree  of  it  is  no  guide 
to  the  amount  of  bowel  involved. 

Vomiting  is  always  an  early  and  well-marked  symptom. 
The  irritated  bowels  soon  become  filled  to  distension  with 
secretions,  fluid  and  gaseous :  and,  under  increased  abdominal 
pressure  and  the  constant  contractions  of  the  intestinal  muscle, 
these  secretions  escape  by  the  only  jHMsible  exit— the  stomach. 
A nti -peristalsis,  or  Dr.  Brinton's  well-known  explanation  of  tlic 
prooeas  by  the  production  of  an  axial  and  a  peripheral  current, 
may  account  for  this  vomiting.  But  such  explanations  are  no 
more  necessary  to  explain  the  legurgitalton  of  the  intestinal 
contents  in  the  living  than  in  the  dead.  Mere  gaseous  disten- 
sion and  increased  abdominal  pressure  force  the  contents  out  of 
the  mouth  after  death  ;  and  these  passive  causes,  in  addition  to 
the  very  active  one  of  intestinal  contractions,  may  do  the  same 
during  life. 

The  vomiting  may  or  may  not  be  attended  with  retching. 
Sometimes  the  fluids  are  ejected  in  great  gushes  without  much 
straining  effort.  The  vomit  at  first  consists  of  the  natural 
contents  of  the  bowel ;  then,  of  bile-stained  fluids;  then,  oi  dark 
grunious  material — "  cofTee-ground " :  and  finally,  of  faecal 
matter,  more  or  less  diluted.  That  fxcal  matter  may  be 
vomited,  even  if  the  constriction  is  well  above  the  large  bowel, 
there  is  no  longer  any  dispute :  but  we  should  not  expect  fxcal 
vomiting  if  the  constriction  is  not  below  the  jejunum.  At  lint 
the  vomiting  may  be  of  the  nature  of  a  reflex  nerve  symptom ; 
later  on,  it  is  mainly  a  mechanical  discharge  of  accumulated 
secretion,  and  the  existence  and  continuance  of  such  vomiting 
aflbrds  relief  to  the  patient. 

Constipation,  absolute  and  insuperable,  is  an  important  sign- 
Occasionally,  at  an  early  stage  of  the  complaint,  feces  are 
passed  from  the  bowel  below  tlie  seat  of  constriction ;  but  when 
ihe  disease  is  well  established,  neither  faeces  nor  flatus  paaa. 
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DiEcharge  of   blood  by  the  anus  is   found   in  a   considerable 
Dumber  of  cases  of  intussusception. 

Abdominal  distension,  from  the  accumulation  of  gas  and 
Jiuid,  is  an  early  ami  prominent  symptom.  It  increases  with 
the  duration  of  Ihc  illness;  and  in  marked  examples  the 
parietes  may  be  tense,  like  a  drum,  and  visibly  white  and 
glistening  from  being  stretched.  In  such  cases  mechanical 
obstruction  to  respiration  is  present.  Tympanitic  reso- 
nance all  over  the  abdomen,  except  perhaps  in  the  Banks, 
is  marked. 

It  need  scarcely  be  added  that,  in  making  tlie  diagnosis,  all 
the  usual  sites  of  external  hernia  must  be  explored,  and  the 
rectum  must  be  digitally  examined. 

The  Diagnosis  /ram  other  Distam  is  not  often  difficult.  A 
localised  paralysis  of  the  gut,  from  inflammation  of  its  walls  or 
from  nerve  disturbance,  may  produce  symptoms  very  similar  to 
those  of  intestinal  obstruction.  A  bruise  or  crush  of  the  bowel, 
inflammation  after  reduction  of  a  strangulated  hernia,  are  prac- 
tically varieties  of  obstruction.  Descending  testicle  becoming 
incarcerated  or  inflamed  is  well  known  to  cause  symptoms  like 
those  of  obstruction.  I  have  been  called  to  treat  a  man  aged 
76  for  urgent  symptoms  of  obstruction,  which  were  found  to  be 
produced  by  inflammation  in  a  testicle,  which  lay  undescended 
in  the  inguinal  canal,  and  1  have  seen  two  similar  cases  in 
hospital  practice. 

Acute  peritonitis  may  be  mistaken  for  intestinal  obstruction; 
in  fact,  the  mistake  ha»  been  made  on  not  a  few  occasions.  If 
peritonitis  is  caused  by  perforation,  the  symptoms  may  be  most 
misleading.  A  few  hours  will,  however,  make  the  diagnosis 
clear.  The  temperature  is  no  guide;  the  worst  cases  of  jierito- 
nitis  may  have  a  normal,  or  even  subnormal,  temperature.  The 
nature  of  the  onset,  the  character  of  the  vomiting,  the  quality  of 
the  pain,  and,  most  important  of  all,  the  palpation  of  the 
abdomen,  will  also  guide  us.  Lead  colic,  accompanied  as  it 
often  is  with  obstinate  constipation,  and  ren.il  or  hepatic  colic, 
where  pain,  collapse,  and  vomiting  may  be  present,  might  also 
be  mistaken  for  intestinal  obstruction, 

28 


416 


LAPAROTOMY  FOR  OBSTRVCTtOlt - 


The  Diagttmt  of  the  VarUiy  ef  Oiistn<tiim  may  be  attended 
with  considerable  difficulty.  It  is  nearly  always  possible  to 
say  whether  the  ca»e  is  on«  of  acute  or  of  chronic  obstruction: 
the  difficulties  appear  in  the  diagnosis  of  tlic  individual  variety. 

A  chronic  case,  in  which  the  primary  sympIoniK  li»vc  been 
obscure,  may  suddenly  l>ecome  acute.  The  terminal  symptoms 
of  all  cases  of  obstruction  arc  very  similar. 

The  Sym(<UKtj  of  Amlt  Olntruetion  are  as  follows :  The  patient, 
in  ordinary  health,  is  suddenly  seized  with  severe  abdominal 
pain  of  a  griping  chaructei,  with  exacerbations,  lie  is  at  once 
prostrated,  sulTcrs  from  shock,  and  his  face  indicates  the  patient's 
consciousness  that  he  is  seriously  ill.  Vomiting  vcr>-  soon  follows 
the  hrst  attack  of  pain,  and  continues  at  irregular  but  short  inter- 
vals. There  is  absolute  constipation,  and  abdominal  distension 
which  goes  on  increasing  with  the  duration  of  the  malady. 

It  must  be  noted  that  acute  symptoms  occasionally  supervene 
on  chronic  causes ;  and  the  reverse,  to  a  more  limited  extent, 
holds  true. 

The  diagno^s  of  the  Variety  of  A  cmU  Obitnutien  may  often  be 
successful. 

StruitgulatWi  by  Batidt. — The  patient  is  probably  a  young 
male  adult,  who  will  usually  have  a  previous  history  of  perito- 
nitis. In  a  few  cases  a  previous  attack  of  obstniction,  partial 
and  mild,  will  be  recorded.  The  disease  will  liavc  attacked  him 
suddenly,  and  witltout  warning,  in  the  midst  of  his  ordinary 
pursuits.  The  pain,  which  from  the  beginning  is  severe,  is 
continuous,  with  exacerbations,  and  is  usually  located  in  tbo 
region  of  the  umbilicus.  There  is  no  tenderness  on  pressure. 
Vomiting  soon  comes  on,  and  is  frequent  and  copious.  In  more 
than  half  the  cases,  it  becomes  stcrcoraccous  about  the  fourth 
oi  fifth  day.  From  the  first  constipation  is  complete.  No  blood 
is  discharged.  Extreme  prostration,  or  even  profound  colUpse. 
may  be  present  from  the  beginning ;  usually  it  is  most  marked 
at  the  onset,  and  becomes  less  marked  afterwards.  Abdominal 
distension  is  not  at  first  a  marked  s>-mptom.  No  tumour  is  felt 
OD  palpation. 

Such  cases  die  about  the  fifth  or  sixth  day. 
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Volm^us  of  tht  Smalt  Inttititm  presents  symptoms  very  similar 
to  the  above.  Voivulus  oj  the  Colon,  nearly  always  at  the  sigmoid 
flexure,  presents  more  distiDCtive  symptoms.  It  is  usually  found 
in  males,  after  the  age  of  forty,  who  have  suffered  for  some  time 
from  constipation.  Pain  comes  on  at  once,  but  it  is  not  so  severe 
as  in  strangulation  through  bands,  and  it  frequently  intermits. 
Occasionally  the  pain  is  referred  to  the  hypogastriura  or  the 
back.  Tenderness  on  pressure  comes  on  as  the  disease  con> 
tinues.  Vomiting  comes  on  late,  or  not  at  all,  and  is  never  very 
urgent.  In  only  fifteen  per  cent,  of  the  cases  does  it  become 
feculent.  Prostration  is  never  extreme.  Constipation  exists 
from  the  first. 

A  distinctive  sj'mplom  is  a  rapid  and  excessive  accumulation 
of  gas,  which  soon  causes  great  distension  of  the  abdomen. 

The  average  duration  of  life  is  about  six  days. 

Acitti  IntusiHsctfition  usually  appears  in  children.  Pain  is  s 
prominent  symptom  ;  it  comes  on  in  waves,  reaching  a  point  of 
great  intensity,  and  then  subsiding.  Vomiting  is  a  very  variable 
symptom :  sometimes  it  is  present  from  the  onset,  and  is  copious 
and  frequent;  at  other  times  It  comes  on  late,  and  is  never 
severe ;  a  few  have  no  vomiting  at  all.  The  most  characteristic 
sign  is  the  discharge  of  blood  by  the  rectum,  frequently  attended 
with  diaiTh<ea  and  tenesmus.  A  definite  tumour  is  frequently 
palpated  through  the  parietes ;  and,  in  intussusceptions  affecting 
the  Large  bowel,  the  apex  of  the  invaginated  bowel  may  be  felt 
through  the  rectum.  Abdominal  distension  is  usually  absent ; 
occasionally  the  abdomen  is  retracted. 

These  cases  may  be  fatal  within  twenty-four  hours;  or  tliey 
may  last  for  several  days ;  or  they  may  become  clironic,  lasting 
forireelw. 


The  Sympioms  ef  Ckraiic  OhttructioH  need  not  be  detailed. 
They  are  simply  those  of  acute  obstruction  in  a  milder  form, 
and  prolonged  over  a  longer  period. 

Stricturt  oj  Ike  SmaU  Bowel  may  be  taken  as  representative  of 
a  large  class  of  cases  whose  symptoms  are  broadly  as  follows. 
In  such  there  is  usually  some  previous   history  of  intestinal 
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trouMe,  followed  al  a  considerable  interval  by  attacks  of 
ot>stcuction,  gfradually  increaiting  in  gravity  till  the  final  attaclc 
which  jeopardiEcs  the  life  of  the  patient.  Pain  comes  on  in 
paroxysms,  and  completely  intermits:  not  infrequently  it 
appears  after  eating.  Vomiting  is  not  an  urgent  symptom : 
it  is  late  in  coming  on,  is  neither  frequent  nor  copious,  and 
rarely  is  fa^culcnt.  Constipation,  not  absolute,  or  alternating 
with  diarrhcea,  will  be  present.  Before  the  final  attack,  the 
patient  will  have  lost  flesh  and  spirits.  Abdominal  distension  is 
replaced  by  attacks  of  flatulence,  more  or  less  distressing ;  but 
never,  except  at  the  end,  causing  dyspnoia. 

Such  cases  may  last  for  a  month  or  more.  In  most  cases, 
tiowcvcr,  more  or  less  acute  symptoms  supencnc on  the chronict 
witli  corresponding  curtailment  of  the  duration  of  Ufe. 

It  is  rarely  possible,  unless  a  distinct  tumour  is  felt,  to 
diagnose  simple  from  malignant  stricture.  The  history  may 
be  of  some  assistance,  however.  Anything  whitfh  causes 
gradual  obliteration  of  the  bowel,  tumours  outside  or  inside, 
contracting  adhesions,  and  all  such  conditions,  may  produce 
identical  symptoms. 

Slricturt  of  tht  Lar^t  Bavtl  has  most  features  in  common  with 
stricture  of  the  small  bowel.  Tl>cre  are  the  same  irregular 
beginnings,  and  the  same  exacerbations,  with  occasional  inter- 
missions. Vomiting  is  less  frequent  in  stricture  of  the  large 
liowcl.  Distension  is,  however,  always  a  marked,  and  often  a 
very  troublesome,  accompaniment:  and  tenesmus,  with  the 
discharge  of  Mood,  mucus,  or  pus,  is  o^cn  found. 

As  cancer  of  the  rectum,  malignant  stricture  is  perhaps  the 
best  known  of  all  causes  of  intestinal  obslrucrion. 

Ftcal  Accumulalioai  have  some  special  features  of  their  own. 
They  occur  chiefly  in  women  who  have  passed  the  prime  of  life, 
and,  more  particularly,  in  lunatics.  The  symptoms  are  simply 
tlnwe  of  constipation,  becoming  more  and  more  intractable. 
There  is  usually  a  palpable,  or  even  visible,  tumour  having  the 
diaracters  of  E.'eces.  The  alnlomen  becomes  generally  dis- 
tiuided  with  gas  or  geccs.  or  both.  Pain  of  a  paioxj-smal 
nature  supervenes.    Vomiting  is  late  in  appearing,  and  is  long 


INDICAnONS  FOK  0PKRA7I0S. 


ill 


in  becoming  fseculent.     There  may  be  a  htsiory  of  previous 
Attacks. 

This  is  about  as  far  in  differential  diagnosis  as  out  present 
knowledge  will  carry  us.  Individual  variations  of  symptoms 
must  be  ;i]loweci  to  each  case  on  a  liberal  !H:alc.  The  dilTeience» 
between  a  cumulative  and  an  instantaneous  cause, — between 
strangulation  and  mere  obstruction ;  between  obstruction  in 
the  small  bowel  and  ob&truccion  in  the  large  bowel, — theoretically 
marked  enough,  arc  found  in  practice  to  be  very  difficult  of 
detection.  Hut,  by  a  careful  summation  of  the  concrete 
symptoms  in  eKcli  case,  it  will  nearly  alwajs  be  possible  to 
form  a  tolerably  correct  opinion  as  to  the  exact  nature  of 
the  obstruction,  and  formulate,  cither  at  once  or  after  waiting 
a  few  hours,  a  consistent  and  definite  plan  of  treatment. 


INDICATIONS   FOR  OPERATION. 

The  indications  to  operate  in  any  given  case  depend,  in  the 
first  place,  upon  the  chance  which  the  patient  has  of  getting 
well  without  operation;  and,  in  the  second  place,  upon  the 
degree  of  probability  with  which  success  will  follow  the 
operation. 

To  cases  of  acute  obstruction  there  is  practically  but  one 
termination — death.  No  case  of  volvulus,  whether  of  large  or 
small  intestine,  has  as  yet  been  known  to  recover  under  treat- 
ment purely  medicinal.  Spontaneous  recovery,  in  the  numerous 
class  of  cases  of  strangulation  by  bands,  is  not  to  he  looked  for. 
In  the  case  of  intussusception,  where  wc  have  been  accustomed 
to  look  for  favourable  results  without  operation,  it  seems  to 
me  tliat  Treves  has  made  out  a  clear  case  against  expectant 
treatment.  Looked  at  from  the  ^de  of  causation,  or  actual 
pathological  condition,  there  Is  practically  no  expectation  of 
recovery.  Certainly  ninety-five  per  cent,  of  all  sucli  cases 
die. 

Here,  then,  the  indication  is  clear  enough — as  clear  as  the 
indication  to  tie  a  bleeding  carotid — operation.  In  the  sense 
of  avoiding  the  risk  of  death,  the  indication  is  more  definite 
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than  in  external  hernia;  for  in  hernia  there  is  a  chance  of 
recovery  by  gangrene.  In  the  sense  of  promoting  the  chances 
of  recovery,  ihc  indication  is  not  so  strong ;  for  more  cases  of 
external  herniotomy  must  always  recover,  than  of  internal. 
The  risks  are  increu»eil  in  the  same  jvay  by  wailing,  and  by 
handling  or  purgation — which  arc  almost  the  same  in  evil  effect, 
Tliere  is  but  one  treatment — release  of  the  strangulated  bowel 
from  the  strangulating  band. 

From  the  pathological  standpoint,  it  is  easy  enough  to  be 
definite;  but  not  so  from  the  diagnostic.  We  arc  too  seldom 
certain  of  the  diagnosis,  to  be  always  dogmatic  as  to  the 
treatment.  But  if  we  are  doubtful  whether  we  can  do  fptod 
by  operating,  wc  may  be  certain  there  are  many  ways  of  doing 
harm  by  administering  drugs.  There  never  yet  was  a  case  of 
true  intestinal  strangulation  in  which  purgatives  did  not  do 
harm;  and  not  one  out  of  ten  escapes  purgation.  Emetics 
may  do  good;  even  bleeding  may  not  do  harm;  but  certainly 
purgation  is  baneful.  1  say  nothing  about  manipulation  of  the 
abdomen  under  an  anesthetic.  The  cases  of  success  recorded 
oertainly  do  not  read  like  cases  of  acute  obstruction.  But 
manipulation  early  in  the  case  ought  to  be  less  harmful  than 
purgation.  • 

At  once,  or  within  a  few  hours,  we  ought  to  make  a  definite 
diagnosis.  If  wc  arc  convinced  that  it  is  acute  obstruction, 
then  operation  should  be  performed  at  once;  if  we  arc  con- 
vinced that  it  is  not,  another  treatment  equally  definite  ought 
to  be  pursued.  From  the  beginninff  a  definite  plan  of  treatment 
ought  to  be  laid  down,  and  this  plan  ought  to  be  adhered  to. 
Let  it  be  either  drags  or  operation,  and  never  that  fatal  com- 
promise— operation  when  drugs  fail. 

The  indications  for  operation  in  dironic  and  sub-acute  cases 
arc  by  no  means  fixed  and  definite.  Generally  speaking,  when, 
in  a  chronic  case,  wc  find  that  in  spite  of  careful  dieting  and 
treatment  the  attacks  of  obstriKtion  become  more  numerous 
and  more  severe,  and  finally  if  one  attack  sujKrvenes  which  is 
positively  insupcral^e  and  is  rapidly  killing  the  patient,  then 
operation  is  indicated.   But,  with  this,  some  conception  must  be 
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fotiued  as  to  the  nature  of  th«  operation,  and  the  probable 
ultimate  elTects  of  it.  Thus,  in  the  case  of  peritoneal  cancer 
obstructing  the  gut,  uncertainty  as  to  the  amount  of  bowel 
involved,  and  tlie  certainty  of  early  death  in  spite  of  operation, 
would  make  operation  scarcely  justifiable.  Cases  of  tecal 
accumulation  sometimes  recover  after  the  patient  is  apparently 
in  txirauii.  with  obstruction  lasting,  perhaps,  for  weeks;  and  in 
such  operation  is  rarely  indicated.  In  chronic  intussusception, 
the  question  of  operation  is  very  difficult  to  settle.  It  is  true 
that  cases  may  have  gone  on  for  weeks  without  the  formation 
of  strong  adiicsions,  rendering  reduction  impossible;  but  this 
chance  is  not  to  be  reckoned  upon.  If  the  invagination  cannot 
be  reduced,  and  the  bowel  involved  cannot  be  removed,  wc  have 
still  the  unsatisfactory  resources  of  making  an  artificial  anus 
above  the  intussusception,  or  of  forminj;  anastomosis  with 
another  piece  of  bowel  below  the  intussusception. 

In  many  cases  of  stricture  the  question  of  resection  of  the 
bowel  will  arise:  this  will  be  considered  later.  In  the  case  of 
foreign  bodies  in  the  bowel,  treatment  must  be  guided  by  the 
urgency  of  symptoms  pointing  to  obstruction,  or  to  ulceration 
and  inSammation,  and  the  proved  inefiicacy  of  other  means  of 
treatment. 

Some  discussion  has  taken  place  as  to  whether  it  is  advisable 
to  perform  laparotomy  (or  intestinal  obstruction  if  peritonitis  is 
present.  Such  a  discus&ion  is  of  an  arm-chair  nature — a  reason- 
ing away  from  the  facts.  Peritonitis  is  present  in  every  case  of 
true  intestinal  obstruction;  it  may  l>e  local  or  wide-spread,  and 
it  may  be  serous,  plastic,  or  purulent.  It  is  an  essential  con- 
comitant of  the  disease.  In  a  marked  case  of  intestinal  obstruc- 
tion, I  doubt  if  the  separate  diagnosis  of  peritonitis  is  ever 
possible.  In  any  case  its  presence  can  lie  no  contra-indication 
to  operation.  Oo  the  contrary,  if  other  circumstances  do  not 
forbid  it,  I  would  regard  peritonitis  as  a  positive  indication. 
It  would  be  just  as  valid  to  argue  against  the  performance 
of  herniotomy  because  there  was  fluid  in  the  hernial  sac,  as 
against  laparotomy  for  obstruction  because  there  was  fluid  in 
the  abdomen. 
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ISoriality  and  Apfrteiatm. — The  death-rate  of  laparotomy 
for  intestinal  obstruction  is  high,  probably  more  than  70  per 
cent.  Even  thus  the  operation  would  still  be  justifiable;  for 
nearly  every  case  which  recovers  may  be  reckoned  at>  taved 
front  death,  and  the  deaths  are  only  hastening  of  the  natural 
termination.  There  can  be  no  doubt  that  delay  is  the  chief 
cause  of  mortality.  We  know  how  successhil  early  herniotomy 
is:  surely,  in  the  (ace  of  recent  exploits  in  abdominal  surgery, 
early  taparotomy  for  intestinal  strangulation  ought  10  be  only 
a  little  less  successful.  Before  atHloininal  distension  has  come 
on,  before  the  bowel  has  become  inflamed,  and  before  the 
patient's  strength  is  exhausted,  I  have  00  hesitation  in  affirming 
that,  in  competent  hands,  laparotomy  for  intestinal  obstruction 
would  not  have  a  mortality  slwve  fifteen  per  cent. 


THB   OPBIIATIOK. 

The  details  of  the  operation  include  what  is  common  to 
all  cases  of  obfiliuctton,  and  what  is  special  to  each  variety. 
Some  of  the  special  proceedings  arc  comparatively  trivial; 
these  will  l>e  described  in  the  general  account :  others  are  of 
great  moment,  and  these  will  receive  separate  consideration. 

These  patients  are  rarely  promising  subjects  for  ansestbesta. 
The  surgeon  is  usually  called  in  late,  when  llie  patient's  heart  is 
vcr>'  weak,  and  his  stomach  and  intestines  are  full  of  fluid. 
Vomiting,  liable  to  occur  during  the  ana'sthctic,  is  full  of 
danger :  1  have  lost  one  patient  on  the  operating  table  from 
this  cause.  It  is  often  a  question  wliether  the  siomacfa 
should  not  be  hrsl  emptied  by  the  stomach-pump.  The  mere 
administration  of  an  anesthetic  is  often  followed  by  alarming 
s>-mptc»ms:  in  a  few  minutes,  though  the  operation  may  not  be 
severe  or  prolonged,  the  condition  of  the  patient  may  l>c  changed 
from  one  not  vcrj-  serious  to  one  positively  alarming.  This  fact 
has  so  strongly  impressed  me  that,  in  a  bad  case,  with  distended 
abdomen,  1  should  .-ilways  oi>eiate  without  general  anitsihesia; 
make  the  incisioo,  a  vcr)-  sliort  one,  after  a  local  injection  o( 
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cocaine ;  be  content  with  a  short  exploration,  and,  if  the  cause 
were  not  found,  make  an  aTtificial  anus.  The  oi>eration  may 
subsequently  be  completed  when  the  patient  is  out  of  danger. 
Hntcrotomy  with  local  anesthesia  is  a  very  simple  aOair; 
general  anaesthesia  with  an  exploratory  laparotomy  is  a  very 
serious  matter  in  an  exhausted  patient  whose  hollow  viscera 
are  distended  with  fluid  and  gas. 

In  this  ojwration  we  have  specially  to  bear  in  mind  that  the 
prime  object  in  surgery  is,  not  merely  to  perform  a  scientific  and 
technically  complete  operation,  but  to  save  our  patient's  life. 
An  operation  for  intestinal  obstruction  is  certainly  not  completed 
till  ihe  cause  has  l>een  removed ;  but  if  the  cause  can  be  removed 
only  after  a  prolonged  and  difficult  operation  at  the  expense  of 
the  life  of  tlie  patient,  then  I  maintain  it  is  better  to  temporise, 
save  the  patient's  life  by  enterotomy,  and  remove  the  constric- 
tion afterwards  when  the  patient  can  bear  it.  In  every  vtr)i  bad 
case  I  should  begin  by  putting  the  patient  out  of  immediate 
danger,  by  the  performance  of  enterotomy  without  general 
anxslliesia:  as  soon  as  he  can  bear  it  the  cause  of  strangu- 
lation may  be  sought  for,  and  the  operation  completed. 


The  Jiuiiion. — As  we  are  rarely  certain  of  the  site  of  obstruc- 
tion, we  must  adopt  a  form  of  incision  which  will  give  the 
greatest  range  and  freedom  for  exploration  and  operation.  This 
is  a  median  incision,  about  midway  between  umbilicus  and  pubes 
if  the  abdomen  is  much  distended,  and  nearer  to  the  umbilicus 
i(  there  is  little  distension.  This  incision  is  adopted  merely  for 
its  convenience  in  exploring ;  there  is  no  strong  anatomical 
reason  against  adopting  any  other  site. 

The  incision  is  made  long  enough  to  admit  two  fingers. 
When  the  sub-peritoneal  fat  is  reached  it  bulges  into  the 
wound,  being  pushed  outwards  by  the  distended  bowels.  Tail's 
plan  of  opening  the  peritoneum,  by  pulling  it  outwards  between 
pairs  of  catch  -  forceps  and  dividing  the  raised  fold  between 
them,  is  the  best.  If  the  membrane  is  thin,  I  prefer  to  pinch 
it  up  between  the  finger  and  thumb,  roll  it  about  to  see  that  no 
bowel  is  included,  and  make  a  small  opening  at  the  top  of  the  fold 


LAPAROTOMY  FOR  OBSTBVCTtON 

witli  t)te  scalpel.  The  opening  is  enlarged  by  scissors,  upwards 
snd  dowQwatdSi  to  the  extent  of  the  external  wound — that  is, 
to  about  two  inches.  Dlccding  will  have  been  checked  in  the 
oidinury  way.  If  afterwards  found  necessary,  the  incision  ouy 
be  prolonged. 


Finding  and  Rtlitving  Iht  ObstnclioH, — The  plan  usually  recom- 
mended is  as  fallows.  The  hand,  inserted  througit  the  wound 
(for  this  purpose  the  incision  must  be  longer  than  that  recom- 
mended], is  first  carried  to  the  carcum.  If  it  is  found  much 
distended,  we  may  expect  to  find  the  cause  lower  down  some- 
where in  the  colon.  The  hand  follows  the  course  of  the  ascend- 
ing, transverse,  and  dcKccnding  colon  to  the  sigmoid  flexure, 
seeking  the  cause  of  otistruction  on  the  way.  If  it  15  not  in 
the  colon,  we  seek  for  it  in  the  small  boweJ:  and  for  this 
purpose,  we  are  told  to  find  and  follow  up  the  collapsed  bowel 
below  lite  olntruclion.  Lastly,  the  region  of  the  umbilicus 
and  the  promontory  of  the  sacrum,  as  being  likely  spots,  are 
explored. 

Now,  these  are  excellent  directions,  from  the  patliologitt't 
point  of  view ;  and  they  would  be  easily  enough  carried  out  if 
the  bowels  were  not  distended,  and  the  abdominal  walls  not 
hard  and  tense.  To  explore  the  whole  length  of  the  colon 
through  tense  parictes  and  over  diluted  boweli  would  require 
that  the  arm  be  insetted  half  way  up  to  the  elbow — ^particuUrly 
if,  as  is  often  the  case,  the  transverse  colon  is  pushed  upwards 
under  the  diaphragm.  And  to  follow  up  individual  coils  of  the 
small  bowel  with  the  hand  is  no  more  easy :  if  it  is  possible  at 
all,  it  is  tedious  and  difficult  in  the  extreme.  The  finding  of 
collapsed  bowel  would  be  of  as»stance:  but,  as  often  as  Dot, 
there  is  no  part  of  the  bowel  collapsed ;  it  is  only  less  distended 
than  another  part.  The  passing  of  the  Imwcl  along  inch  by 
inch  will  certainly  expose  the  constriction,  but  it  wUl  probably 
kill  the  patient. 

I  believe  that  the  best  means  of  reacliing  -the  scat  of  con- 
striction will  be  by  inspection  of  (he  bowel  pre«enting  at  the 
wound.     There  is  a  high  probability,  wherever  the  cause  lie. 
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ihal  the  most  dilated  coils  will  rise  neaiest  to  the  surface ;  and, 
the  (^eater  amount  of  bowel  being  within  three  inches  of  tlie 
umbilicus,  there  is  a  further  ptobRbility  that  the  most  dilated 
coils  will  be  within  sighl.  Very  gently  they  may  be  moved  first 
on  one  side,  then  on  the  other,  as  well  as  upwards  and  down- 
wards. The  most  dilnted  portion,  which  will  be  also  the  most 
congested  or  not  far  off  it,  is  fixed  upon  and  followed  in  the 
direction  of  increasing  distension  and  congestion,  wherever  that 
may  lead.  It  will  certaiuly  lead  to  the  stricture.  The  whole 
manipulation  may  be  carried  out  with  two  fingers.  If,  now  that 
the  obstruction  and  the  nature  of  it  are  discovered,  it  seems 
accessary  to  prolong  the  incixion  to  relieve  it,  this  can  be  done 
in  the  direction  which  is  most  convenient. 

Should  this  method  not  succeed  (it  has  failed  only  once  in 
twelve  cases  on  which  1  have  operated),  I  sliould  then  recommend 
the  insertion  of  the  hand  to  explore.  Should  this  also  fail,  [ 
should  recommend  tliat  the  most  distended  portion  of  bowel  be 
permitted  to  extrude  under  a  large  flat  sponge,  wrung  out  of 
warm  antiseptic  lotion.  One  end  of  the  loop  will  extnide  less 
readily  than  the  other,  and  one  end  will  appear  to  become 
increa^ugly  congested ;  these  characters  are  sure  guides  to  the 
scat  of  obstruction.  When  the  bowel  begins  to  show  that  it  is 
fixed  inside  the  abdomen,  or  when  the  evidences  of  congestion 
are  striking,  the  Onger  insertetl  along  this  portion  of  bowel  will 
detect  the  origin  of  the  mischief. 

This  protrusion  of  bowels  has  a  purpose  other  than  the 
providing  of  more  space  for  discovering  and  treatmg  the  cause 
of  obstruction.  It  will  be  called  for  only  in  cases  of  great 
intestinal  distension ;  and  excessive  distension  I  believe  to  be  a 
condition  which  requires  relief  almost  as  urgently  as  actual 
strangulation.  This  distension  can  be  relieved  only  by  puncture 
or  incision  when  the  bowel  is  extruded. 

The  plan  of  permitting  bowels  to  protrude  has  been  very 
generally  and  very  heartily  condemned.  The  condemnation, 
however,  has  been  in  the  spirit  of  the  peritoneal  surgery  of  the 
last  generation,  rather  than  of  the  present.  In  the  face  of  the 
actual  practical  work  now  successfully  carried  out,  it  Is  idle  to 
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argue  that  cxlruston  of  the  bowels,  properly  maoa^d,  is  a 
source  of  serious  danger.  Less  damage  is  likely  to  be  inflicted 
on  bowels  by  a  soft  sponge  or  spoflge>cIolli  lightly  resting  on 
them,  than  by  a  rough  hand  pushing  them  about  under  great 
pressure  inside  the  abdomen.  Since  writing  the  above  for  the 
previous  edition,  I  am  glad  to  be  able  to  quote  a  good  many 
successful  practical  experiencen  in  favour  of  my  view,  at  the 
hands  of  other  surgeons.  The  chief  objection  to  protrusion  of 
bowel  is  the  supposed  difficulty  of  returning  it.  If  in  any  case 
it  is  proper  to  return  it,  it  is  not  very  difficult  to  do  so.  An 
assistant  hooks  a  finger  of  each  hand  under  the  ends  of  the 
incision,  and  pulls  the  parictes  forwards:  the  surgeon  spreads 
both  bands  over  the  sponge  which  covers  the  bowels,  and  by 
Meady  gentle  pressure  forces  their  contents  into  the  l)Owcl5 
inside  the  abdomen.  When  empty  and  collapsed,  the  extruded 
bowels  arc  readily  returned. 

But  it  is  not  always  proper  to  return  distended  intestine  into 
the  abdominal  cavity.  1  hold,  on  tlie  contrary,  that  no  opera- 
tion for  intestinal  obstruction  is  properly  completed  if  the  patient 
leaves  the  operating  table  with  a  greatly  distended  abdomen. 
Tlie  effects  of  distension  are  doubly  deleterious — on  the  system 
generally,  and  on  the  bowels  themselves.  That  dyspncea,  palpi- 
tattoo,  and  what  may  be  called  abdominal  shock,  follow  great 
distension  of  the  abdominal  cavity  is  well  enough  known.  That 
paralysis  may,  and  docs,  follow  over>ttistension  of  a  viscus  such 
as  intestine,  whose  contraction  depends  on  inorganic  muscle  in 
its  walls,  is  also  known.  But  it  is  not  generally  recognised  that 
the  mere  presence  of  an  excess  of  Buid  or  gas  in  the  intestine  is 
in  itself  an  efficient  cause  of  obstruction.  When  the  intestine, 
confined  by  mesentery  and  by  the  limits  of  the  abdominal  cavity, 
is  fully  distended,  it  does  not  form  gentle  cur\'es,  but  acute 
flexures ;  at  these  flexures  the  intestinal  walls  on  the  mesenteric 
side  encroach  on  the  lumen,  so  as  to  form  valves  which  obstruct 
Itie  passage  of  contents.  Even  when  the  intestines,  artificially 
distended  in  the  deadhouse,  arc  removed  from  the  cavity  with 
the  mesentery  attached,  and  laid  on  a  table,  they  do  not  empty 
themselves.    The  disappointing  results  of  simple  tapping  of  the 
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bowels  arc  thus  explained :  the  gut  is  emptied  down  to  the 
second  or  third  flexure,  and  no  further. 

Further  considerations  in  support  of  this  view  may  be  brought 
forward  in  the  practical  benefits  derived  from  Nilaton's  opera- 
tion of  enterotomy  and  Kussmaul's  treatment  by  artificial  eme&is. 
Many  cases  of  cure  by  enterotomy,  which  is  nothing  more  than 
drainage  of  intestinal  contents,  have  been  recorded.  And 
already  a  considerable  number  of  cures  by  drainage  through  the 
oesophageal  tube  (Kussmaul's  plan)  have  accumulated.*  The 
relief  that  vomiting  affords  is  evident  in  every  case  of  iDtestiDai 
obstruction ;  and  no  one,  experienced  in  abdominal  surgery,  can 
fait  to  have  observed  the  dangers  of  diBtension.  or  to  have 
appreciated  the  benelits  of  getting  rid  of  intestinal  fluids. 

I  would  therefore,  in  every  case  of  laparotomy  for  intestinal 
obstruction  with  distension,  consider  evacuation  of  the  intestinal 
contents  as  an  essential  part  of  the  proceeding. 

To  open  the  bowel,  it  is  best  to  make  an  incision  by  a  scalpel 
transversely  to  its  axis  at  the  point  most  distant  from  th« 
mesentery.  A  trocar  and  cannula,  Lirge  enough  to  permit  outflow 
with  suflicient  rapidity,  would  make  a  ragged,  bruised  wound,  not 
so  suitable  for  being  dealt  with  by  suture,  and  not  so  likely  to  heal 
kindly,  as  a  simple  incision.  The  bowel,  properly  protected,  is 
pulled  a  few  inches  away  from  the  wound,  and  held  over  a 
vessel  by  both  hands,  while  an  assistant  gently  kneads  the 
sides  of  the  abdomen  to  force  the  fluids  along  the  bowel  and  up 
to  the  opening.  The  fitat  flow  of  gas  and  lir]uid  rushes  out  with 
considerable  force,  and  a  notable  diminution  in  the  size  of  the 
abdomen  will  at  once  be  apparent :  artificial  pressure,  howe>-er, 
is  wanted  to  empty  the  rest  of  the  bowels.  Of  course,  the  bowel 
that  had  been  constricted  will  have  been  carefully  examined  to 
sec  that  there  is  no  chance  of  its  being  ruptured  in  the  manipu- 
lation.  But  the  operation  having,  on  the  whole,  an  effect  of 
relieving  the  bowels  of  tension,  need  not  be  regarded  as 
6tidaDgering  the  continuity  of  the  intestinal  walls.  When  the 
bowol  is  sufficiently  empty,  the  opening  is  carefully  dated  by 
a  continuous  catgut  or  silk  suture,  including  only  peritoneum 
'  See.  in  particular,  Rebo.  CtnlntU.  /.  Ctir..  July  2}rd.  tltS;. 
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muscle  and  sub-iiiuacuUr  fibrous  tissue,  in  the  ordinary  manner. 
la  three  coses  on  which  I  operated  in  this  way  I  used  a  douMe 
continuous  suture,  simply  repealing  the  piocess  with  the  same 
tliieud  in  the  opposite  direction.  Any  peritoneal  fluid  is  to  be 
mopped  out,  and  the  case  generally  treated  as  an  ordmary 
abdominal  section. 


Rimoval  ef  tkt  Cauu  »f  OhiirHctitm. — The  surgical  proceeding 
for  (he  relief  of  the  constn'ctton  varies  according  to  the  cause  of 
it.  In  most  cases  where  laparotomy  is  performed,  the  removal 
of  the  cause  will  consist  in  the  division  of  a  band,  the  enlarge- 
menl  of  an  opening  and  release  of  the  bowel,  the  untwisting  of  a 
volvulus,  or  the  drawing  out  of  an  intussusception,  [n  all  it 
may,  as  already  indicated,  be  advisable  to  incise  tlie  bowel  and 
draw  off  its  contents.  But  in  some  cases  it  may  be  necessary  to 
resect  a  piece  of  gangrenous  or  diseased  bowel— entcrcctomy. 
In  others  it  will  be  advisable  to  leave  an  intestinal  fistula — 
enterostomy  or  cnterolomy.  These,  and  other  allied  special 
proceedings,  will  receive  separate  consideration.  Here  wc  con- 
sider the  special  modes  of  proceeding  with  the  individual  forma 
of  constriction. 

In  KWt'u/tu.  — Tlie  unravelling  of  a  volvulus  of  the  small 
intestine,  especially  if  it  is  caused  by  the  intertwining  of  two 
coils,  must  frequently  be  a  matter  of  considerable  difficulty. 
Volvulus  of  the  sigmoid  flexure  is  still  more  difficult  to  deal 
with.  At  an  autopsy  which  1  performed  on  a  case  of  volvulus  of 
the  caecum,  I  could  not,  though  the  incision  extended  from 
sternum  to  pubcs,  undo  the  twist.  Mr.  Treves  has  had  a  similar 
experience  with  x'olvulus  of  the  sigmcnd  flexure  during;  the  life 
of  the  pnlicnl,  and  found  much  difliculty  in  righting  jnatten 
after  death.  In  another  case  on  which  1  operated,  1  was  able  to 
reduce  a  volvulus  of  the  caecum,  and,  with  the  aid  of  eaterotooiy, 
to  Kave  the  patient's  life.  The  rapid  distension  of  the  gut  in 
volvulus,  the  early  occurrence  of  peritonitis,  and  the  complica- 
tions which  frequently  accompany  the  condition,  sufficiently 
explain  the  difficulty  met  with  in  reducing  it. 

Such  cases  left  to  themselves  are  hopeless,  and  a  strong  effort 
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should  be  made  to  bring  success  to  the  operation.  As  soon  as  it 
is  evident  that  it  !s  impossible-  to  reduce  the  twist,  the  distended 
intestine,  pulled  out  through  the  incision,  ought  to  be  opened  at 
the  highest  part  of  the  curve,  and  emptied  of  its  contents,  .^fler 
th)»,  reduction  ou({ht  again  to  be  attempted.  If  it  succeeds,  the 
opening  in  the  bowel  may  be  suiiired  and  the  abdominal  wound 
closed.  If  it  does  not  succeed,  an  artificial  anus  must  be  made 
in  the  lirsl  convenient  piece  of  bowel  above  the  volvulus.  Re- 
section of  the  affected  gut  has  been  suggested;  but  such  a  pro- 
ceeding can  scarcely  be  contemplated  unless  the  volvulus  is 
small,  in  which  case  reduction  is  less  likely  to  fail. 

/«  StraHguiation  by  Batidi  and  through  Aperturts. — The  removal 
of  a  constriction  belonging  to  this  class  is  not  usually  a  difhcult 
proceeding.  .\  peritoneal  adhesion  may  be  readily  tied  in  two 
places  by  suitable  ligatures,  and  divided  between  them.  They 
ought  to  be  tied  as  close  as  possible  to  their  sites  of  attachment ; 
as,  if  they  are  left  long,  they  may  give  trouble  at  a  future  period. 
The  same  treatment  ought  to  be  applied  to  omental  cords :  they 
ought  to  be  tied  close  to  their  point  of  origin,  and  cut  off  short. 
If,  as  is  sometimes  the  case,  the  cord  is  very  thick,  it  may  he 
tied  by  transfixion  in  two  portions;  it  will  rarely  be  necessary  to 
tie  individual  vessels.  Sometimes  there  exists  a  second  band, 
causing  strangulation ;  a  good  few  cases  are  recorded  where 
death  was  caused  by  an  overlooked  strangulation. 

Id  dealing  with  a  Meckel's  diverticulum,  we  must  ascertain 
whether  wc  are  dealing  with  bowel,  or  the  still  pervious  rudi- 
ment thai  goes  to  the  umbilicus,  or  a  simple  inllammatory  band. 
The  band  is  treated  as  are  other  bands.  When  we  have  to  deal 
with  a  pervious  lube,  we  may.  according  to  its  size,  be  content 
with  mere  division  as  low  down  as  possible ;  or  we  may,  at  the 
end  next  the  bowel,  have  to  make  the  closure  as  carefully  as  we 
should  (or  any  other  opening  into  the  bowel.  Though  there  is  a 
remote  danger  in  leaving  a  diverticulum,  there  may  be  a  still 
greater  immediate  danger  in  removing  one  if  it  is  large ;  and  its 
removal  involves  the  making  of  an  opening  of  a  considerable 
size.  It  ought  to  be  removed  at  a  point  where  it  is  perceptibly 
diminished  in  size.    The  best  mode  of  closure  would  probably 
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be  by  pushing  inwards  the  mucous  membrane,  and  Ugaturin({ 
the  fibrous  coat  outside  it.  If  the  opening  appears  to  be  too 
large  to  be  treated  in  this  way,  it  may  be  closed  by  the  Lembort 
suture,  or  any  other  plan  most  affected.  In  a  case  on  which  I 
operated  with  pervious  diverticulum  about  as  thick  as  a  crow- 
(]uill,  [  was  content  with  simple  ligature  and  careful  disinfection 
of  the  mucous  membrane. 

If  the  appendix  is  the  cause  of  constriction,  we  should  try, 
by  division  of  the  adhesions,  to  liberate  the  constricted  bow^. 
If  this  be  impossible,  the  appendix  itself  must  l>e  cut  through, 
and  closed  by  suttiring  the  peritoneal  surfaces  after  having 
doubled  the  tube  inwards.  It  must  not  be  foi^otten  that  the 
mesentery  (so  called)  of  the  appendix  sometimes  contains  a 
goodly  sized  vessel. 

The  Fallopian  tube,  adherent,  as  a  cause  of  strangulation, 
may  be  treated  as  a  simple  band,  and  divided  as  such  with 
safety ;  though,  as  in  other  cases,  it  is  better  to  try  and  limit  the 
division  to  the  inflammatory  new  tissue. 

In  all  such  cases,  the  gut  wilt  be  carefully  examined  before 
the  abdomen  is  closed.  If  it  is  much  distended,  it  will  be  incised 
and  emptied  at  some  distance  from  the  site  of  constriction ;  if  it 
is  gangrenous  or  on  the  point  of  becoming  perforated,  this  part 
must  be  excised  io  a  manner  to  be  described. 

/m  Inttiauutptian. — In  most  cases  diagnosed  as  intussuscep- 
tion, a  full  trial  to  insufflation,  injection  of  fluids,  or  some  sucli 
means,  will  have  been  instituted,  before  abdominal  section  is 
thought  of.  It  seems,  from  Trcvcs*6  investigations,  that  spon- 
taneous cure  by  separation  of  the  gangrenous  intussusception  is 
a  very  rare  event  indeed ;  and  cure,  after  any  plan  not  operative. 
would  seem  to  take  place  with  far  less  frequency  than  is  popu* 
larly  sup|K>sed.  With  early  operation,  laparotomy  for  intus- 
susception, involving  as  it  does  oothing  more  than  merelj- 
pulling  out  the  inttissiisceplum,  ought  to  be  one  of  the  most 
suooessful  of  abdominal  operations :  when  postponed  till  adhe- 
sions have  formed,  and  a  large  amount  of  gut  has  bccotne 
invaginated.  it  may  be  impossible  to  reduce  it.  In  51  operations 
collected  by  Braun,  attempts  to  reduce  the  intussuscepted  gut 
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led  in  36,  anc]  failed  in  25 ;  and  16  of  these  36  cases  sub- 
sequently died.  Operation  should  not  be  delayed  beyond  the 
second  day.  At  an  autopsy,  it  will  be  usually  found  that  the 
bowel  will  give  way  before  the  inlussusceptum  is  pulled  out.  I 
have  failed  at  operation  to  reduce  a  very  large  intussusception 
of  three  days"  standing  in  a  child  a  year  old. 

For  reduction,  the  entering  bowel  ought  lu  he  grasped  as 
closely  as  possible  to  the  invagination,  and  the  other  fixed  point 
ought  to  be  the  bowel  just  beyond  the  end  of  the  intiis«usceptum ; 
pth  traction  is  associated  a  gentle  process  of  kneading.  To 
Itch  the  edge  of  the  intiissuscipiens  close  to  the  entrance, 
would  be  to  force  it  down  on  itself  and  cause  compression  of  the 
iatussusceptum.  and  thereby  increase  the  difficulty  of  reduction. 
The  reduced  bowel  must  be  scrutinised  most  carefully,  to  see 
lliat  there  is  no  laceration  or  gangrene. 

If  the  intussusception  cannot  be  reduced,  three  plans  are 
open :  firstly,  resection  of  the  whole  with  suturing  of  the  divided 
bowels;  secondly,  resection,  and  the  formation  of  an  artificial 
anus;  and  thirdly,  formation  of  an  artificial  amis,  without  re- 
section. A  fourth  plan  which  has  been  recommended  is  to  form 
an  artificial  anastomosis  between  two  portions  of  bowel  above 
and  below  the  intussusception.  The  first  can  be  done  only  where 
the  intussusception  is  comparatively  small,  not  involving  more 
than  three  or  four  feet  of  bowel ;  the  second,  usually  preferable 
to  the  first,  is  similarly  limited  in  application ;  the  third  may 
be  used,  as  a  last  chance,  where  neither  resection  nor  reduction 
is  possible.  In  an  infant  on  whom  1  operated,  where  quite  half 
of  the  small  bowel  lay  inside  the  colon  and  could  be  felt  through 
the  anus,  resection  was,  of  course,  out  of  the  question.  I  made  an 
artificial  anus  above,  and  fixed  the  bowel  witl)  catch- forceps,  so 
that  more  might  not  be  dragged  into  the  wound.  A  better  plan 
would  perhaps  have  been  to  divide  the  gut,  close  the  lower  part, 
and  leave  it  to  its  fate  with  the  intussusception,  while  the  upper 
end  was  taken  out  of  the  wound  as  an  artificial  anus.  Such  a 
proceeding,  of  course,  would  be  advisable  only  if  the  inv.igina- 
tion  were  low  down.  The  prognosis  after  such  proceedings  must 
always  be  bad :  all  the  greater  necessity  for  early  operation. 

29 
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Prof.  Brsun  of  Jena*  has  classified  63  cases  of  operation  for 
invagination.  For  di&invagination  the  operation  was  performed 
51  times:  of  these,  11  were  cured  and  40  died;  30  were  children, 
31  were  adidts.  Of  10  cases  in  which  cntrrcctomy  was  per- 
formed, all  died.  After  di  sin  vagi  nation  failed,  resection  was 
pecEormed  is  times  without  a  single  success ;  enterotomy  9 
tines,  also  without  a  success.  Disinvagination  alone,  therefore, 
would  seem  to  offer  hopes  of  success;  and  this  mutt  be  attempted 
very  early. 

Intussusception  of  the  rectum  may  be  treated  locally  without 
the  performance  of  abdominal  section.  Barker  t  has  resected 
an  adenoid  epithelioma  of  the  rectum  succeufully,  nftcr  stitching 
the  divided  walls  of  the  gut  together.  Vcmeuil  and  Hulcn- 
kamph  ;  had  previously  done  the  same  opetatioo. 

/n  Foreign  Bcdut.-^lt  may  be  possible  to  pass  these  along 
when  the  abdomen  is  opened,  so  that  opening  of  the  gut  may  be 
uonccessarj'.  If  this  cannot  be  done,  the  bowel  must  be  opened, 
and  the  substance  extracted.  If  the  gut  overlying  the  substance 
seems  to  be  but  slightly  inflamed,  it  may  be  opened  Immediately 
over  it,  and  the  material  extracted  with  case.  If  the  bowel  is 
inflamed,  as  will  usually  be  the  case,  it  will  ba  wise  to  make  the 
opening  a  little  at>ove  the  site  of  the  obstruction,  in  the  dilated 
and  healthy  intestine.  The  opening  must  be  of  sufficient  dimco- 
sions  to  permit  of  the  extraction  of  the  foreign  body  without 
causing  laceration.  By  preference  the  line  of  incision  would  lie 
ID  the  long  axis  of  the  Iwwel,  at  its  free  margin.  If  the  l>ody 
cannot  easily  be  pushed  up  to  the  oi>cni[tg,  the  opening  may  be 
puslietl  down  to  (he  body.  It  may  be  of  advantage  to  crush  or 
compress  the  body  before  attempting  to  extract  it.  The  inlea* 
tinal  contents  may  or  may  not,  according  as  seems  most  con* 
venient,  b«  permitted  to  escape  l>efore  removing  l)ie  cause  of 
obstruction.  During  the  manipulations,  scntpulous  care  will  be 
observed  to  prevent  the  escape  of  fzces  into  the  abdouetL  [f  the 
bowel  is  teiiouslydamagedhy  inflammation  or  ulceration,or  looks 
gangrenous,  the  adWsabitily  of  resection  must  be  contemplated. 

■  AftiiQ./.  Kb:  Ctir.,  Bi.  tuiii.  HCt.  1.        t  Unat.  May  ^Ih.  1S&7. 
I  tntm*!.  jMrt  MU.  St..  Oct.,  iS^?,  pL  519. 


Enterotomy. 

The  Dame  Enterotomy  is  given  to  the  operation  of  making, 
by  peritoneal  section,  an  opening  in  the  bowel  through  which 
its  contents  may  be  discharged.  The  best  name  for  this  is 
obviously  Enterostomy,  but  usage  has  justiiied  the  u.se  of  the 
former  term. 

Enterotomy,  first  performed  on  a  patient  of  Trousseau's  by 
N£laton,  and  often  known  as  NiSlaton's  operation,  is  most  pro- 
perly regarded  as  an  inevitable  and  undesirable  substitute  for 
other  and  better  proceedings.  \£laton  advocated  it  as  a  plan 
of  treating  cases  of  intestinal  obstruction  which  had  lasted  over 
six  or  eight  days,  in  which  there  was  great  abdominal  disten- 
sion, and  where  there  was  fsecuient  vomiting.  Other  surgeons 
have  performed  the  operation  on  NClaton's  principles,  and  with 
a  gratifying  measure  of  success — so  far,  at  least,  as  immediate 
results  are  concerned.  As  it  does  not  attack  tlie  cauie  of  the 
illness,  and  is,  consequently,  rarely  other  than  palliative,  it 
ought  never  to  be  instituted,  except  in  cases  where  other  and 
more  complete  measures  are  unavailable.  It  should  never  be 
undertaken  unless  there  is  fairly  conclusive  evidence  that  the 
obstruction  is  either  low  down  in  the  small  bowel,  or  in  some 
part  of  the  large  bowel  that  is  beyond  the  reach  of  cololomy. 

The  operation  is  a  very  simple  one.  Entrance  is  effected  in 
the  right  iliac  or  inguinal  region,  parallel  to  and  a  little  above 
Poupart's  ligament,  between  the  anterior  iliac  spine  and  the 
epigastric  artery.  The  incision  need  not  be  a  long  one;  one 
and  a  half  to  two  or  three  inches,  according  to  the  thickness  of 
the  abdominal  walls,  being  sufficient.  The  nearest  distended 
piece  of  bowel,  usually  some  portion  of  the  lower  part  of  the 
ileum,  is  drawn  into  (he  wound,  and  fixed  there  by  sutures.  If 
ihc  case  is  not  urgent  the  bowel  need  not  be  opened  at  once, 
but  left  there  for  two  or  three  days  till  adhesions  have  formed. 
It  must  not  be  forgotten  that  if  fnccs  escape,  they  run  into  tlie 
peritoneal  cavity ;  and  seeing  that  delay  in  opening,  even  for  a 
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few  hours,  might  secure  the  formation  of  plastic  lymph  sufS- 
cient  to  close  the  opcoing,  wherever  it  is  possible  such  dday 
may  advantageously  be  observed.  If  it  is  decided  not  to  open 
the  bowel  at  once,  mere  tixation  by  a.  couple  of  hsrcllp  pins,  or 
by  two  silk  or  silver  sutuTCS,  passing  through  the  fibrous  coats 
only,  will  be  all  that  is  required.  Some  recommend  simply 
leaving  the  bowel  in  the  wound,  in  the  certainty  that  adbeuons 
will  soon  take  place  without  the  insertion  of  any  sutures.  If  it 
is  decided  to  open  the  bowel  at  the  time,  wc  must  secure  vcr)' 
accurate  co-aptation  between  the  intcstiosl  walls  and  the  edges 
of  the  wound  before  making  the  opening.  Here  there  is  more 
al>dominal  movement  than  in  colotomy,  and  the  opening  is  into 
the  peritoneal  cavity,  so  that  the  danger  of  fascal  escape  is 
greater.  Two  silver  sutures,  not  thin  enough  to  cut,  arc  usually 
recommended  as  the  main  support ;  but  two  or  four  additional 
silk  sutures  should  be  inserted.  It  matters  little  how  the 
apposition  is  obtained,  provided  it  be  accurate  and  abiding. 
On  two  occasions  I  got  perfect  uoioo  from  the  apphcation  of 
a  continuous  suture  including  skin,  peritoneum,  and  outer 
coals  of  bowel.  When  sutured  satisfactorily,  the  intestine 
is  incised  by  a  tenotomy  knife,  a  very  small  opening  being 
made. 

In  a  few  days  the  abdominal  wound  wilt  probably  have 
healed,  and  a  fscal  fistula  will  have  formed.  It  will  depend 
upon  the  nature  of  the  case  whether  we  seek  later  on  to  cure 
this  artificial  anus.  In  cases  of  unremovable  cancer,  for  which 
chic6y  this  proceeding  is  indicated,  any  further  operation  would 
not  be  contemplated.  In  cases  of  fxcal  accumulation  where 
enlerotomy  had  been  performed,  the  question  of  closure  of  the 
fistula  would  arise  as  soon  as  the  tendency  to  accumulation  had 
passed  off.  In  some  few  cases,  where  cnterotomy  was  per- 
formed to  relieve  tlte  patient  of  very  urgent  symptoms  wlien 
dia^nons  was  wroog  or  more  iwrfcct  treatment  was  impossible, 
the  subsidcsce  of  acute  intestinal  troubles  and  fuithcr  infor- 
mation as  to  the  cause  of  the  disease  might  make  us  contem- 
plate closure  of  the  fistula.  In  most  cases,  however,  it  will 
remain  as  an  artificial  anus,  prolonging  life  and  relieving  suffer- 
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ing,  hut  not  curing  the  disease.  Dr.  Malins"  has  twice  per- 
formed laparo-cnteroiomy  for  obstruction  by  adhesions  in  the 
pelvis  which  he  cotiid  not  completely  divide;  and  in  each  case 
the  patient  recovered,  with  a  facal  fistula. 

When  the  first  incision  has  been  made  in  the  middle  linet 
and,  after  exploration,  the  cause  of  obstruction  cannot  be  found 
or  cannot  be  overcome,  enlerolomy  m.iy  be  performed  at  this 
situation.  In  fact,  as  a  last  resource  after  failure  of  other 
methods,  enterotomy  will  most  frequently  fall  to  be  performed 
in  the  middle  line.  In  this  case  accurate  suturing  by  a  con- 
tinuous suture  to  the  skin,  and  immediate  opening  of  the  bowel, 
will  be  carried  out.  If  the  parietea  are  not  very  thick,  the 
parietal  peritoneum  may  be  pulled  outwards  and  fixed  to  the 
wound-margins.  The  continuous  suture  is  placed  in  two  por- 
tions, and  their  extremities  tied  together  after  being  stitched 
into  the  parietal  wound.  In  a  successful  case  of  enterotomy,  I 
thought  the  insertion  of  a  piece  of  drainage  tubing  into  the 
t^oing  in  the  bowel  maintained  accurate  coaptation  of  the 
uniting  surfaces,  and  helped  to  prevent  contamination  by 
&eces. 

For  the  treatment  of  very  bad  cases  of  intestinal  obstruction 
of  long  standing,  1  have  urged  the  adoption  of  enterotomy 
performed  under  local  ana^thesia  by  subcutaneous  injection 
of  cocaine  at  the  site  of  incision.  In  this  sense  the  operation 
is  merely  temporary  or  preliminary,  intended  to  ward  off  death 
where  the  full  operation  to  relieve  the  cause  of  obstruction  could 
not  be  borne,  and  to  permit  the  patient  to  recover  strength 
sufficiently  to  bear  the  major  operation. 

•  BrH.  Ili4.  Jcun..  Feb.  i88j,  p.  s8l. 
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Dy  colotomy  is  meant  the  establishment  of  a  fistula  in  the 
colon,  ascending  or  descending,  by  an  opening  in  that  part  of 
the  bowel  which  is  uncovered  by  peritoneum  and  lies  in  contact 
with  the  parietes. 

Hu/iwv.-^-Colotoniy  was  first  proposed  by  Littii,  in  1710.* 
His  proceeding  was,  to  open  the  sigmoid  flexure  of  the  cobn 
by  incision  through  the  abdominal  walls  in  the  left  inguinal 
region.  It  was  suggested  for  imperforate  anus  in  children.  It 
19  not  probable  ihat  Litlr£  ever  actually  performed  the  opera- 
tion ;  and  his  suggestion  was  forgotten  till  1776,  when  Pillor£  of 
Rouen  operated,  but  by  a  different  method.  He  opened  the 
ciECum  by  a  parietal  incision  made  in  the  right  inguinal  region. 
Twenty  years  later  CalHsen  suggested  an  operation  whereby  the 
colon  might  be  opened  without  entering  the  peritoneal  cavity. 
He  sought  to  expose  llje  bowel  where  it  was  not  covered  by 
peritoneum  by  a  vertical  incision  in  the  left  lumbar  region.  He 
failed  to  do  this  on  the  dead  subject,  and  he  never  attempted  it 
on  the  living.  Fine  of  Geneva,  in  1797,  made  an  opening  io 
the  transverse  colon  through  an  incision  in  the  region  of  the 
umbilicus.  Amussat,  driven  to  think  of  it  while  he  was  attend- 
ing the  famous  Broussais  for  cancer  of  the  rectum,  actually 
perioTmcd  the  tetro-peritoncal  operation.  He  operated  00  the 
right  side  by  a  transverse  incision.  In  the  two  following  years 
he  operated  six  timcK,  with  five  successes.  In  1^42  Ashmead  of 
Pbiladdphia,4  not  aware  of  Calliscn*s  proposal,  performed  a 
retro- peritoneal  lumbar  colotomy  by  a  vertical  incisioa  on  the 
left  side. 

The  operation,  as  tisualty  performed  now,  is  a  combination 
of  the  methods  of  Callisen  and  Amussat.  Like  CaUisen's,  it  is 
done  on  the  left  side;  and,  like  Amussat's,  it  is  carried  out 

•  3tem.  Aiad.  Se.  Pjrit.  vrf.  «.  p.  36. 
t  Tr*m.  Coll.  Pkyt..  Pkat.  voL  U  p.  m^  1B4). 
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through  aa  incision  which  is  ciihcr  transverse  or  obliquely 
transverse.  The  oblique  incision,  first  recommended  by 
Bryant,*  is  that  now  adopted  hy  most  surgeons. 


CONDITIONS   INOICATING   OPBRATtON. 

Colotomy  may  be  performed  for  any  condition  which 
obstructs  the  passage  of  fxces  along  the  colon,  or  under  any 
circumstances  in  which  it  is  advisable  to  place  that  bowel  at 
rest.  Obslniclion  may  be  produced  by  various  causes ;  such  as, 
cancer  of  the  rectum  or  sigmoid  flexure  or  any  other  part  of 
the  colon;  tumours  of  the  peritoneum  or  any  abdominal  organ, 
pressing  on  the  bowd ;  volvulus  of  the  sigmoid  flexure  or  of  the 
caecum  and  ascending  colon ;  and  fscal  accumulations  and 
collections  of  foreign  matter  which  cannot  be  disturbed  by  other 
means.  It  may  be  called  for  in  cases  of  incurable  ulceration  of 
the  bowel,  however  induced,  when  we  have  reason  to  believe 
that  irritation  of  forces  and  unrest  of  the  intestinal  walls  con- 
tribute to  the  continuance  of  the  disease;  and  in  cases  of 
extreme  dilatation,  with  »tony  of  the  colon,  giving  rise  to 
frequent  attacks  of  obstruction. 

The  operation  may  be  considered  from  three  points  of  view : 
(i)  as  a  curative  measure,  {2)  as  a  measure  intended  to  ward  off 
for  a  time  impending  death,  (3)  as  a  proceeding  intended,  in  the 
absence  of  immediate  danger  to  life,  to  add  to  the  comfort  of 
the  patient  and  prolong  his  existence. 

As  a  curative  vumure,  colotomy  may  be  performed  in  cases 
of  ulceration  of  the  rectum,  simple  or  sjiectlic,  when  all  other 
measures  have  failed ;  in  excessive  distension,  with  atony  of  the 
colon;  in  volvulus  of  the  sigmoid  flexure,  and  in  rectovesical 
fistula. 

In  ulceration  of  the  rectum,  the  condition  may  be  kept  up 
or  aggravated  by  the  irritation  of  passing  f;eces  and  by  the 
spasmodic  contractions  of  the  hypcrxsthclic  bowel.  By 
making  an  artificial  anus  above  the  ulcerated  part,  the  bowel 
is  set  at  rest,  and  the  fxces  do  not  come  into  contact  with 
*  rrani.  Mid  -Chir.  Sac.,  vol-  jlxxv,,  p,  99. 
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the  ulcerated  mucous  membrane.  In  most  cas«s  it  will  be 
sufiictcnt  to  operate  on  the  left  side;  but  if  we  suspect  that 
tbe  ulceration  extends  higher  up  than  the  sigmoid  flexure,  it 
will  be  better  to  operate  on  the  right  side. 

In  cases  of  excessive  distension  of  the  colon  with  atony  of 
its  walls,  where,  in  spite  of  strong  purgation  and  the  admin- 
istration of  enemas,  fsces  accumulate  and  symptoms  of 
obstruction  frequently  appear,  right  colotomy  is  indicated.  By 
giving  an  exit  to  the  fxces  at  the  commencement  of  the  colon, 
the  bowel  is  kept  empty,  and  has  an  opportunity  of  contracting 
and  Training  its  tone.  From  being  a  flaccid  tube  with  no 
power  of  spontaneous  contraction  and  an  almost  unlimited 
capacity  for  distension,  it  will,  in  the  course  of  a  few  weeks' 
rest  and  freedom  from  distension,  regain  its  functions  as  a 
contractile  viscus  of  limited  calibre. 

For  volvulus  of  the  sigmoid  flexure,  Bryant  recommends 
colotomy  as  a  remedial  measure.  There  is  much  to  be  said  in 
favour  of  the  proceeding  for  this  condition.  As  compared  with 
laparotomy,  it  is  not  theoretically  so  perfect;  but  we  have 
already  seen  that  laparotomy  in  volvulus  is  not  likely  to  be 
practically  successful  in  every  sense,  and  that  it  will  probably 
result  in  the  formation  of  artificial  anus.  Wliatever  advantages 
accrue  from  the  retro-peritoneal  operation  are  in  favour  of 
colotomy:  these  arc,  probably  less  severity  in  the  operation 
itaelf;  avoidance  of  the  risk  of  escape  of  faeces  into  tho 
abdomen,  which,  with  the  enormous  collections  that  are 
usually  found  in  lliese  cases,  must  be  considerable;  and 
greater  facility  in  operating.  But  each  case  must  be  decided 
on  its  merits. 

In  cases  of  recto-vesical  fistula  which  have  lasted  (or  some 
time,  colotomy  gives  the  only  chance  of  cure  short  of  resection. 
The  firccs  passing  through  the  opening  in  the  colon,  no  longer 
traverse  the  fistula,  the  rectum  collapses,  and  the  fistula  span- 
taneously  closes.  Tlie  presence  of  sevtrt  cystitis,  the  frequency 
with  which  attacks  of  retention  of  urine  appear,  the  condition 
of  the  patient,  and  various  other  circumstances,  will  in  each 
case  promote  or  restrain  tlie  advisability  of  operation. 
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As  a  measure  intendtd  to  ward  off  immitunt  death,  colotomy  Is 
called  for  in  all  cases  of  obstruction  in  the  colon,  from  whatever 
cause  arising.  The  great  majority  of  such  cases  arc  examples 
of  cancer  of  the  rectum.  The  condition  of  the  patient  roust  in 
every  case  settle  the  justifiability  of  the  operation.  If  the 
patient  is  evidently  so  near  death  from  the  disease  that  relief 
of  the  obstruction  can  prolong  life  only  for  a  week  or  two  at 
most,  it  will  be  wise  to  let  nature  have  its  way.  The  choice 
between  a  death  from  obstruction,  and  a  death  from  exhaustion 
interrupted  by  the  horrors  of  a  serious  operation,  is  a  choice  of 
ervils  nearly  equal.  Hut  if  the  obstruction  comes  on  in  the 
earlier  stages  of  the  disease,  when  the  patient  is  not  greatly 
weakened,  and  when  a  successful  result  to  the  operation  means 
not  only  escape  of  death  from  obstruction  but  prolongation  of 
lifie,  with  increase  of  comfort,  then  the  operation  is  clearly 
indicated. 

The  indications  in  other  forms  of  obstruction  from  growths 
which  are  not  removable— either  in  the  gut  itself,  or  invading  or 
pressing  upon  it  from  tlie  outside — are  similar  to  those  for 
cancer  of  the  rectum. 

It  has  been  said  that  an  operation  which  is  not  intended  to 
cure  the  disease,  and  which  places  the  patient  in  a  condition 
which  "must  inevitably  render  him  an  object  of  disgust  to 
himself  and  of  loathing  to  everjone  around,"  ought  never  to  be 
performed.  The  inevitable  result  of  the  operation  need  not  be 
revolting;  properly  managed,  it  need  cause  little  more  than 
discomfort,  t  have  operated  on  a  lady  for  cancer  of  the  rec- 
tum, who  was  able  for  months,  not  only  to  dine  at  table,  but 
to  attend  dinner  parties.  And  even  if  the  result  were  revolting, 
atid  the  patients'  suifeiings  were  such  that  they  would  wish 
to  die,  it  is  still  our  duty,  according  to  the  highest  ethics, 
to  do  all  that  we  can  to  encourage  them  and  to  help  them  to 
live. 

As  an  Amelkratm  ProcteJing  in  castt  of  MaligHont  Distau 
where  there  are  no  symptoms  of  obstruction,  and  where  it  is 
intended  to  give  relief  to  the  patient  from  llie  irritation  pro- 
duced by  the  passage  of  ixces  over  the  growth,  and  to  remove 
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trom  the  growth  itself  this  source  of  harm,  colotomy  is  more 
c^en  to  discussion.  The  progress  of  cases  for  which  the  oper- 
ation, under  these  conditions,  has  been  performed  is  notoriously 
uncertain.  1  have  operated  on  a  case  in  which  there  were 
no  ugns  of  obstruction,  and  in  whom  a  likelihood  of  pro- 
longed life,  with  increased  comfoa,  was  predicted :  the  patient 
died  suddenly,  of  hemorrhage  from  the  growth.  In  another, 
weaker  constitutionally,  and  with  a  much  larger  growth, 
life  was  prolonged  for  more  than  a  year,  and  the  patient 
died  of  extension  of  the  growth  to  the  peritoneum.  Cases, 
again,  arc  recorded  where  decided  improvement  sets  to, 
and  continues  for  some  time,  where  no  operation  has  been 
performed. 

Statistics  give  us  no  help  in  forming  an  estimate  of  the 
duration  of  life  in  such  cases,  with  and  without  operation. 
1  think  it  is  doubtful  if  surgeons  as  a  rule  follow  the  out- 
spoken advice  of  Bryant,  to  operate  as  soon  as  malignant 
disease  is  discovered;  and  much  might  be  said  in  support 
of  their  practice  —  at  all  events,  it  cannot  unreservedly  be 
condemned.  The  patient  ought  to  have  an  opportunity  of 
deciding:  in  my  experience,  the  decision  is  usually  againtt 
operation. 

For  Imf^tforalt  Ania,  the  operation  holds  a  special  position. 
It  is  intended  to  ward  off  death,  but  it  may  or  may  not  be 
regarded  as  a  cure  for  the  disease.  In  many  cases,  it  is  the 
first  step  in  the  process  of  cure.  In  every  infant  born  with 
imperforate  anus,  an  operation  of  a  local  nature  is  first 
attempted ;  if  this  fails,  colotomy  by  some  method  is  per- 
formed, to  ward  off  death:  later  on,  an  attempt  may  be  nude 
to  get  the  bowel  to  discharge  through  the  anus. 


Mortaiiiy,  Aff-rKuitim.  Choiu  of  MtthoJ, — The  most  com- 
picte  and  elaborate  statistics  on  colotomy  which  have  as  yet 
l>een  published  arc  those  collected  by  Dr.  W.  R.  Batt.*  He 
records  J51  operations;   of  these,  215  (62  per  cent.)  recovered, 

*  Amtt.  7<wn.  UiJ.  St..  Oct..  1S34. 
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and  132  (38  per  ceot.)  died, — 4  having  unknovrn  lesult.    Tbe 
morulity  after  the  various  methods  was: 

Opemions.  Rtcovored.  Died.     Unknown. 

After  Amussat's  method    344        165  (68  "/J  77  (31.6%)      a 

„    Littrfs  „  62         38  (47  7o}  43  (53-' 7,)      i 

„    Calliscn's       „  10  a  7  i 

In  Lioca  Alba     44  —  — 

These    results   tally  in  a    remarkable  manner  with  those 

found  in  another  notable  collection  by  Van  Erckclens,"     He 

brought  forward   262  cases  of  colotomy,  with  iji  recoveries 

and  109  deaths. 

Operations.        Recovered.  Died. 

Amussat's  method    ...         165  loa  {63  7J        63  (38  7J 

Li»r6-s  84  45(53  7.)        39  (46-4  7J 

If  these  statistics  can  be  taken  as  tnistworthy,  they  would 
seem  to  indicate  an  improvement  in  the  mortality  of  something 
like  ten  per  cent,  in  the  five  years  preceding  1884. 

Many  facts  of  interest  and  importance  which  cannot  be 
referred  to  here  are  worked  out  in  Dr.  Batt's  paper.  The 
mortahty  after  all  operations  for  malignant  disease  was  found 
to  be  a  hltle  over  30  per  cent.  Amussat's  method  gave  a 
mortality  of  just  over  25  percent.;  Littri's  gave  45  percent. 
If  it  is  proper  to  reason  from  the  results  of  these  old  operations, 
there  is  therefore  a  so  per  cent,  probability  of  success  in 
favour  of  retro- peritoneal  colotomy.  Of  52  operations  for 
imperforate  anus,  more  than  half  died;  and  the  chance  of 
recover)-  is  about  equiJIy  balanced  between  the  two  methods. 
Of  ao  operations  for  fistula,  all  recovered  save  two.  Of 
40  operations  for  obstruction,  one  half  died;  the  best  results 
bting  got  from  Amussat's  operation.  Of  73  for  stricture,  43 
per  cent,  died,  also  with  belter  results  by  Amussat's  method. 

Of  those  cases  which  recovered  from  operations  formalignant 
disease,  12  died  within  6  months,  tj  died  between  the  &lh  and  lath 
month :  10  died  between  the  ist  and  2nd  year :  8  died  between 
the  2nd  and  3rd  years,  and  1  died  at  the  end  of  4)  years. 

*  LAngenboch't  Artiiv..  1S79.  p.  ^l, 
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It  will  thus  be  seen  that,  under  every  circumstance,  fa\-our- 
nble  or  otherwise,  colotomy  is  not  a  very  deadly  operation, 
Merc  statistics  cannot,  however,  give  a  just  estimate  of  the 
moTtality.  Many  operations  arc  performed  when  the  patient 
is  iif  txtrimis;  and  in  these  the  result  is  tabulated  as  failure, 
e\'en  if  the  patient  lives  for  ten  days  or  a  fortDiglit  in  com* 
parative  comfort.  To  class  such  cases  with  others  in  which 
the  operation  is  performed  while  the  patient  is  in  fair  condition, 
adds  to  the  mortality  of  the  operation  unjustly.  The  conditions 
under  which  the  operation  is  performed  are  so  varied,  and 
even  divergent,  that  the  comparison  of  figures  is  of  little 
value,  except  as  affording  means  of  comparison  between 
different  operations. 

The  figures  show  distinctly  a  preponderating  bias  in  favour 
of  Amussat's  method^— or  rather,  the  modem  modification  which 
goes  by  iiis  name.  Amussat's  method,  as  now  understood,  is 
retro -peritoneal  colotomy  performed  on  the  left  side  by  an 
obhque  inciuon  between  the  ribs  and  the  crest  of  the  ilium. 
It  is  the  combined  proceeding  of  Amussal,  Calliscn,  and 
Bryant.  When  the  choice  is  given,  this  method,  as  affording 
the  best  chances  of  success,  ought  always  to  be  selected. 

For    imperforate    anus.   Littr£'s  method,  of  dividing   the 
parieles  in  the  left  inguinal  region  and  entering  the  peritoneum, 
has  much  in  its  favour.     With  imperforate  anus  are  frequently 
found  other  malformations  of  the  colon  which  would  renderJ 
colotomy  impossible  by  the  retro-peritoneal  method.     Indeed*' 
to  render  the  chances  of  success  in  completing  colotomy  most 
certain,  it  is  doubtful  whether  the  median  inciaon  would  not  be 
best  of  all.    The  distended  bowel  can  be  brought  to  the  middle  i 
line  either  from  (he  right  or  the  left  side:   if  the  descending 
colon  exists,  it  may  be  o[>cned;   if  it  does  not  exist,  the  as- 
cending colon  may  be  opened ;  and  if,  as  sometimes  happens,  the 
distended  rectum  is  median  in  position,  the  advantages  of  the 
median  incision  will  be  most  conspicuous.     Frequently  the  situ- 
ation of  the  bowel  may  be  located  by  percussion  and  palpation. 

As  the  names  given  to  the  operation,  following  the  proper, 
names  of  individual  surgeons,  tiave  already  lost  their  signlfi- 


THE  OPBRATlOtl. 


449 


cance  and  have  caused  a  good  deal  of  confusion,  it  xvill  be 
coDvcnicnt  to  speak  of  the  relro-pcritoncal  mctliod  as  Lumbar 
colotomy ;  and  of  the  methods  in  which  the  abdominal  cavity  is 
entered,  as  Lapsro-colotoniy. 


THE  OPERATION   OP   LUMBAR   COLOTOMV. 

By  Lumbar  Colotomy  is  meant  the  making  of  an  opening  in 
the  colon,  ascending  or  descending,  on  either  side  of  ihc  body, 
within  that  area  where  it  is  not  covered  by  peritoneum,  and 
where  it  is  attached  to  the  abdominal  walls  by  cellular  tissue. 
The  opening  is  made  through  an  incision  in  the  lumbar  region 
—  that  is.  In  ihe  space  bounded  by  the  last  rib  above,  and 
the  cre&t  of  the  ilium  below,  and  lying  within  lines  drawn 
vertically  between  the  middle  of  the  iliac  crest  and  Ihe  last 
ribs  in  front,  and  the  lumbar  group  of  muscles  behind. 
Dividing  the  space  vertically  is  the  edge  of  the  quadratus 
lurolwrum  and  Ihe  fascia  transversalis.  At  the  bottom  of  the 
space  lies  the  colon,  in  its  upper  part  overlapping  the  kidney; 
in  its  lower  part  lying  in  contact  with  the  abdominal  wall,  and 
attached  to  it  by  cellular  tintsuc.  (See  Fig.  54,  6  ^  is)  The 
area  of  contacl  varies  in  extent  with  the  amount  of  distension  of 
the  bowel.  In  full  distension  the  bowel  glides  under  the  peri- 
toneum, displacing  it  laterally,  so  thai  the  surface  in  contact 
with  the  parietea  is  broadened.  When  the  bowel  is  contracted, 
the  peritoneum  enfoUls  it  more  or  less  completely  according  to  the 
length  of  the  mesentery.  It  is  always  possible  to  separate  the 
collapsing  peritoneal  folds,  even  when  the  bowel  is  empty,  and  so 
reach  the  bowel  without  entering  the  peritoneal  cavity.  It  must  be 
noted  that,  according  to  Treves's  investigations,  there  is  more 
likelihood  of  a  mesentery  being  found  on  the  left  than  on  the 
right  side. 

The  best  practical  guide  to  the  site  of  the  bowel  is  that  fur- 
nished by  AUtngham,  as  a  result  of  numerous  dissections.  It 
will  be  found  directly  under  a  point  marked  on  the  skin  about 
half  an  inch  behind  the  middle  of  the  crest  of  the  ilium,  as 
measured  between  its  anterior  and   posterior  BpiDCS.     It  has 
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been  icconimeodcd  that  this  point  bemached  on  th«  skin  in  ink. 
But,  as  a  matter  of  fact,  when  the  muscles  have  b««n  divided 
the  forefinger  is  the  best  guide. 

The  oblique  incision  recommended  by  Bryant  is  the  best. 
Its  chief  advantage  is,  that  it  gives  more  room  for  its  lenjfth 
than  do  other  incisions.     Further  claims  in  its  favour  are,  that 


Fig.  54.     (Afttr  Bkavxi) 


t.  Umbilieut.    1.  RecQu  Muulc. 
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Muwlt.  »,  tnumil  Obllaue,  7.  Klshi  Eiiunal  ObUiuo  ».  AtMnliat  Colon,  »  Qudrinu 
Luntigcuiii.  t»  Vtatt  MiimI*i.  >>.  iDfeiioi  V<ni  C'Vl  i»  CvillaH  beliiwa  yilud  dh 
LdidIw  VbmIhw.  I).  eplnOBtnacauo(4ibI.uaib*(  VbmW*.  lb  Ldiuiiu a(  wd  Lmbw 
Vonbi*.  IS-  Pufftniling  Amu.  iS.  I^mw.  r7.  guAnuw  Lumbomh  la.  lTwni«i11rM 
CaioB.  »^  biHiwI  OMI4M.  w>  Inuraal  OMlqne.  ti.OaMuam.  n.  UiMsr.  ij. 
■t.  Titanvn*  Colon. 

it  necessitates  division  of  a  smaller  number  of  nerves  and  vessels] 
than  other  methods;  and  that  it  facilitates  coaptatioa  by  lying' 
■a  the  tine  of  a  natural  fold,  and  helps  to  prevent  prolapse  of 
the  bowel  by  lying  almost  transversely  to  its  axis.      In  thin 
patients,  and  pailicularly  in  women,  whose  iliac  crests  ate  more 
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prxuniocnt  than  in  men,  there  is  a  tendency  for  Che  upper  lip  of 
the  wound  to  fall  inwards,  while  the  lower  lip  protrudes.  This 
may  be  obviated  by  careful  apposition,  and  by  not  bringing  the 
line  of  the  incision  loo  close  to  the  ilium.  ' 

The  patient  is  laid  on  his  side,  or  almost  seniiprone,  and  a 
-hard  round  pillow  is  placed  under  the  oppouite  loin,  to  separate 
the  last  rib  from  the  ilium  as  much  as  possible,  and  make  the 
site  of  operation  prominent.  The  centre  is  at  the  point  indicated 
— a  little  behind  the  centre  of  the  crest  of  the  ihuni.  Its  length 
will  vary  according  as  the  patient  is  fat  or  thin.  Four  or  five 
inches  is  the  length  usually  recommended ;  but  this  is  the 
cxtrene.  In  a  thin  patient,  two  inches  ts  ample;  and  [  have 
found,  in  a  very  fat  woman,  three  inches  to  give  plenty  of  room. 
It  will  be  found  most  convenient  to  have  the  bulk  of  the  incision 
behind  the  point  marked  as  the  site  of  the  bowel.  The  incision 
Starts  about  an  inch  in  front  of  and  above  this  point,  and  passes 
obliquely  upwards  and  backwards  towards  the  angle  formed  by 
the  spine  and  the  last  ribi  for  a  distance  varying  according  to 
the  nature  of  the  case.  The  various  structures  arc  divided  by 
successive  strokes  of  the  knife  or  scissors,  forceps  being  placed 
on  the  bleeding- points.  The  parts  divided  after  the  skin  and 
stiperficial  fascia  are:  some  fibres  of  the  latissimus  dorsi,  the 
posterior  librcs  of  the  external  oblique,  the  internal  oblique,  and 
the  lumbar  fascia.  The  anterior  edge  of  the  quadratus  Inni- 
borum  will  then  appear  in  the  wound,  and  may  be  divided  or 
not,  as  seems  convenient.  The  fibres  of  the  transversalis  may 
often  be  separated  without  division.  When  the  transversalis 
fascia  has  been  divided,  the  fat  which  underlies  the  colon  will 
bulge  into  the  wound.  Each  of  these  layers  is  divided  to  the 
whole  extent  of  the  cutaneous  incision. 

The  sub-pcritoncal  adipose  tissue  is  usually  abundant,  even 
in  lean  subjects.  It  is  frequently  found  in  well-dctined  strata, 
separated  by  layers  of  fascia.  1  have  more  than  once  seen  these 
layers  mistaken  for  bowel,  and  treated  accordingly.  Indeed, 
when  in  doubt  as  to  a  fascial  fold  being  bowel  or  not,  it  is 
always  best  to  treat  it  as  if  it  were.  An  error  is  then  harmless. 
The  fat  is  teased  aside  by  the  fingers,  a  cutting  instrument  being 
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u*ed  as  spaiingly  as  possible,    tf  it  is  very  abundant  it  may  be 
removed,  lo  give  additional  space. 

Various  means  of  rt-cognising  the  bowel  have  been  described, 
such  as  its  immobility,  and  the  prcscn<:c  of  bands  on  its  surface. 
These  would  be  valuable  if  the  peritoneum  were  opened.  la 
feeling  for  the  bowel,  the  forefinger  and  thumb,  or  the  first  two 
fingers,  arc  inserted  into  the  wound,  separating  its  margins.  The 
bowel,  if  distended,  will  bulge  outwards,  and  may.be  readily 
seized.  If  it  is  empty,  it  is  sought  for  more  deeply  in  the  wound, 
keeping  well  backwards  and  separating  the  overlying  lissueSj 
widely.  If  tht  peritoneum  is  pushed  apart  by  the  two  fingers^f 
only  colon  can  be  grasped  between  its  layers.  The  existence  of 
hard  Effices  inside'thc  bowel  is  an  infallible  guide.  The  surgeon 
ought,  from  practice  on  the  dead  body,  to  be  familiar  with  the 
sensation  that  colon  gives  when  pinched  up  between  the  fingers 
through  a  lumlMr  incision;  and  this  sensation  is  more  trust- 
worthy than  any  other  guide,  or  any  combination  of  guides. 

In  a  very  few  cases  *  no  colon  has  been  (bund,  on  account  of 
the  existence  of  congenital  abnormality.  In  others,  the  small 
intestine  has  been  opened  by  mistake  for  the  colon.  We  have 
it  on  the  authority  of  Ball  I  of  Dublin  that  one  of  the  most 
experienced  of  living  colotomists  has  candidly  admitted  that  he 
opened  the  duodenum  on  the  right  side,  believing  it  to  be  the 
colon. 

If,  during  the  manipulations,  the  peritoneum  has  been  torn 
through,  it  must  be  closed  at  once.     This  may  be  done  by 
catching  the  edges  of  the  laceration  in  forceps,  pulling  it  into 
the  wound,  and  surrounding  it  with  a  ligature.    This  produces 
perfect  closure,  with  apposition  of  serous  surfaces.     I  have,  oqi 
one  occasion,  seen  this  done,  and  no  harm  result.     If  the  rent ' 
in  the  peritoneum  is  large,  the  bowels  may  prolapse  into  the 
wmmd.     After  re<lucing  the  bowels,  advantage  may  be  taken  ol 
the  presence  of  the  fingers  in  the  cavity  lo  search  for  the  colon ' 
and  make  it  bulge  into  the  wound.    A  forceps  may  then  be 
placed  on  its  wall  as  a  guide,  and  the  rent  in  the  peritoneum 

*  Sec  l.ockwood.  Si    Ban  'i  }loif.  Bip  .  vol   ui. 
t   Tlu  Htdum  and  A»iu.  Load,  i997.  p.  3SJ. 
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closed.    Thereafter  the  operation  is  proceeded  with  as  if  nothing 
had  happened. 

If  the  howel  is  distended  with  faeces,  the  ends  and  deep  parts 
of  the  parietal  wound  should  be  closed  before  opening  it. 

There  is  always  some  risk  of  burrowing  suppuration ;  and 
accurate  apposition  of  deep  as  well  as  superficial  parts  ought  to 
he  secured.  The  best  way  to  do  this  is  by  continuous  buried 
sutures  of  catgut  carried  from  the  deep  parts  of  the  wound  to 
its  surface;  but  deep  silver  button -sutures  answer  fairly  well. 
A  diainage-tuhe  is  placed  deeply 'at  the  end  of  each  half  of  the 
wound.    To  provide  against  the  contact  of  ficces,  the  wound 

must   be   protected    by 
A  lint   soaked  in  some 

antiseptic  maCcriali  of 
which  there  is  nothing 
better  than  horo- 
glyceride. 

If  there  is  much 
difficulty  in  seizing  an 
undilated  colon,  a 
Lund's*  insu  fflator 
(Fig.  55)  may  be  used, 
to  cause  its  distension 
by  air  or  fluid.  Some 
surgeons  recommend 
that  the  operation  be 
begun  by  arti6cially 
distending  the  colon. 
If  there  is  complete  obstruction  in  the  rectum,  this  is,  of 
course,  impossible ;  and,  in  any  case,  it  need  not  be  done  till 
the  necessity  for  it  has  become  apparent. 

The  boivel  may  lie  at  once  opened  and  fixed  to  the  edges  of 
the  wound;  or,  if  there  is  no  urgency,  it  may  be  fixed,  and  the 
opening  delayed  for  a  few  days  till  the  wound  has  united  and 
the  bowel  has  become  adherent  in  its  new  situation.  Delay  in 
opening  the  bowel  greatly  diminishes  the  risk  of  unht;althy 
action  in  the  wound,  and  permits  the  employment  of  antiseptic 

80 


Fig.  55. 

X.  Hollow  Rubber  l^inic  wbich  It  prvtiad  lulntl  the 
Tiuuditouiirl  iIm  AmKi  d.  KMium  Tubei  C.  LoDtn 
Rkiuiq  Tube  1  U.  DiIl-iTilnKe  atiMbtd  10  ln>ti  lUBUt. 
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treatment.  On  the  other  hand,  if  there  is  obstruction,  th«  bowel 
must  be  opcnciJ  at  once,  and  ihc  wound  protected  as  well  as 
possible  by  boracic  ointment,  or  carboliscd  oil,  or  boro- 
glyceride.  The  experience  of  Davies-CoUcy  in  the  operation 
h  dtux  ttmps  has  sliown  that  symptoms  of  intestinal  strangulation 
may  t>c  induced  by  ihc  retention  of  a  loop  of  bowel  in  the 
wound.  To  obviate  this  objection  he  has  devised  a  clamp 
which  holds  the  bowel  between  ivory  studs,  while  it  does  not 
strant;i]l.ite  it. 

To  fix  the  bowel  in  the  wound,  if  opening  is  to  be  delayed. 
Howsc's  plan  of  fixation  by  forceps  is  the  best.  Two  pairs  of 
catch-forceps  are  made  to  grasp  sniall  folds  of  the  muscular 
coats  of  the  colon  with  jtm  sufficient  force  to  hold  and  not  to 
cause  sloughing.  They  arc  placed  about  half  an  inch  apart, 
and  at  right  angles  to  the  line  of  incision.  The  forceps  are  laid 
Qat  on  the  skin,  and  kept  in  position  by  broad  strips  of  plaster. 
At  the  end  of  a  week,  or  less,  the  bowel  may  Iw  incised  l>etween 
the  points  where  the  forceps  arc  attached.  Sutures  placed  ia 
the  bowel  are  liable  to  produce  small  fistula;,  through  which  the 
fasces  escape. 

If  the  bowd  is  to  bo  opened  at  once,  it  must  be  fixed  to  tbc 
edges  of  the  wound  by  sutures.     For  catching  the  bowel  and 

drawing  it  out  of  the 
wound,  Lund*  has  in* 
vented  handled  needles 
with  points  set  at  right 
angles  to  the  shaft,  and 
sliaqily curved.  (Fig. 56.) 
Ordinary  cur\'cd  needles 
do  very  well.  Two  pieces 
of  thick  silk,  with  needles 
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at  each  end,  arc  inserted  in  the  bowel  at  the  four  comers  of  an 
area  about  an  inch  square.  While  these  stitches,  grasped 
in  the  two  hands  of  an  assistant,  are  made  to  pull  Uie  bowel 
outwards,  tbc  surgeon  makes  a  small  0|>cning  with  a  tenotomy 
knife.  A  blunt  hook  passed  through  the  opening  pulls  out 
■  U»t*t.  vo\.  i .  1883. 
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the  threads  inside  the  bowe),  which  are  cut  in  the  middle, 
and  thus  make  four  points  of  support.  Each  suture  is  then 
carried  through  the  skin  at  the  margins  of  the  wound  by 
the  needle  atlached,  and  there  tied.  Around  the  opening 
in  the  bowe)  there  will  thus  be  placed  four  sutures  —  two 
on  each  lip  of  the  wound.  Additional  security  will  be 
afforded  by  placing  two  more  stitches,  each  passing  through 
the  edges  of  the  parietal  incision,  and  hooking  up  the  comer  of 
the  opening  in  the  bowel.  I  prefer  sitk  to  silver  as  sutures, 
simply  because,  in  the  subsequent  frequent  cleansing  of  the 
wound,  the  ends  of  the  silver  sutures  will  catch  in  the  wool  or 
sponge  and  so  far  interfere  with  the  manipulation. 

In  most  cases  there  is  an  immediate  discharge  of  fscccs 
through  the  wound ;  but  sometimes  this  discharge  docs  not 
take  place  for  hours,  or  even  for  days.  If  the  fseculent  matter 
is  har<i  or  in  lumps,  its  escape  may  be  impossible,  or  it  may 

cause  considerable  pain. 
In  this  event  Lund's  for- 
ceps* (Fig.57)  will  be  found 
useful.  If  the  discharge  i& 
frequent  and  abundant,  very 
frequent  dressings  of  the 
wound  will  be  necessary. 
Large  pads  of  absorbent 
antiseptic  and  deodorising  material,  kept  in  position  by  a 
square  of  mackintosh  cloth,  to  each  corner  of  which  a  piece 
of  strapping  has  been  fixed  by  a  safeCy.ptn,  is  a  convenient 
form  of  dressing.  Bandages  carried  round  the  body  are  clumsy 
and  ineflicient  as  a  means  of  fixing  the  dressing.  The  piece 
of  adhesive  plaster  at  each  comer  of  the  square  of  mackintosh 
will  be  found  efBcient  enough  in  most  cases ;  if  not,  extra  pieces 
may  be  pinned  on  along  the  borders. 

The  position  of  the  patient  is  not  a  matter  of  great  impor- 
tance. Comfort  will  be  increased  by  changing  the  position 
slightly  at  each  dressing. 

Primary  healing  may  be  anticipated  with  considerable  con- 
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fidence  in  every  case,  provided  the  wound  is  properly  attcndfld 
to.  The  disadvftnlagM  of  suppuration  in  a  wound  constantly 
brought  into  contact  with  Eecculent  fluids  and  gasc«  are  erident 
enough. 

When  the  wound  is  perfectly  healed,  and  the  artificial  anus 
is  established,  an  apparatus  of  some  form  or  other  must  ht  worn, 
to  collect  any  fxces  that  may  escape.  Ivory  and  rubber  plugs 
attached  to  an  abdominal  bell  are  made  for  this  purpose.  I 
have  used  a  soft  rubl)er  bag  attached  to  a  ring  penary  of  copper 
wire  surrounded  by  rubber  tubing,  and  hxcd  by  tapes  carried 
round  the  waist.  After  trying  most  of  the  apparatus  recom- 
mended for  this  purpose,  I  have  come  to  the  conclusion  that 
nothing  is  more  efficient  and  more  comfortable  than  clean  linen 
tags  nicely  folded,  and  kept  in  position  by  a  well  made  linen 
binder.  Patients  themselves  often  devise  ingenious  contrivances. 

Occasionally  fxces  collect  in  the  part  of  the  bowel  below  the 
opening  and  give  trouble.  Bryant  has  seen  symptoms  of  intes- 
tinal obstruction  produced  in  this  way,  in  spile  of  the  presence 
of  the  opening  in  the  bowel.  To  prevent  the  passage  of  fxces 
into  the  lower  segment  of  gut, various  means  have  been  suggested 
and  adopted.  To  increase  the  acutcness  of  the  flexion  of  the 
bowel,  sutures  have  been  placed  so  as  to  take  in  the  greater  part 
of  the  calibre,  or  even  (although  this  involves  transfixion  of  the 
peritoneum)  the  whole  circle.  Mr.  P.  Jones*  has  succeeded  in 
preventing  the  downward  passage  of  fa^^cs  by  turning  inwards 
and  suturing  the  mucous  membrane  around  the  prolapsing 
portion. 

The  most  thoroughgoing  proceeding  of  this  sort  is  that  of 
Madelung.t  He  recommends  that  the  bowel  be  cut  completely 
ilirough,  that  the  lower  opening  be  closed  and  dropped  in.iide, 
and  the  upper  opening  be  sutured  to  the  wound  to  form  the 
artificial  anus.  The  irritation  of  &eccs  on  the  cancerous  rectum 
is  thus  done  away  with,  and  prolapse  of  the  gut  titrough  the 
wound  is  less  Ukely  to  take  place.  There  is  one  risk  attached 
to  Madelung*8  proceeding  which  has  not  been  pointed  out ;  and 
that  is,  the  accumulation  of  cancerous  discharges  above  the 
*  Sril.  MtJ.  }e»ni.,  ttu».  1.,  p  782       t  Ctit^rjlU  fStt  Ckir  ,  Ho.  ij.  tlSi- 
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stricture,  which,  unable  to  escape  downwards,  would  certainly 
cause  pelvic  cellulitis.  I  have,  ia  one  case  on  which  I  had  per- 
formed colotomy,  seen  sudden  stoppage  of  all  discharge  by  the 
anus,  and  appearance  of  it  at  the  artificial  opening.  This  alone 
would  delcr  me  from  adopting  Madelung's  suggestion,  even  if 
the  advantages  to  he  secured  were  greater  than  he  claims.  Ball 
of  Dublin  has  closed  the  divided  lower  segment  of  l)Owel  after 
laparo-colotomy,  and  dropped  it  inside  the  abdomen,  with  good 
result. 


LAPARO-COLOrOUV. 

Here  the  colon  is  opened  by  an  incision  through  the  parietes, 
in  the  inguinal  region  usually.  If  performed  on  the  left  side,  it 
is  Littr^'s  original  operation.  It  may,  however,  be  performed 
on  either  side — on  (he  left,  when  it  is  desired  to  open  the  sig- 
moid flexure ;  on  the  right  side,  when  it  is  desired  to  Ojien  the 
caecum  or  ascending  colon. 

The  opcralion  is  performed  with  the  patient  lying  on  his 
back.  The  incision  is  made  parallel  with  Poupart's  ligament, 
about  an  inch  above  it,  and  starts  at  the  iliac  crest,  nmning 
inwards  about  two  or  three  inches.  The  fmgers,  inserted  through 
the  wound,  grasp  the  bowel  and  pull  it  to  the  surface.  It  may 
be  sutured  to  the  abdominal  woimd  and  opened  at  once,  or  fixed 
there  by  forceps  and  opened  after  a  few  days,  according  as  the 
urgency  of  the  case  demands.  Sutures  must  be  placed  with 
precision  and  accuracy.  A  double  row  of  stitches — the  outer 
passing  through  muscular  and  serous  coats,  and  the  inner  trans- 
fixing  the  intestinal  walls,  as  for  colotomy — will  more  certainly 
provide  against  escape  of  fxces  into  the  cavity  than  a  single 
row. 

There  exist  many  modifications  of  the  original  operation, 
besides  a  change  of  side.  Luke  and  Adams  employed  a  vertical 
incision  external  to  the  epigastric  artery.  Various  methods  of 
exciting  the  growth  of  adhesions  l>elween  intestine  and  parietes 
have  been  proposed.  Professor  Vcmcui),  who  has  for  some  time 
advocated  the  inguinal  mode  of  performing  colotomy,  has  intro- 
duced important  modlficalions.     To  obviate  the  disadvantage 
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of  ha%ing  no  spur  or  bod  below  the  artificial  anus  to  prevent 
the  downward  passage  of  faeces,  and  to  provide  against  tbc 
contraction  of  the  opening,  are  the  main  purposes  of  his  opera- 
lion.  The  incision,  two  inches  in  length,  starts  abotit  two  inches 
to  the  inside  of  the  iliac  spine,  and  is  directed  upwards  to  the 
Dmbilicus.  Ho  catches  the  edges  of  the  abdominal  opening  in 
six  pairs  of  hemostatic  forceps,  to  distend  the  wound  and  pre- 
vent ihc  peiiloncum  from  being  peeled  off.  Enough  inlestine 
is  pulled  out  to  make  a  protuberance  as  large  as  a  pigeon's  egg ; 
this  is  transfixed  with  two  acupuncture  needles,  which  lie  on 
the  parietes  and  keep  the  intestine  in  place.  About  hftcen 
metallic  sutures  arc  placed  between  intestine  and  abdominal 
wall,  and  the  protruding  piece  of  gut  is  resected.  The  thcrmo* 
cautery  is  used  to  check  bleeding.  The  intestinal  wall,  bulging 
into  the  large  opening,  blocks  the  downward  passage ;  the 
magnitude  of  the  opening  obviates  the  risk  of  stenosis;  pro- 
trusion is  prevented  by  the  longitudinal  direction  of  the  parietal 
opening,  and  its  compaialively  small  size. 


Recent  experience  has  made  it  necessary  to  review  the 
position  which  extra -peritonea  I  colotomy  liokLs,  as  compared 
with  intra -peritoneal.  Laparo-colotomy  is  steadily  and  surely 
coming  into  favour,  and  properly  so.  Ball*  and  Allingham 
ljun.),t  in  parttcutar,  are  stronj^Iy  in  favour  of  the  intra- 
peritoneal oi>cration,  and  have  devised  important  and  ingenious 
improvements,  which  arc  worthy  of  special  description. 

Among  the  most  important  advantages  of  laparo-colotomy. 
the  following  may  be  mentioned.  The  large  intestine  can  easily 
be  found,  and  can  scarcely  be  mistaken  for  any  other  portion  of 
bowel.  The  operation  permits  thorough  exploration  and  accti- 
rate  diagnosis :  thus,  not  only  may  it  be  possible  to  proceed  to 
a  radical  operation  by  incision,  but  there  is  absolute  certainty 
that  the  opening  will  be  made  aI>ov«  the  stricture.  The  opera- 
tion is  a  smalici  affair  altogether;  may  lie  performed  Ihrough  • 
short  abdominal  incision,  and  with  more  expedition  and  less 

*  7kt  Bitlum  anJ  A»ut.     Load..  1SS7.  p.  3IV1- 
t  bt>l.  UtJ  J*tirm ,  Oct.  Mad.  18S7. 


BALLS  OPERATIOn. 


4S9 


shock  to  the  patient.  The  position  of  the  wound  renders  it 
possible  for  the  pulient  to  dre!ts  und  look  after  it.  The  only 
drawback  it>  Ihc  ncc<:s£ary  opening  of  the  pcriloneiim ;  and  Ihts, 
now-a-days,  is  a  very  small  one.  As  Ball  points  out,  the 
peritoneum  is  opened  in  the  lumbar  operation  by  no  means 
infrequently. 

Ball's  mode  of  operating  may  be  given  in  his  own  words: 
"An  incision  about  four  inches  long  was  made  id  the  left  linca 
semilunaris,  this  position  being  selected  for  the  following 
reasons:  it  &eely  exposes  the  Nigmoid  flexure;  it  is  made 
without  cutting  muscle ;  the  parictes  arc  thinner  here  than 
elsewhere ;  and  no  vessels  of  importance  are  wounded.  The 
deep  epigastric  artery  is  quite  safe  from  injury  if  the  lowest 
limit  of  the  incision  docs  nol  pass  below  a  line  drawn  from  the 
umbilicus  to  the  middle  of  Houpart's  ligament.  The  upper  limit 
of  the  cancer  having  been  determined,  the  gut  was  emptied 
tipwards  by  careful  pressure,  aud  a  loop  of  bowel  drawn  out ;  a 
narrow-hlsdcd  clamp  was  now  applied  to  the  intestine,  so  as  to 
prevent  any  fteces  coming  down,  and  a  similar  one  applied  to 
the  distal  extremity  of  the  loop.  In  the  present  case,  Ricord's 
phimosis  forceps,  covered  with  rubber  tubing,  and  closed  by 
means  of  elastic  umbrella- rings,  were  used  for  clamps.  (He  has 
since  had  a  clamp  made,  which  has  the  advantage  of  allowing 
the  blades  to  move  quite  parallel.  By  means  of  a  screw  the 
exact  amount  of  pressure  necessary  to  retain  the  loop  of  intes- 
tine in  the  grasp  can  be  applied,  and  bending  at  a  double  angle 
permits  of  the  blade  portion  lying  easily  within  the  peritoneal 
cavity.)  The  cl.imps  being  applied,  a  number  of  sutures  were 
passed  through  the  abdominal  wall,  including  peritoneum,  on 
one  side,  through  the  intestine  in  froni  of  ikt  damp,  and  through 
the  peritoneum  and  abdominal  wall  on  the  opposite  side. 
£Ie%'en  sutures  were  in  this  way  passed,  five  perforating  each 
portion  of  intestine,  and  one  passing  through  Ihc  meso-colort. 
The  bowel  was  now  opened  between  two  aseptic  sponges,  and 
the  interior  carefully  cleased  of  mucus  and  faeces.  The  loops  of 
the  sutures  were  hooked  out  from  within  the  lumen  of  the  bowel, 
cut,  and  the  central  ones  tied  on  each  side  ;  the  suture  through 
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the  meso-colon  was  also  tied  ;  the  sutures  through  the  angles  of 
the  abdominal  wound  and  outer  borders  of  the  bowel  alone 
retnaining  unclosed.  A  number  of  superficial  sutures  were  now 
put  in,  so  as  to  render  the  application  of  the  mucous  membrane 
lo  the  skin  extremely  accurate  all  round,  except  at  (he  angles 
where  the  handles  of  the  clamps  lay.  The  clamps  were  now 
withdrawn  one  by  one,  and  the  remaining  sutures  at  either 
angle  simultaneously  closed,  thus  shutting  oH  the  opening  into 
the  |>eritoncal  cavity  at  the  moment  that  the  clamps  release*)  the 
bowel.  The  single  suture  through  the  meso-colon  is,  1  think,  of 
use  in  ensuring  a  larger  surface  of  peritoneum  Iteing  in  appo- 
sition to  the  abdominal  wound,  and  the  second  clamp  on  the 
distal  extremity  of  the  bowel,  although  not  as  essential  as  tiie 
other,  facilitates  the  operation  considerably.'* 

In  AUingham's  operation  the  bowel  is  kepi  forward  in  the 
wound  bya  Suture  passed  behind  the  gut  and  through  the  mesen- 
(cr)-,  and  fixed  in  the  edges  of  the  paiieul  wound.  He  makes  the 
parietal  incision,  two  inches  in  length,  about  one  inch  inside  tho 
anterior  superior  spine  of  the  ilium,  and  parallel  wilh  Poupart's 
ligament.  The  divided  peritoneal  margins  he  at  once  sutures 
to  the  skin.  The  sigmoid  flexure  is  tlien  searched  for  wilh  the 
fingers,  and  the  intestine  pulled  to  the  surface.  A  piece  with 
long  mesentery  is  then  fixed  upon,  and  "a  needle  threaded  with 
carboliscd  silk  is  passed  through  the  mesentery,  close  to  the 
intestine  on  both  sides,  then  through  the  abdominal  wall  on  both 
■ides,  nearer  to  the  lower  than  the  upper  angle  of  the  wound, 
and  these  are  tied  tight."  The  bowel  is,  in  fact,  hung  up  over 
the  silk  thread.  The  protruding  bowel  is  then  carefully  sutured 
to  the  parietal  opening  all  round.  Antiseptic  dressings  arc 
applied,  and  the  wound  is  not  disturt>cd  for  a  lew  days. 

At  the  end  of  two  or  three  days  the  dressings  arc  removed, 
the  whole  exposed  bowel  being  found  covered  with  lymph,  arul 
the  opening  made.  To  open  the  gut  he  uses  scissors,  "  cutting 
the  intestine  from  above  downwards  to  the  extent  of  about  an 
inch  and  a  half ;  through  the  incision  can  be  seen  two  orifices 
separated  by  a  well-formed  spur,  the  upper  opening  being  the 
larger,  the  lower  the  smaller,"  on  account  of  (he  supporting 
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thread  being  placed  qearer  to  the  lower  than  the  upper  end  of  the 
wound.  The  superfluous  gut  by  the  edges  of  the  wound  may  be 
cut  away.  Such  operations  on  the  gut  are  quite  painless,  and 
require  no  anesthetic. 

Allingham's  method  of  operating  is  clearly  a  valuable  one. 
He  supports  its  recommendation  by  records  of  six  very  suc- 
cessful operations.  I  would  suggest  that  the  supporting  thread 
passed  under  the  gut  should  not  be  tied  close  to  the  edge  of  the 
wound,  but  should  be  carried  through  the  parietes  under  the 
skin  for  a  distance  of  two  or  three  inches,  and  the  ends  fixed  in 
buttons.  The  risk  of  contamination  of  peritoneum  through  the 
suture-holes  would  thereby  be  done  away  with.  He  does  not 
recommend  it  for  cases  in  which  immediate  opening  of  the  gut 
is  necessary.  As  regards  the  mere  opening  of  the  gut,  I  think 
he  unnecessarily  restricts  its  applicability ;  but  in  cases  where 
the  bowel  is  greatly  distended  with  faeces,  and  there  would  be 
difficulty  or  danger  in  placing  the  thread  under  it,  then  his 
restriction  should  be  enforced.  For  enterotomy  the  proceeding 
seems  equally  well  adapted. 


Besection  of  Intestine. 
Enterectomy ;  Colectomy ;  Ceecectomy. 

Removal  of  a  piece  of  stna])  intestine  is  known  ss  cnlerec- 
tomy;  the  same  operation  applied  to  the  large  intestine  is 
called  colectomy.  Ctccectomy,  or  excision  of  the  caecum, 
usually  involves  the  removal  of  pan  of  the  ileum  and  part  of 
the  ascending  colon  at  n-cll.  The  operations  may  be  considered 
conjointly. 

Hijiory. — It  would  swan  that  this  is  by  no  means  a  noveli 
proceeding.  According  to  Dr.  E.  J.  Ill,*  Raitdohr,  in  1737, 
successfully  removed  two  feet  of  gangrenous  intestine  from  a 
hcmia.  Up  (o  1836,  the  same  writer  tells  us  the  operation  had 
been  performed  at  least  ten  times  by  FrcDch,  German,  and 
English  surgeons.  Of  these  cases,  5  were  cured,  a  were  left 
with  artilicial  snus,  and  3  died.  Such  operations,  however, 
were  rather  timorous  removals  of  sloughs,  than  deliberate 
resections  of  bowel.  Such  a  case  is  one  where  Mr.  Cookcslcy,) 
a  surgeon  of  Creditoo,  in  1731,  removed  »ix  inches  of  gangrenous 
bowel  in  a  case  of  strangulated  hcmia,  and  the  patient  com- 
pletely recovered.  I 

*  NiO!  Yofk  Mid.  Rit..  Sept,  ind.  1883. 
t  MM.  Etmjt  oW  ObuTvaiioui,  Edinburgh,  17J1,  p.  357 

;  The  followiog  inWftMiiig  noortl  U  (not  CtiaMlcUa'i  /Iimjkwj'.  p.  151. 
Load.,  1730:— 

"TlioinM  Btbjo  ot  Y«aioo,  in  the  paiuh  ol  BMchweli.  and  oouoiy  Of 
Salop,  a  doclM  for  cattle,  mahcth  oath,  thai  about  ten  or  twelve  yean  agone, 
be  wM  MBt  tar  by  a  brnur  or  buabandman.  who  lived  netr  iba  vilLiKC  ctUcd 
Mfibpooht.  and  very  nt*r  to  Ibe  rirtr  Veniey,  in  the  mid  oouniy  o(  Salop, 
to  bav«  hit  advice  about  an  os  he  had.  vhkb  «-ai  (hen  »ch  by  rauoa  h* 
could  not  dung ;  be  bad  been  drenched  by  *ev«ral  bean  docton  beTorc  tlUi 
dcpooeDl  came  10  him.  Thit  deponent  woinx  ihia  01  in  lh«  conditloa  b«  WM 
in.  told  the  owner,  tliat  if  h«  would  vcniui«  bis  ok.  he  would  do  him  whu 
MTvioe  he  could,  in  ih«  curing  of  him :  which  the  ownei  ooa»ented  to.  and 
tbereapoD  lhi«  deponcot  opened  the  01  in  the  Sank,  and  took  great  part  of  hi* 
boweli.  upon  aeaichJag  which  he  found  ihen  wa*  a  perfect  stoppage  in  tha 
gal*:  and  tbefui  wiia  about  ihe  itoppage  putnficd  for  about  tbr«»-quarten 
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The  removal  of  a  diseased  portion  of  colon  was  lirst  sugges- 
ted by  Littr^,  in  1710;  but  it  was  not  till  1833  ihat  the  first 
operation  was  peiformed.  According  to  Marshall, °  Reybard  of 
Lyons,  who  made  claim  lo  having  jwrformed  the  first  colectomy, 
presented  his  paper  lo  the  French  Academy  ot  Medicine  in  1844 ; 
but  it  was  rejected  for  publication  in  the  Memoirs  of  that  body, 
on  account  of  some  want  of  definiteness  in  the  record.  It  seems 
almost  certain,  however,  that  he  did  excise  a  tumour  from  the 
sigmoid  flexure,  along  with  some  portion  of  bowel;  that  he 
sutured  and  returned  the  divided  gut ;  and  that  the  patient  lived 
for  ten  months  afterwards,  passing  fieces  per  anuin.  The  next 
operation  is  credited  to  Giissenhauer  of  Liege  in  1S77.  In  his 
case,  a  primary  median  incision  was  supplementeil  by  a  trans- 
verse one  :  his  patient  died  in  15  hours.  In  ii>jcf  he  attempted 
another  operation,  but  had  to  finish  it  as  a  lumbar  colotomy. 
In  1878  Baum  of  Dantzic  supplemented  a  vertical  incision  for 
enterectomy  by  a  transverse  one,  and  removed  a  growth  in  the 
ascending  colon,  with  .some  inches  of  bowel  above  and  below. 
Pieces  escaped  through  the  wound,  and  the  patient  died  on  the 
5e\-enth  day.  In  iS^nj  Martin  of  Hamburg  had  a  brilliant 
success  after  a  most  diflicidt  operation,  in  which  he  removed  a 
large  growth  with  a  portion  of  the  sigmoid  flexure  and  some 
glands.  Id  18S0  Czerny  had  a  partial  success  after  a  diilicult 
operation,  the  |>atient  dying  seven  months  afterwards  from  a 
recurrence  of  the  disease.  In  1881  Bryant  finished  a  lumbar 
colotomy  by  removing  the  diseased  bowel;  and  in  ifjSz  Marshall 
unsuccessfully  removed  a  growth  from  the  descending  colon  by 

at  a  fu4.  whereupon  ihis  deponent  cul  oB  so  much  of  the  gut  as  was 
pQUiiied.  sdO  luok  It  quite  nway.  nnd  Ihcn  drew  Ihe  ends  t>f  the  guls  which 
mnaiiwd  uiind  a.f\w  what  wag  cul  olT.  toKcthor  upon  a  hollow  keck,  whicb 
vraa  about  Ihree  or  four  inches  lonjn,  und  miwvd  the  said  ends  of  the  i(iits 
togMber  upon  tbs  did  keck,  leaving  ihe  heck  u-tthin  tbe  guis.  and  then 
tewwd  up  Iho  hole  cut  in  the  hide  upon  the  Bank  of  Ihe  uid  ox ;  and 
Itils  deponent  further  raith,  thai  wilhln  ihc  space  of  one  hour  .ifier  this 
operation  was  pcrfurtncd,  thu  0%  dunif'^  ,  and  Ihc  picoc  of  the  keck  whtcfa 
iho  Mid  uada  of  Ihe  guts  inere  mvm  upon  ftnd  left  within  the  guls.  came 
aiiay  from  ihe  ox  wiih  the  dung,  where  upon  llie  ox  rucovered,  and  lived 
to  do  Ihe  awn«r  service  Kveral  yeois." 

*  Lanul,  May  131b.  1S82. 
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lumbar  incision,  after  having  Tailed  by  median  section.  Knee 
then  a  number  of  cases  have  been  recorded. 

Whitehead  of  Manchester*  has  resected  the  caecum  through 
an  incision  inade  along  the  side  of  the  rectus  muscle.  Tlie 
ileum  was  stitched  to  the  lower  part  of  the  wound  and  the 
colon  to  the  upper  part,  an  artificial  anus  being  left.  The 
patient  died. 

Resection  of  the  intestine  did  not,  however,  assume  the 
]K]sition  of  a  recognised  operation  till  1875,  when  Langenheck 
revived  it,  to  be  followed  in  1877  by  KOster.  Since  then  the 
proceeding  has  made  rapid  strides  in  public  estimation,  and 
is  now  regarded  as  one  of  the  most  successful  of  heroic  oper- 
ations. 


Ctntditiwis  fw  wMck  Riuclien  of  Int/sliat  may  bt  Pirjarmtd.  litJi- 
ettims  ami  Cmln-iadicatieia. — Rejection  of  bowel  is  usually  called 
ibr  in  one  or  other  of  three  distinct  conditions;  namely,  gangreae, 
stricture,  and  artificial  anus. 

Gangrene  is  usually  associated  with  some  form  of  ob- 
struction of  the  iKtwels.  In  this  case  resection  is  most  often 
a  necessary  termination  to  an  ojieration  designed  merely  to 
relieve  obstruction.  It  may  require  to  be  carried  out  at 
any  of  the  ordinarj-  sites  of  hernia,  or  through  an  abdominal 
incision. 

In  cases  of  stricture,  simple  or  malignant,  resection  is  prac- 
tically the  only  means  of  cure.  The  formation  of  an  artificial 
anus  above  the  stricture  is  only  a  palliative  measure,  intended 
to  tide  the  patient  over  danger  of  death  from  obstruction. 
Cancerous  stricture  is  found  almost  uniformly  in  the  large  intes- 
tine. Of  35  cases  of  resection  of  cancerous  bowel  tabulated  by 
Weir, I  all  save  one  involved  the  large  bowel.  Bu(lin.|  after  a 
critical  examination  of  Weir's  cases,  eliminates  two  in  wliich  the 
operation  was  incomplete.  To  the  33  remaining  h«  has  added 
4:  of  this  total  of  37,  33  were  of  the  large  intestine,  3  of  th< 
small  intestine,  and  3  uncertain.     The  parts  of  large  intcstint 

■  Btit.  MU.  7«*»..  Jm.  Mtb.  iSSj.     (  Nut  Yjfk  Mtd.  Jow  .  Felx  1  jtb.  1S66. 
;  Ofn.  Surg,  ef  Malit.  Dii..  p.  ajl. 
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involved  were:  cecum,  7;  ascendiog  colon,  4;  transverse 
[:Co]on,  3;  descending  colon,  7;  ^gmoi<l  flexure,  9  ;  "colon,"  3. 
Simple  stricture  is  most  common  in  the  small  bowel. 

It  may  occasionally  happen  thai,  in  cases  of  obstruction  pro* 
duced  by  peritoneal  adhesions,  it  is  impossible  to  disenlanfjle  the 
coils.  In  such  casts  the  choice  lies  between  enterotomy  as  a 
palliative  measure,  and  resection  as  a  means  of  cure.  The 
decision  will  be  guided  by  the  condition  of  the  patient,  and 
the  length  of  intestine  involved.  Kocher]6*  on  one  occasion 
did  not  hesitate  to  resect  more  than  six  feet  of  small  bowel 
entangled  in  adhesions. 

In  cases  of  intestinal  fistulx  where  all  minor  modes  of  trcat- 
ent  have  failed,  and  where  the  patient  is  steadily  losing  ground, 
ction  may  be  called  for. 

In  small  irreducible  intussusceptions,  resection  may  be  the 
best  plan  of  treatment.  Here  the  formation  of  an  artificial  anus, 
though  it  removes  the  dangers  of  obstruction,  leaves  untouched 
the  equally  dangerous  condition  of  intussusception.  Both  risks 
are  avoided  by  resection. 

Removal  of  portions  of  bowel  may  he  called  for  in  cases  of 
pcrfo'raling  ulcer  arising  from  constriction  by  bands,  or  the 
presence  of  a  foreign  body,  or  in  examples  of  multiple  or 
lacerated  wound  which  cannot  be  perfectly  sutured. 

The  operation  is  contra-indicated  according  to  ordinary 
surgical  rules.  Where  the  strength  of  the  patient  is  so  under- 
mined that  a  prolonged  operation  would  be  likely  to  cause  death, 
no  operation  is  to  be  thought  of.  In  malignant  disease,  symp- 
toms of  obstruction  are  considered  t>y  Schede  to  contra-indicate 
resection.  I  should  be  inclined  rather  to  say  that  it  contra- 
indicates  intestinal  suture,  or,  in  more  general  terms,  a  greatly 
prolonged  operation.  The  disease  may  be  very  (luiddy  removed 
and  the  divided  ends  of  bowel  fixed  in  the  wound,  almost  as 
speedily  as  the  simple  intestinal  opening.  Unfortunately,  too 
many  of  the  cases  are  complicated  by  symptoms  of  obstruction. 
In  every-  case  a  minute  examination  of  the  parts  should  he  made, 
to  make  certain  that  the  whole  of  the  disease  can  be  removed. 
■  Mtm.  dt  /<!  Sbc.  ii  Chir.  J*  Paris.  iS6i ,  p.  95. 
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MoriaiHy  and  Apprtaatim. — The  most  complete  statistics  of 
entereclomy  have  been  furnished  by  Reichel.*     Of  lai 
of  resection  of  the  bowel,  with  suturing  of  the  divided  ends,^ 
58  died  and  58  were  cured,  and  5  recovered  with  fxcal  fistula. 
Ill  collected  47  cases,  with  25  deaths.    The  most  frequent  causaj 
of  death  is  peritooitis,  started  by  some  defect  in  the  operation^ 
more  than  one  half  of  the  deaths  are  so  caused.    The  best 
results  arc  got  after  the  operation  for  artificia]  anas.     From  the 
clabotatc  tables  of  Makins,)  which  give  many  valuable  facts  foe ' 
which   1   have  not   here  space,  we  gather  that   of   39  cases' 
of  resection  for  aitilicial  anus  i  j  died,  3  were  left  uncured,  and 
the  rest — 31 — were  cured.     Weir's  statistics  of  33  completed 
resections  of  cancerous  intestine  give  a  mortality  of  51.5  per 
cent. 

There  would  seem  to  he  no  doubt  that,  in  cases  of  obstruction 
at  least,  the  best  results  are  got  alter  the  formation  of  artificial 
SDuft.  This  IB  as  might  be  expected.  Uut  it  is  doubtful  if  the 
double  mortality  from  the  double  operation  would  be  much  Iess| 
than  the  simple  mortality  from  the  single  operation.  If  the 
artificial  anus  is  cured  by  measures  short  of  resection,  which 
can  usually  be  ilone  by  methods  to  be  described  presently,  the 
tli«  mortality  would  l>e  much  smaller. 


TIIR   OPQRATION. 

Special  names  are  given  to  the  operation,  as  one  or  other 
part  of  bowel  is  involved.  Colectomy  means  removal  of 
portions  of  the  colon ;  caiccctomy  usually  involves,  not  only 
removal  of  the  cscum,  but  parts  of  the  ileum  and  colon  as  wcU; 
cntcrcctomy,  tlie  best  known  term,  is  usually  applied  indis- 
criminately to  any  part  of  bowel,  but  it  will  be  convenient  to 
limit  its  meaning  to  resection  of  the  small  bowel. 

In  its  main  features,  the  operation  is  the  same,  whatever  part 
of  the  bowel  is  involved,  wherever  the  opening  may  bo,  andj 

*  Dntttit  Zt\luht</I   flit  CAArwfv,    1SS3.  p.   ijo. 
t  SI.  TtfKNi'i  Hotf.  Kif..  vot.  xiii..  18S4.  p.  81. 


THE  OPERATIOtt. 


463 


whatc^'cr  the  disease.     Special  descriptions  will  be  given  where 
it  is  necessary  to  specify  departures  from  the  routine  method. 

The  proceeding  may  be  described  in  three  stages:  (i)  Isola- 
tion of  the  bowel,  (2)  Resection,  and  (3)  Suturing  of  the  divided 
ends,  or  Entetorraphy, 


IsolatioH  0/  Ike  Portion  to  bi  Ratckd.—ln  every  case  it  ife  neces- 
sary to  make  a  ftdl  and  particular  examination  of  the  diseased 
part  before  proceeding  to  remove  it. 

In  the  case  of  gangrenous  bowel  protruding  through  a  hernia, 
gentle  traction  is  emploj'ed  to  bring  healthy  bowel  into  view, 
and  to  make  certain  th.Tl  the  healthy  portion  can  be  brought  far 
enough  outside  to  permit  of  its  being  resected  and  sutured.  If 
simple  traction  will  not  suffice,  on  account  of  the  smallness  of 
the  opening,  or  the  presence  of  adhesions,  or  great  distension 
of  the  abdominal  portion  of  gut,  then  the  simple  herniotomy 
must  be  enlarged  into  abdominal  section. 

When  the  gangrenous  bowel  lies  inside  the  abdominal  cavity, 
we  must  carefully  examine,  and  see  that  the  healthy  bowel 
beyond  the  gangrene  is  free  and  sufficiently  movable  to  be 
brought  to  the  surface.  I  have  found  a  gangrenous  portion 
of  bowel  under  a  i>eritoneal  band  so  firmly  adlierent  in  the 
neighbourhood  of  the  pancreas  that  resection  was  impossible. 

In  the  case  of  malignant  disease,  not  only  arc  the  upward 
and  downward  limits  to  be  accurately  noted,  but  the  mesenteric 
folds  in  the  neighbourhood  must  be  explored  to  make  sure  that 
the  glands  are  healthy.  One  or  two  glands  in  the  arta  of 
raesenterj-  attached  to  the  bowel  may  be  ^emo^•ed,  and  this  need 
not  contra-indicale  operation ;  but  if  glands  arc  infected  beyond 
this  area,  the  operation  must  he  abandoned.  Adhesions  to 
aeighbouring  bowel  ought,  in  my  opinion,  to  contra- indicate 
resection. 

In  artificial  anus,  the  mode  of  isolating  the  bowel  is  some- 
what peculiar;  and  this,  coupled  with  other  peculiarities,  will 
render  necessary  a  special  description. 

The  lines  of  resection  being  fixed  upon,  the  portion  of  bowel 
ta  be  removed  is  isolated  as  perfectly  as  possible   from  the 
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geneial  peritoneal  cavity.  Soft  sponges,  of  suitable  size  and 
shape,  are  packed  all  around  the  abdominal  opening,  for  the 
double  purpose  of  preventing  unnecessary  exposure  of  bowel, 
and  excluding  foreign  matter  which  might  escape  from  the 
divided  intestine. 


Jtatetim  of  the  Distaud  Bowel. — 1  have  already  insisted  on  the 
impoftancc  of  never  closing  an  abdominal  inci^on  over  distendedii 
bowels.    If  the  case  is  one  of  obstruction,  there  will,  of  course, 
be  accumulation  of  iotostioal  contents  above 
the  seal  of  obstruction ;   and  in  many  cases 
of  malignant  disease  there  is  an  accumulation 
of  fa-'ces,  though  there  is  no  obstruction  in  the 
proper  sense  of  the  word.     In  either  case  1 
sliould  endeavour,  as  part  of  the  proceie<ling 
of  resection,  to  emjity  the  Iwwel  above  as 
thoroughly  as  possible. 

This  may  t)c  done  easily  enough  !d  the 
case  of  gangrene.  Two  Makins'  forceps- 
clamps  (Fig.  j8)  are  placed,  one  on  each 
ude  of  the  site  of  rcwciion,  at  the  lower 
hmil  of  the  disease.  The  bowel  is  divided 
between  them,  and  before  doing  anything 
else  the  lower  portion  of  divided  bowel  is 
carefully  cleansed.  Tlien  the  gangrenous 
bowel  is  rapidly  divided  by  scissors  from  its 
mesentery,  catch-forceps  being  placed  on 
bleeding  points,  for  the  whole  distance  con- 
tempUled.  Tlie  gangrenous  tube  thus  set 
free  is  used  as  a  conduit  to  carry  the  feces 
as  far  as  possible  away  firom  the  abdominal 
wound  into  a  suitable  receptacle.  The  escape 
of  fluids  may  be  encouraged  by  kneading  the  abdomen.  When 
the  How  ceases,  a  clamp  is  placed  above  the  line  of  the  upf 
incision,  and  the  gangrenous  bowel  is  removed  by  scissors. 

If  the  disease  is  stricture,  it  will  not  be  possible  to  make  use 
of  tile  partly  resected  tube  to  convey  the  faeces  away  from  the 


Fig.  58. 
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abdominal  opening.  Nevertheless,  if  there  is  much  distension, 
I  should  make  an  effort  lo  relieve  it  through  the  incised  upper 
end  of  bowel.  This  may  tie  safely  done  after  careful  packing 
with  antiseptic  cloths. 

In  the  preceding  description  the  gut  is  said  to  be  closed, 
above  and  below  the  lines  of  resection,  !>y  clamps.  There  are 
sever.nl  intestinal  clamps,  those  of  Treves'  and  Bishops  being 
bc5l  known.  Dr.  Abbe  of  New  York  has  invented  an  excellent 
clamp  in  which  the  blades  are  covered  by  flannel,  as  being  less 
likely  to  slip  than  rubber,  and  in  which  compression  is  main- 
tained by  elastic.  Objection  has  been  taken, to  [hese  instru- 
ments, that  they  are  cumbersome,  interfering  with  facility'  of 
manipulation  and  suturing,  and  that  their  unyielding  compres- 
sion is  likely  to  be  injurious  to  the  intestinal  walls.  Many 
surgeons  conlent  themselves  with  the  soft  dexterous  Angers 
of  an  assistant :  and  if  these  can  be  trusted,  nothing  is  better. 
The  nearest  approach  lo  the  fingers  is  the  simple  spring  forceps- 
clamp  recommended  and  used  by  Makins;  (Fig.  58),  and  found 
perfectly  efficient.  It  ts  made  on  the  principle  of  Dtcffenbach's 
spring  catch -forceps,  with  the  addition  of  a  screw,  and  has 
blades  long  cnouRli  to  compress  the  whole  width  of  the  bowel, 
while  it  may  be  applied  without  perforating  tlie  mesentery. 
The  blades  are  covered  with  rubber  tubing,  lo  minimise  the 
risk  of  injury  to  the  intestinal  coats.  Four  clamps  are  used, 
one  being  placed  on  each  side  of  the  lines  of  incision.  Between 
each  pair  the  bowel  is  divided  by  scissors.  Two  clamps  will 
usually  be  quite  sufficient ;  indeed,  as  already  remarked,  the 
operation  may  be  performed  without  clamps  at  all. 

The  gut  may  be  removed  cither  with  a  triangular  piece  of 
mesentery  or  along  the  mesenteric  border.  To  remove  a  wedge- 
shaped  piece  of  mesentery,  and  stitch  up  the  divided  margins, 
gives  a  surgical  finish  to  the  operation  which,  I  think,  is  of 
apparent  rather  than  of  real  value.  It  involves  less  division 
of  %-essels,  and  so  induces  a  smaller  risk  of  subsequent  gangrene, 
to  leave  as  mucli  mesentery  as  possible.     It  may  t>e  i;atliered 

Utd-Ckir.  Tnutt.,  vd.  Ixvl.,  p.  jj.         t  Bnl.  Uii.  jfatrn..  Nov,  jrd,  tSS}. 
]  Sr.  nMnu'i  Half  Rtf..  18S4.  p.  Si. 
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together  in  a  continuous  sutnre  iiniJer  ilie  line  of  intestinal 
junction:  anil  if  a  few  stipcrltcial  sutures  arc  placnl  between 
the  broad  base  so  fonned  and  the  intestinal  walls,  it  affords 
increased  breadth  and  security  of  apposition,  l^special  care, 
must  be  taken  that  no  {wrtion  of  Iwwei  he  left  without  attached 
mesentery.  In  experiments  on  animals,  Rydygicr  and  Madclung 
showed  that  gangrene  was  liable  to  occur  in  pieces  of  bowel 
protruding  beyond  the  mesenteric  attachment.  Zesas,*  con- 
tinuing and  extending  these  cxi>crinient»,  found  that  gangrene 
always  followed  separation  of  the  mesentery  c)o%  to  the  un- 
divided bowel,  but  that  no  such  result  followed  when  the 
separation  was  made  at  a  distance. 

If  the  bowel  is  much  congested,  bleeding  from  the  divided 
vessels  is  likely  to  be  rather  sharp.  The  use  of  a  tilunt  sctssore 
will  lessen  this.  Fo re i- pressure  must  be  used  with  discretion  : 
the  jnleslinal  walls  must  not  t>e  crushed — only  tike  bleeding 
point  must  be  seized.  Tait*s  sharp •  (minted  forceps  are  the 
best  for  this  purpose. 

If  a  triangular  area  of  mesentery  is  removed,  the  gap  must 
be  carefully  closed  by  suture.  A  good  method  of  suturing  is 
the  continuous  overlapping  or  over-edging  stitch,  a|>plied  over 
the  cut  ends  while  the  peritoneal  planes  are  held  in  apposition 
by  the  fingers.  A  double  row  of  continuous  sutures,  in  reversed 
order,  will  give  additional  security.  Catgut  would  be  quite 
efficient.  Treves  lays  particular  stress  on  the  accurate  suturing 
of  the  mesenteric  gap,  so  as  to  prevent  occlusion  by  kinking 
at  the  line  of  junction.  For  the  same  purpose,  and  also  toj 
minimise  the  risk  of  gangrene  at  the  free  edge  of  the  bowd^ 
MacConnac  recommends  an  oblique  division  of  the  gut,  more 
being  removed  from  the  free  than  from  the  mesenteric  side. 


EnUnmaphy. — Attention  is  now  turned  to  the  suturing  of  the 
divided  ends  of  bowel — Entcrorraphy,  as  it  is  called.    Tliis  is  a. 
proceeding  as  dchcate  and  tedious  as  it  is  iniporiant.     On  tha* 
accuracy  with  which  the  suturing  is  completed  depends,  more 
than  on  any  other  detail,  the  success  of  the  operation. 

*  Ank.f.  Klin.  Ciir.  1B66,  Bd.  uxiii .  H<ft  a. 
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Of  modes  of  sutttnng  th«re  is  quite  a.  formidable  variety. 
Bisliop,  in  a  valuable  paper  on  Entcrorraphy,"  has  collected  no 
fewer  than  thirty-three  distinct  methods.  Some  of  these  are 
ainiply  fant.istic  :  many  of  them  are  obsolete;  but  not  a  few  are 
brought  forward  with  Ihe  authority  of  ^reat  names,  and  at  least 
half  a  dozen  arc  stamped  with  the  imprimatur  of  success. 

The  most  successful  method  will  be  in  harmony  with  the 
patliolofjical  processes  of  union.  Though  it  would  be  erroneous 
to  deny  to  the  muscular  coat  all  power  of  exuding  plastic  lymph, 
ihcrc  is  no  doubt  that  the  serous  coat  provides  adhesive  material 
in  far  greater  abundance  and  with  greater  rapidity.  As  a  me- 
dium of  union,  the  mucous  coat  may  be  ignored;  but  as  a 
passive  plug  which,  when  it  lalls  into  apposition,  prevents  the 
escape  of  intestinal  secretion,  it  may  be  of  great  use.  .^p[M>sitio^ 
of  serous  surfaces,  as  continuous  as  possible,  and  inclusion  of  the 
muscular  coat,  not  only  to  strengthen  the  basis  of  attachment, 
but  to  prevent  the  retr-iclion  which  lakes  place  after  division, 
arc  primary  elements  of  success.  More  in  detail,  the  essentials 
of  an  intestinal  suture  are:  (i)  That  it  sliall  secure  and  keep  up 
perfect  closure  of  the  wound  through  its  whole  extent.  The 
slightest  imperfection  in  apposition  will  permit  of  extravasation 
of  intestinal  contents;  every  stitch,  therefore,  must  be  perfect. 

(2)  That  it  shall  be  of  material  which  is  unirritating,  and  that 
it  shall  have  a  known  and  durable  period  of  existence  in  the 
living  tissues.  Sutures  that  are  not  absolutely  pure  and  un- 
irritating will  cause  suppuration,  as  will  tying  them  too  lightly. 
Certain  forms  of  prepared  catgut,  although  durable  enough,  are 
not  very  pliable  or  very  smooth ;  unprepared  gut  is  liable  to  be 
too  speedily  absorbed.  Fine  Chinese  twist  is  on  all  hands 
admitted  to   be  the  best  suture-material  for  divided  intestine. 

(3)  No  suture  passing  through  the  peritoneum  must  penetrate 
the  mucous  membrane.  This  would  practically  be  to  insert  a 
scton,  to  be  followed  by  a  fistula  between  the  cavity  of  the  gut 
and  the  peritoneum.  A  suture  involving  the  mucous  membrane 
should  always  be  tied  on  the  inside  of  the  gut ;  if  it  suppurates, 
the  pus  passes  into  the  lumen  of  the  gut,  where  it  is  harmless. 

'  tiii.  Clr»«i.-b.  Sept.,  188$, 
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(4)  An  intestinal  suture  should  be  capable  of  beiog  rapidly' 
ioscricd. 

Several  varieties  of  suture  satisfy  these  requisites,  and  the 
mo«i  useful  may  be  referred  to.  They  are  either  continuous  or 
interntptcd,  or  mixed — that  iS|  partly  continuous  and  partly 
interrupted. 

The  coHlinuout  sHttirt  has  its  advocates,  and  much  may  be  said 
in  favour  of  ii.  It  alTords  very  perfect  apposition,  it  is  quickly 
applied,  and  it  prevents  distension  of  the  bowel  and  so  opening 
of  the  spaces  between  the  stitches.  The  continuous  suture  has 
been  objected  to  becautte  it  remains  firm  only  so  long  as  each 
stitch  remains  secure,  and  that,  when  it  is  cast  off  inside  the 
Iwwel,  a  long  thread  remains  to  conduct  septic  material  into  the 
holes  in  which  it  still  lies.  The  second  objection  does  not  he 
if  the  suture  is  placed  outside  in  the  serous  and  muscular  coats^ 
and  the  first  is  not  a  strong  one  if  the  suture  is  properly  placed. 
The  best  continuous  sutures  are,  in  my  opinion,  those  o( 

Dupuytren  (Fig.  59)" 
and  AppolitO  (Fig.  60), 
the  latter  modified  as 
suggest.  Dupuytren'fl 
suture  gives  perfect «[ 
])osilion  of  serous  sur- 
faces, and  is  the  most 
easily  and  quickly  in- 
serted of  all.  The 
suture  of  .'Vppolito. 
modi6ed  as  shown  in 
the  diagram  to  avoid  the  necessity  of  placing  a  body  in  the 
intestine  lo  which  the  end  of  the  ligature  is  attached,  can 
be  inscned  with  great  rapidity  after  a  little  practice,  and  gives* 
wonderfully  accurate  apponlion. 

There  is  one  objection  to  the  continuous  suture,  and  that  is, 
that,  if  the  bowel  contracts,  it  is  loosened  and  may  permit  the 
wound  to  gape.  As  a  sole  means  of  closing  the  ends  of  com- 
pletely divided  bowel,  the  continuous  suture  must  be  condemned ; 
but  as  an  extra  suture,  applied  over  specially  dangerous  pans 


Fig.  59. 
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to  give  additional  strength  and  seourity,  it  is  of  great  value.  Its 
chief  virtues  are,  that  it  can  be  (]uicldy  applied,  and  that  it  pre- 
vents distension  of  the  sutured  gut  and  possible  giipinjj  between 
the  interrupted  sutures. 

Of  inttTTupud  iutures,  the  best  known  ate  those  of  Lcmbcrt 
(Figs.  51  &6i),  Czerny  (Fig.  62),  and  Gussenbauer  (Fig.  63). 


I-'ic.  60. 
The  iHUitimal  SMurt  of  Aff^U«  mtdifitd. 

In  Lembort*s  method,  all  the  sutures  are  placed  outside  the 
bowel:  this,  always  the  favourite  method,  I  believe  to  be  still 
the  best.  Czcrny's  method  combiacs  Lcmbert's,  with  the 
addition  of  a  second  row  passing  through  the  whole  thickness  of 
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Fig.  6i. 

Ltmttrt'i  latnlintit 


FiC.  61. 

Cttnft  Utnlimtl 
Satan. 


Fig.  63. 


Cnttntrnwr't  twtitUmil 
Sittiat. 


the  gut  and  tied  inside.  Gusscnbauer's 
method  comliines  the  Czerny  and  the 
Lembcrl  in  one  suture,  but  does  not. 
like  the  former,  traverse  the  mucous 
membrane. 

Bishop  (Fig.  64)  has  introduced 
successfully  employed  in  the 
animals  an  ingenious  and  satisfactory 
suture.  It  is  a  sort  of  intenuptedj 
shoemaker's  stitch  introduced  on  ii 
mucous  aspect,  each  suture-loop  being 
tied  on  alternate  sides  of  the  line  of 
junction.  It  is  not  a  rapid  mctfaod 
of  suturing, 


nor    is   it 
very  easy 
of  applica- 
tion ;  and  it 
is  open   to 
the  further 
objection, 
that  the  su- 
liires   are 
all  OD  the 
mucous 
aspect, 
and  that 
they,  by  their  series  of  transverse 
constrictions,  necessarily  cause  nar* 
rowing  of  the  calibre.      I   believe 
that,  as  a  subsidiary  suture  to  be 
applied   at   weak    parts,    Bishop's 
is  of  great  value;    but  as  a  com- 
plete suture  (or  tbc  whole,  1  think 
it  might  be  excelled  by  others. 

Special    mention    niuiit    be 
mode  of    the    "  quilt  "-sature    of 


Fic.  64. 

Bmpfi  ttltttaml  Sulm, 
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Fig.  65. 

flattU^i  Plain  QtiltSatar/. 


Halsted.''  (Fig.  65.)     In  his  numerous  experiments  he  found  it 
the  l>rst  of  all.     Il  takes  a  very  powerful  hold  of  the  tissueit, 
and  will  bear  a  great  strain  without  causing  tearing;  on  this 
ground,   1   would   advise  its  use  in 
puttinf;  the  parts  on  the  stretch  for 
the  application  of  the  Lemhert  su- 
ture, even  where  it  is  not  employed 
throughout.     The  "plain-quilt 
stitches"  do  not  produce  such 
deep   apposition    as   the    "huried- 
knot    half   slilches."      Although   it 
has  not  yet  been  proved  tlwt  they 
ate   as  good   as    the   Lembert    for 
operations  on  the  human   subject, 
still  there   cun    he   no   doubt   th.it 

Ihey  provide  us  with  a  very  strong  and  easily  applied 
method  of  suturing  which  may  be  employed  to  supplement 
other  methods. 

The  suturing  may  he  carried  out  cither  while  one  or  other  of 
the  clamps  mentioned  is  on  the  ends  of  intestine ;  or  by  the  aid 
of  the  fmgers  alone,  small  sponges  being  placed  in  the  open 
ends  to  prevent  escape  of  the  intestinal  contents;  or  while 
its  walls  rest  on  a  cylinder,  over  which  the  ends  of  bowel  arc 
drawn. 

Of  such  cylinders  a  great  variety  has  been  suggested  and  used. 
The  trachea  of  an  animal ;  a  cylinder  of  tallow,  or  cacao  butter, 
or  dough,  or  isinglass,  or  such  liijuefiable  material ;  a  decalcified 
hollow  bone ;  a  roll  of  oiled  cardboard,  and  other  materials  of 
allied  nature,  have  been  mentioned  or  used.  For  this  purpose 
the  sausage-shaped  soft  rubber  bag  invented  by  Treves  is  un- 
doubtedly the  best.  The  bag,  when  empty,  is  placed  in  the  open 
ends  of  the  bowel  and  inflated ;  when  the  last  slitches  are  about 
to  be  inserted  the  air  is  allowed  to  escape,  and  the  bag  is  removed 
collapsed  and  empty.  Most  sui^eons,  however,  Treves  himself 
among  the  number,  regard  all  such  devices  as  unnecessary,  and 
place  the  stitches  without  the  introduction  of  any  foreign  body. 
•  Inlimal.  Jmnt.  0/  Utt.  St.,  Oci.,  18S7. 


RESECTION  OF  INTESTINE. 


Whilst  endeavouring  to  tlo  fiili  justice  to  every  good  method 
of  suturing  Hie  bowel,  ]  may  be  permitted  to  dcscril>c  iD  detail 
one  method  which,  for  ordinary  cases  of  resection,  is,  in  my 
opinion,  the  most  perfect.  This  method  will  most  easily  be 
comprehended  by  a  reference  to  the  accompanying  draw^ing. 
made  to  hfc-scale.     (Fig.  66.)    The  Lembert  suture  tscmployed. 

The  diseased  intestine  has  been  cut  away,  the  mesentery 
being  divided  as  close  to  the  bowel  as  is  deemed  desirable,  aod 
no  wedge-shaped  portion  being  removed.  Two  Maldns'  clamps, 
covered  with  nibbci-tubing,  have  been  appUed,  at  a  distance  of 
about  half  an  indi  from  the  divided  ends  of  bowel.  A  purse- 
string  stitch  has  l)ccn  so  arranged  along  the  divided  margin  of 
mesentery  that  it  draws  together  the  gap  of  cellular  tissue 
and  the  attached  margins  of  gut,  while  it  leaves  free  small  flaps 
of  peritoneal  membrane  which  may,  if  deemed  desirable,  be 
grafted  on  to  the  base  of  the  line  of  union.  Four  quilt-sutures 
have  been  inscncd  on  the  opposite  sides  of  the  divided  gut.  ia 
the  exact  line  in  which  the  Lembert  sutures  are  to  be  placed ; 
(he  two  on  each  side  arc  gathered  together  in  tlie  blades  of  catch- 
forceps,  and  gentle  and  steady  traction  made  on  them  by  an 
assi.stant.  This  raises  a  well-deltned  fold  along  the  edge  of  the 
bowel;  into  this  fold  the  sutures  are  inserted.  The  insertion  ol 
tfaeae  quilt-stitches  makes  certain  that  equal  distances  of  the 
bowel  are  arranged  for  suturing,  and  also  by  raising  a  fold  makes 
the  insertion  of  stitches  more  easy,  and  ensures  their  being 
placed  in  a  straight  line.  The  whole  operation  is  carried  out 
while  tlie  parts  are  resting  on  a  warm  sponge-cloth  lying  on  the 
abdominal  wall,  and  while  seveial  sponges  packed  into  the 
cavity  keep  back  the  bowels.  The  assistant,  with  one  hand, 
holds  one  pair  of  forceps,  and  steadies  the  clamps  by  their 
extremities;  with  the  other  he  holds  the  other  pair  of  forceps. 

Ahoiii  a  tlozcn  ordinary  milliner's  needles  are  threaded  with 
the  hnc  silk  selected  for  the  purpose  I£ach  needle  carries 
sufficient  silk  to  make  three  sutures — say,  eighteen  inches  in 
length  altogether.  Three  stitches  may  be  placed  as  a  continuous 
suture  with  one  thread  eighteen  inches  long:  the  loops  are 
divided,  and  another  threaded  needle  is  taken  up.     If  the  needle 
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is  not  too  shnrp,  the  insertion  of  the  sutures  may  be  carried  out 
with  great  practical  facility  and  almost  physiological  precision. 
Halsted's  statements  as  to  the  resisting  nature  of  the  strong 


Fig.  66. 


Dnsring  to  thtv  mtlid  of  tultitiiul  Salm. 
■  Par  dsKriiiltDfl  im  1\nl.| 
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fibrous  coat  are  verified  at  every  stitch :  it  is  scarcely  possible 
to  ignore  them.  The  needle  passes  re«dily  tlirough  llie  serous  j 
and  muscular  coats,  then  it  is  checked  ;  a  rapid  change  from  the 
vertical  to  the  horizontal  position  picks  up  a  few  threads  of  the 
tough  fibrous  coat,  and  the  needle  emerges,  to  be  inserted  in  the 
same  way  on  the  other  side. 

Thus  the  sutures  are  placed  along  one  side  of  the  bowel 
between  the  qui  It -suture*.  They  arc  then  gathered  together  in 
the  hand  of  the  assistant,  as  in  closure  of  the  parietal  wound  in 
abdominal  section,  and  syscentatically  tied  from  one  end  to  the 
other.  Finally  the  quilt-sulures  are  tied,  the  four  threads  being 
cither  tied  in  one  knot  or  in  two.  The  same  process  is  now 
carried  out  on  the  other  side,  and  the  operation,  so  far  as  the 
bowel  is  concerned,  is  completed.  The  gathered*up  layers  of 
mesentery  are  finally  inspected;  and  if  there  is  any  redundant 
tissue,  this  is  raised  as  far  as  possible  up  the  line  of  union  on  the 
intestine  and  fixed  there  by  a  suitable  stitch.  This  will  add  to 
the  strength  and  security  at  a  point  where  experience  has  shown 
it  to  be  specially  wanted. 

As  the  full  reports  of  Senn's  experiments  on  resection  have 
not  yet  come  to  this  country.  I  cannot  describe  his  mode 
of  using  grafting  or  transplant  at  ion  of  the  omentum.  It  is 
clearly  a  mo»t  valuable  su^eslion,  and  one  which,  as  grafting 
especially,  I  should  certainly  employ  where  possible  in  every 
case  of  resection. 

The  clamps  being  removed,  the  intestinal  contents  above 
them  arc  |>crmittcd  and  encouraged  to  pasiS  downwards,  and  the 
security  of  the  suture  carefully  tested.  At  any  point  which 
seems  weak,  a  continuous  Dupuytrcn's  suture  may  be  insetted. 
The  bowel  is  finall}'  cleansed  by  a  stream  of  warm  lotion,  and 
may  now  lie  treated  in  one  or  other  of  three  ways : 

(i)  It  may  be  returned  into  the  abdominal  cavity,  the 
abdominal  wound  being  closed  over  it  in  the  ordinary  way. 

(a)  The  liowel,  carefully  protected,  may  be  left  outside  for  a 
few  hours  till  adhesive  inflammation  has  scaled  up  the  hncs  of 
incision.  The  sutures  in  the  parictcs  are  placed  in  position,  but 
not  tied  till  the  bowel  has  been  returned.   Schede  suggested  this 
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plan  ;  but  the  risks  of  distcnsioo  of  the  extruded  bowel,  and  of 
extrusion  of  more  bowel,  are  so  great,  that  it  has  not  generally 
been  adopted. 

[3)  The  sutured  bowel  is  returned,  and  fixed  by  a  stitch  or 
two  to  the  parietal  pentoneum.  The  abdominal  wound  is  left 
open  at  the  point  of  fixation,  but  closed  above  and  below. 
A  good  many  cases  which  h;ive  recovered  have  done  so  after 
(xccs  had  burrowed  an  opening  through  the  closed  parietal 
wound ;  and  some  have  died,  apparently  because  free  exit  was 
not  given  to  extravasated  intestinal  contents.  There  is  no 
strong  objection  to  this  plan;  if  there  is  any  doubt  as  to  the 
pi:rrcction  of  the  suturing,  it  ought  to  lie  followed. 

When,  however,  there  is  no  strong  reason  to  the  contrarj', 
most  surgeons  prefer  to  completely  return  the  sutured  bowel 
into  the  cavity,  and  close  the  abdominal  wound  over  it. 

Where  suture  of  the  divided  ends  is  rejected,  on  account  of 
the  great  weakness  of  the  patient  forbidding  prolongation  of  the 
proceeding,  or  on  account  of  practical  difficulties,  an  artificial 
anus  is  formed.  This  is  done  by  bringing  both  ends  of  the 
bowel  out  through  the  abdominal  wound  at  a  convenient  point, 
and  suturing  them  to  the  wound-margin  and  to  each  other 
where  they  are  in  conlact.  Great  accuracy  must  be  observed  in 
cflccting  closure  of  the  openings  into  the  abdomen  ;  and  when 
they  arc  closed,  they  ought  to  be  liberally  smeared  with  some 
oleaginous  antiseptic  preparation. 

In  excision  of  the  large  bowel  a  few  points  demand  si>ec)al 
notice.  It  is  rarely  possible  with  complete  satisfaction  to  re- 
move a  piece  of  ascending  or  descending  colon  through  a  median 
incision.  In  several  cases  where  the  median  incision  has  been 
adopted,  a  supplementary  transverse  incision  has  been  requisite. 
As  it  matters  little  where  the  abdominal  incision  is  made,  this 
ought  to  be  always  over  the  tumour.  For  purposes  of  diagnosis, 
where  the  tumour  cannot  be  felt  through  the  parietes,  a  small 
median  incision  a  little  below  the  umbilicus  may  be  made  for 
the  insertion  of  the  forefinger.  When  the  site  of  the  tumour  is 
made  out,  a  resection  incision  may  be  made  at  a  suitable  spot 
and  the  exploratory  incision  closed.     The  incision  for  lumbar 
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colotomy  is  not  a  satis&ctory  one  for  resection  of  colon.  It  is 
too  deep  and  confined ;  the  wound  niade  is  of  very  large  dimen- 
sions, and  through  a  lumbar  wound  it  is  not  easy  to  delimit  the 
amount  of  disease. 

The  after-treatment  of  these  cases  requires  no  special  com- 
ment.  The  intestinal  movements  are  subdued  by  the  adminis- 
tration  of  opium.  The  patient  is  nourished  by  artificially 
digested  foods,  which  are  absorbed  by  the  stomach  and  upper 
bowel,  and  which  leave  no  residue.  If  the  intestinal  wound  is 
high  up,  rectal  feeding  may  be  instituted.  For  the  rest,  the 
treatment  is  as  in  ordinary  cases  of  abdominal  section. 


Operations  for  Artiflcial  Anus  and 
Fsecal  Fistiila. 


The  tteatment  of  the  artiBcial  anus,  which  may  resuli  from 
any  of  the  above  operations,  demands  separate  consideration. 
In  those  cases  where  the  formation  of  artificial  anus  is  all  ihat 
was  intended  by  way  of  prolonging  life,  all  that  can  be  done  is 
to  attend  to  the  hygiene  of  the  opening.  In  others,  the  forma- 
tion of  false  anus  was  simply  one  step  towards  the  permanent 
cure;  and  the  cure  of  this  fistula  is  attempted  at  the  ]>roper 
time.  In  other  cases,  a  false  anus,  or  rather  a  f<ec3l  fistula,  may 
result  from  the  yielding  of  stitches  after  enterorraphy,  and  an 
operation  to  cure  this  fistula  may  be  forced  upon  us. 

A  false  anus  may  be  described  as  an  opening  in  the  bowel 
which  forms  a  communication,  through  the  parieles,  between  the 
intestinal  canal  and  the  outer  air.  The  bowel  around  this 
opening  is  adherent  to  the  parietal  peritoneum  over  a  varying 
extent  and  by  tissues  of  varying  thickness  and  density,  according 
to  the  amount  of  original  inflammation  and  the  standing  of  the 
case.  The  opening  in  the  parieles  to  which  the  gut  is  adherent 
is  of  varying  depth  and  size,  according  to  the  thickness  of  the 
parictcs  and  the  position  where  the  bowel  has  become  adherent. 
Its  margins  are  puckered  and  depressed,  and  the  skin  around  it 
US  red  and  excoriated.  Sometimes  there  are  two  such  openings 
lying  close  to  each  other.  The  conditions  of  greatest  practical 
importance  are,  tlie  amount  of  bowel  which  has  been  lost,  and 
the  degree  of  flexure  of  the  two  intestinal  tubes  upon  them- 
selves. In  cases  where  artificial  anus  has  been  made  after 
resection  of  bowel  for  gangrene  or  disease,  two  pieces  of  intesti- 
nal tube  lie  parallel,  and  separated  from  each  other  by  their 
double  adlierent  walls.  The  end  through  which  faeces  pass  will 
be  dilated;  the  lower  end  will  be  collapsed,  shrivelled,  and 
empty.  Between  this  condition  of  parallehsm  with  destruction 
of  bowel,  and  mere  slight  bending  with  a  hole  in  the  side  of  the 


478 


OPERATIONS  FOR  ARTIFICIAL  ASUS. 


gut,  thetc  are  many  varU-tics.  The  accompanying  tti.igramt 
(Fig.  67)  i^ve  some  idea  of  these  varieties.  In  most  cases,  the 
conlinuily  of  llie  bowel  altovc  and  below  tlie  fistula  is  in- 
tcmiptciJ  by  n  »pur  or  septum  {ipnm  of  Dufmytren),  formed 
by  the  intestinal  walls  bent  inwards.  This  spur  varies  io 
dimensions  from  a  mere  elevation  or  flap  (Fig.  67,  II.),  to  a 

complete  barrier  to 
the  passage  of  feces. 
lFig.67,111.)  Itin- 
crcases  in  tize  with 
the  duration  of  the 
KS|      "^v.  Mk^    - — ^"^-s..^^       case,  being  drag^jed 

■B|\^^l     \^  ^B^ ^^— ^       down  by  the  fxces 

^H     ^\^  !■  and  pushed  over 

the  lower  coliapftcd 
bowol.  The  upper 
bowel  itself,  from 
its  constant  dis- 
^^  charge  of  function, 

BH        ^         '"""k        ...^'^^        becomes    increased 
j»^^^^^^,' .  '~|--       I — J       ^  in   size    and    more 

^H  """"l       '"  vascular ;  while  tlie 

^H  lower   portion    may 

^H  become    i^hrivelled 

a  10  the  sue  of  foetal 

life.  Hence,  it 
is  important  that 
any  operative  pro- 
cedures should  be 
done  early.  The 
existence  of  this 
spur  is  the  chief  practical  difierence  between  false  anus, 
which  discharges  the  whole  of  the  intestinal  contents,  leaving 
nothing  to  pass  into  the  lower  gut,  and  fxcal  fistula,  which 
may  be  a  mere  opening  in  tlie  gut  without  flexure  upon  itself, 
and  peniiitting  extravasation  of  only  part  of  the  contents.  In 
the  cute  of  false  anus,  this  spur  is  the  chief  obstacle :  if  fxcal 
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Fig.  67. 

magnau  U  %\om  MrMm  «f  Attifi<tat  Annt. 


L  Lmn  Dnrtt.  I.  KmiI  yiirula. 
ihtrab*in«iBS«u(.  II.  FaolFUMtt  iiiih  Sonr.  Ill- Fdio 
Anu*  villi  Sfqi,  irtlcli  (soiplaMtj  thoii  dD  aa  VvV"  (to™ 


■■rabfinfiBStui. 
..nu*  villi  Sni,  irtlcli  (soiplaK  , 
■Itc  L»ra  Ihnral.    IV.  DjoUt  FMal  Piuala. 
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fistula  does  not  spontaneously  cure,  suturing  or  even  resection 
of  the  bowel  is  necessary. 

The  imticatioiis  for  epeyation  in  fitcal  fistula  may  l>e  much 
Stronger  than  a  mere  tlcsirc  to  get  cured  of  a  worrying  or  loath- 
some complaint.  If  the  opening  is  high  np  in  the  bowel,  rapid 
emaciation  from  escape  of  the  chyle,  and  death  from  tnanition, 
may  be  apprehended.  The  urgency  of  symptoms  arising  from 
escape  of  nourishment  will  depend  upon  the  sititntion  of  the 
opening;  but  it  seems  to  be  a  very  general  rule,  that  wasting 
is  to  be  expected  if  tlie  opening  is  anywhere  in  the  jejunum 
or  lop  piirt  of  the  ileum.  Besides  this  danger,  patients 
with  false  anus  are  liable  to  prolapse  of  the  bowel  through 
the  opening,  or  even  to  ordinary  hernia. 

Trealmtnt.— The  mode  of  treatment  first  adopted  will  depend 
upon  the  nature  of  the  case:  and  the  simpler  methods,  whidi 
promise  a  chance  of  cure,  are  put  into  use  before  the  more 
severe  plans.  The  modes  hitherto  recommended  may  be 
classified   as — 

(i)  Plastic  Closure,  by  pressure  or  plastic  operation  on  the 

fiecal  opening. 
(3)  Depression,  division,  or  removal  of  the  spur,  to  restore 

the  patency  of  the  canal. 
(3)  Resection  of  the  fistulous  portion  of  bowel,  and  suturing 

of  the  free  ends. 


(i)  The  mode  of  treatment  by  clotiug  the  fatal  opening  is  em- 
ployed only  in  those  cases  where  there  is  no  spur,  or  where  it 
has  been  removed,  and  where  there  is  free  communication 
between  the  upper  and  lo\ver  segments  of  bowel.  It  would  be 
most  suitable  in  cases  of  f:ecal  fistula. 

Pressure  exerted  by  an  clastic  truss,  or  strapping  laced 
tightly  over  it,  so  arranged  as  to  bring  the  granulations  around 
the  fistula  into  apposition  and  keep  them  apposed,  has  in  some 
cases  effected  a  cure.  The  use  of  the  actual  cautery,  or  of 
some  caustic  material,  is  occasionally  effectual.  Fixing  the 
edges  in  apposition,  after  paring  them,  by  harelip  pins  or  silver 
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wire  has  been  eGTectual.  If  all  these  fail,  an  attempt  to  close 
the  opening  by  a  plastic  operation  may  he  made.  What  form  > 
this  plastic  operation  will  take  must  depend  on  the  nature 
of  the  opening  to  be  closed :  but  I  believe  that  the  best  plan,  in 
most  cases,  would  be  by  two  flaps — one  turned  on  its  face  over 
the  opening,  and  the  other  laid  hy  its  raw  surface  over  the 
surface  of  the  first.  The  fistula  should  be  drawn  as  closely 
together  as  possible  by  catgut  sutures  under  the  Haps,  so  as  10 
prevent  extravasation  of  fsccs  into  the  uniting  portions;  and 
the  under  flap  should  be  fixed  all  round  the  opening,  also  by 
catgut  sutures. 

(3)  By  Ttmeving  tht  cbstruftittg  spar  caused  by  the  infold- 
ing of  the  mesenteric  aspect  of  the  bowel,  and  so  permitting 
the  free  {>assage  of  the  intestinal  contents,  a  spontaneous  closure 
may  take  place.    This  may  l>e  done  in  various  ways. 

The  simplest  and  [)crhaps  the  best  method  is  by  the  inser- 
tion of  a  piece  of  tliick  rubber  tubing  into  llie  two  openings, 
which  pushes  downwards  the  spur  by  its  continues  cITofls  (o 
become  straight.  A  string  attached  to  it,  and  carried  out  of  the 
opening,  prevents  its  getting  out  of  reach.  Mitchell  Banks  has 
had  several  very  gratifying  successes  by  this  method.  It  is 
evidently  superior  to  ihc  older  methods,  by  tangle  tents  and  such 
like.  A  silver  tube  has  been  used ;  but  it  may  be  very  difficult 
of  introduction,  and  may  even  produce  some  risk  of  pcrfbra- 
tioi).  Tlie  ends  of  the  rubber  tul>ing  may  be  cut  obliquely,  to 
facilitate  introduction  and  diminish  imtaiion  by  its  sharply  cut 
ends.  The  method  by  rubber  tubing  is  exceedingly  simple, 
quite  harmless,  and,  if  employed  early  enough  in  the  case,  (iiU 
of  good  promise. 

CnJua]  JifiuM  of  the  spur  by  ligature  has  been  recommended 
and  practised  by  several  surgeons.  A  ligature  is  passed  through 
the  base  of  the  spur,  and  made  to  cut  its  way  through.  As 
we  cannot  always  be  certain  that  peritoneal  surfaces  are  in 
adhesion  at  the  base  of  the  spur,  this  thread  may  be  carried 
into  the  peritoneal  cavity  and  set  up  |)eritonitis-  Dupuytren 
lost  a  patieal  through  peritonitis,  after  the  use  of  the  scissors  to 
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complete  a  cuic  by  ligalioa,  aad  he  abandoned  this  method.  It 
is  not  .1  plan  to  be  recommended. 

DrttrudiM  by  the  Enttrotomi. — Since  the  introduction  of  this 
instrument  by  Dupuytren,  and  the  great  success  that  followed 
its  use,  the  mode  of  destroying  the  spur  by  slow  crushing  has 
enjoyed  a  considerable  amount  of  favour.  Dupuytreu's  well- 
known  instrument  has  been  modified  and  improved  by  Blasius, 
Delpech,  Reybard,  Gross,  and  others.  Probably  the  best  of 
these  is  Gross's  enterotorae,  which  not  only  divides  the  spur, 
but  removes  it.  Its  structure  is  simply  that  of  a  large  torsion 
forceps,  the  points  of  which  are  transformed  into  two  circular 
opposing  rings.  These  are  made  to  include  the  spur,  and  are 
left  till  the  compression  of  the  blades  cuts  their  way  through, 
removing  the  greater  part  of  the  spur  between  them.  Ay  the 
compressed  portion  sloughs  away,  protective  inflammation  is 
set  up  in  the  neighbouring  peritoneum.  In  a  very  few  cases, 
however,  perforation  has  been  caused  by  the  enterotome,  and 
death  has  resulted.  This  ought  to  make  us  careful  in  ascertain- 
ing  that  there  is  a  spur  with  at  least  some  amount  of  adhesion 
between  its  parts.  The  results  of  Dupuytren's  method  of  opera- 
ting are  very  favourable.  Herman*  has  collectc<l  records  of  8+ 
cases,  with  a  mortality  of  only  8.5  per  cent.,  a  complete  cure  in  jO 
cases,  and  in  26  considerable  improvement.  The  mortality  is  so 
small,  and  the  results  (if  trustworthy,  which  is  just  doubtful)  so 
good,  that  the  method  of  treatment  ought  to  be  adopted,  where 
Ccasiblc  before  having  recourse  to  more  hazardous  proceedings. 

After  any  of  the  above  proceedings  it  may  be  necessary  to 
close  up  the  opening  by  a  plastic  operation. 


(3)  Htstction  and  Suture  0/  Ike  iHtesiim  is  a  grave  and  difficult 
proceeding,  to  be  adopted  only  when  all  other  methods  fail,  and 
when  the  patient  is  losing  ground  from  the  effects  of  the  com- 
plaint. It  may  be  iodicaled  in  cases  where  there  are  several 
faecal  fistula;,  with  several  openings  in  the  bowel  which  cannot 
be  closed  by  the  ordinary  modes  of  treatment.  In  cases  of  Large 
loss  of  substance  of  one  side  of  the  bowel,  without  Rexure  and 

*  Land.  Med.  Htt..  i88j,  p.  187. 
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without  tbe  existence  of  a  spur,  resection  may  from  tlK  first 
afford  the  only  prospect  of  cure.  Again,  when  there  is  extenuve 
prolapse  of  the  mucous  membrane  which  cannot  Iw  controlled, 
and  which  is  causing  uiccraiion  or  inllammaiion  of  the  bowel, 
resection  may  be  indicated. 

Xlr.  G.  H.  Makins'  ha§  made  a  laborious  and  complete  list 
of  all  the  recorded  cases  of  enterectomy  for  artificial  anus.  Out 
of  39  cases  where  ihc  operation  was  performed  for  this  purpose. 
15  (3S.4  '/J  died  of  the  operation.  Of  the  fatal  cases,  9  died  of 
septic  peritonitis — 5  of  which  were  from  f;ecal  extravasation,  in 
3  cases  from  the  me.Henteric  border.  Of  the  34  that  recovered, 
3  were  loft  with  artificial  anus.  These  results  are  sufficiently 
«Dccniraging,  and  more  than  justify  the  proceeding  in  cases  such 
as  those  indicated. 

The  proceeding  so  carefully  planned  and  so  skilfully  carried 
out  by  Makins,  seems  to  me  to  fulfil,  as  far  as  possible,  the 
best  principles  of  surgery,  and  the  following  description  is  based 
on  his  account  of  his  case : 

Preliminary  proceedings,  to  permit  of  operation  with  an 
empty  bowel  and  a  pure  wound,  will  t>e  instituted.  For  a  couple 
of  days  or  so  before  oiwration  the  patient  is  to  be  fed  upon 
nutrient  enemas,  all  food  by  the  mouth  being  withheld.  Just 
before  the  operation  the  bowel  may  be  irrigated  with  warm 
water  till  the  fluid  returns  clear.  If  it  is  possible  to  wash  out 
the  lower  bowel  as  well  as  the  upper,  this  had  ttclter  be  done. 
The  fistula  and  the  parts  surrounding  may  be  kept  soaking  for 
twenty-four  hours  or  so  before  operation  in  carbolic  lotion,  as 
Strong  as  can  be  borne  without  causing  smarting — probaUy 
about  1-30.  When  the  patient  is  anaesthetised,  the  surrounding 
skin  is  to  be  scrubl>ed,  first  with  turpentine  and  then  with  i-zo 
carbolic  lotion,  by  means  of  a  nail-brush.  All  granulations  ate 
to  be  scraped  off  or  scrubbed  off,  and  their  site  thoroughly  puri- 
fied. The  spray  may  now  be  turned  on,  and  the  operation  pro- 
ccedc<l  with,  in  the  expectation  of  its  l>eing  an  aseptic  oiw. 

An  incision,  vertical  by  preference,  is  made  through  the 
abdominal  walls  for  about  an  inch  and  a  half  on  each  side  of  the 

■  Si.  Tim.  Iltnf  Rtf.,  x'ol  xiii.,  t»»4.  p.  tSi. 
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fistula — more  or  less,  as  circumstances  render  expedient.  The 
cavity  l>eing  opened,  the  condilioi)  of  the  entering  and  letiirning 
bowel  is  inspected — their  relations,  the  amount  and  nature  of 
the  adhesions  present,  and  so  forth.  The  ends  arc  now  care- 
fully dissected  away  from  their  adhesions,  liberated,  and  drawn 
through  the  wound.  After  the  abdominal  cavity  is  opened,  the 
chance  of  extravasation  of  the  intestinal  contents  may  be  pre- 
vented by  the  insertion  of  a  sponge,  or  the  placing  of  two  clamp- 
forceps  round  the  wound,  or,  perhaps  best  of  all,  by  grasping 
the  bowel  around  the  opening  by  a  Nelaton's  or  other  suitable 
forceps  and  leaving  it  attached  there.  When  the  bowel  is  pullet) 
out  so  far  as  to  give  freedom  for  the  application  of  the  sutures 
after  it  has  been  resected,  the  abdominal  cavity  is  to  Ik  closed 
as  far  as  possible  by  the  packing  in  of  sponges.  .\  large  sjrongc 
would  with  difficulty  be  inserted ;  but  several  strips  of  fiat 
sponge,  or  several  small  sponges  tied  together,  will  serve  the 

IE  purpose.  When  the  opening  is  satisfactorily  closed,  the 
lamp-forceps  are  put  on — one  on  each  side  of  the  two  incisions 
— and  the  bowel,  with  the  fistula  in  it,  is  cut  away  with  scissors 
beyond  the  site  of  the  old  adhesions.  The  mesentery  being 
united  by  a  double  row  of  continuous  suture,  if  a  triangular 
piece  has  been  removed ;  or  by  a  purse-string  suture  if  no 
mesentery  has  been  removed,  the  suturing  of  the  divided  ends  is 
now  proceeded  with.  If  the  two  ends  of  bowel  are  of  very 
different  calibre,  as  is  frequently  the  case,  some  difficulty  in 
getting  apposition  may  be  apprehended.  The  lower  opening 
may  be  gently  dilated  to  a  slight  extent  by  the  fingers,  and  tliis 
may  sufBce;  but  it  may  be  necessary  lo  cut  the  lower  bowel 
obliquely  away  from  its  mesenteric  attachment,  so  as  to  increase 
the  area  to  be  sutured.  The  suturing  is  carried  out  exactly  as 
for  ordinary  enterecComy,  already  described. 

If,  after  the  bowel  has  been  sutured,  it  is  found  impossible 
to  bring  together  the  edges  of  the  fistulous  opening,  it  may  be 
wise  to  complete  the  closure  of  the  abdominal  wound  by  a 
plastic  operation.  As  to  dressing,  nothing  need  be  added  to  the 
accounts  already  given. 
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The  surgery  of  the  kidneys  might  he  arranged  under  the  three 
heads  of  incision,  removal,  and  Bxation.  Incision  is  performed 
for  the  evacuation  of  cystic  and  purulent  collections,  and  for  the 
removal  of  stone :  the  first  class  of  operations  is  known  by  the 
name  Nephrotomy  (i'r^/>di — kidney,  and  to^iJ — incision) ;  the 
second  is  specialised  as  Nephro-lithotomy  [i'«j)iioi,  Xi'Ooi — stone, 
To/iii).  The  kidney  may  be  removed  for  any  of  the  conditions 
which  justify  nephrotomy,  and  specially  for  solid  new  growths. 
The  operation  of  excision  of  the  kidney  is  named  Nephrectomy. 
Operative  fixation  of  a  movable  kidney  is  named  Nephrorraphy 
(••E0/JOS  pn^ij — suture).  As,  however,  stitching  is  not  an  essen- 
tial part  of  the  operation  for  fixing  a  movable  kidney,  some  other 
word,  such  as  Nephropexis  (m'lyvufii — fix),  would  be  more  exact. 
Nephrorraphy  is  properly  applicable  to  the  stitching  up  of 
wounds  in  the  kidney. 
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SURCCCAL  ANATOMY  OF  TIIS   KIDK8VS. 

I  size  of  the  kidney  in  health  is  about  4  inches  in  Jeogth, 
2}  inches  in  breadth,  and  between  1  j-  and  i)  inch  in  thickness. 
Tlic  light  kidney  is  a  little  shorter  and  broader  than  the  left. 

The  kidneys  lie  deep  in  the  himbar  regions,  embedded  ia 
capsules  of  fatty  tissue.  Each  kidney  overlies  portions  of  tlio 
diuphragui,  the  iransversalis  aponeurosis,  and  the  psoas  muscle. 
Vertically,  the  position  of  the  kidneys  is  liable  to  some  variation 
in  health  and  in  disease.  Morris"  says  that  "  the  upper  edge  of 
the  kidney  corresponds  with  the  space  between  the  eleventh  and 
twelfth  ribs,  and  the  lower  edge  is  nearly  on  a  level  with  the 
middle  of  the  third  lumbar  spine."  This  is  probably  correct : 
it  certainly  corrcsponde  Vfith  a  good  many  observations  which  I 
have  made.  Braune  places  theni  in  similar  position,  the  left 
being  a  little  higher.  Luschka's  observations  correspond,  or 
place  them  about  about  half  an  inch  higher  still.  The  ordinary 
descriptions  in  the  text-books  place  them  about  half  a  vertebra  too 
low-  The  level  of  the  hilum,  the  pan  which  concerns  us  most, 
is  practically  that  of  the  first  lumbar  vertebra-,  that  is,  just 
clear  of  the  ribs  behind,  and  overlapped  by  the  floating  ribs  in 
front. 

The  long  axis  of  the  kidney  is  not  accurately  vertical,  nor 
arc  its  surfaces  anterior  and  posterior.  This  will  be  best  under- 
stood by  saying  that  if  the  vertical  axes  were  prolonged  upw.trds, 
tiiey  would  meet  near  the  surface  of  the  Ixxly  beliind  at  an  angle 
of  about  forty  degrees ;  while  if  the  transverse  axes  wctc  pro> 
longed  forwards,  they  would  meet  in  front  of  the  vertebral 
column  at  an  angle  of  about  sixty  degrees.  The  upper  end  lies 
deeper  and  nearer  to  the  spine  than  the  lower.  It  might  truth- 
fully be  said  that  the  surface  known  as  the  anterior  has  just  as 
much  right  to  be  known  as  the  exterior. 

The  right  kidney,  on  its  upper  and  anterior  aspect,  is  in 
contact  with  the  under  surface  of  ihc  liver.  This  fact  may 
explain  its  slightly  lower  position,  and  its  greater  tendency  to 
become  displaced.  In  direct  contact  with  its  anterior  surface, 
■  Swg.  Dit.  </  Kidmiyi.  p.  2. 
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where  they  are  uncovered  by  peritoneum,  are  the  duodenum  and 
the  junction  of  the  ascending  with  the  transverse  colon.  The 
top  of  the  left  kidney  touches  the  fundus  of  the  stomach  :  the 
upper  two-thirds  of  its  external  border  is  in  relation  with  the 
spleen;  in  front,  towards  the  inside,  lies  the  pancreas;  and 
crossing  its  anterior  surface  lower  down,  is  the  bcfpnoing  of  the 
descending  colon.  The  position  of  the  colon  in  relation  to  the 
ki<lney  Is  of  importance  in  diagnosis,  as  well  as  in  (^ration. 
When  the  kidney  becomes  enlarged,  the  colon,  boimd  down  to  it 
under  the  same  peritoneum,  is  carried  in  front  of  it.  Renal 
tumours,  of  necessity  growing  downwards,  burrow  under  the 
colon  and  push  it  forwards.  On  the  right  side,  the  ascending 
colon  is  usually  found  to  lie  vertically  on  a  renal  growth  ;  on  the 
left  side,  the  transverse  and  the  descending  colon  pass  obliquely 
in  curvilinear  direction  from  above  downwards  and  outwards. 
In  the  layer  of  peritoneum  which  passes  backwards  from  the 
colon  to  the  mesentery  lie 
the  vessels  which  supply 
the  colon ;  and  any  serious 
injur}'  to  these  VL-ssels, 
such  as  might  be  caused 
by  peeling  peritoneum  off 
renal  growth,  is  fraught 
with  danger  to  the  vitality 
of  that  ponion  of  bowel. 
The  i>eriloneum  which 
passes  from  the  colon 
over  the  tumour  towards 
the  abdominal  wall  may 
be  di\-idcd  without  fear 
of  injuring  the  vascular 
supply  of  the  bowel. 

The  structures  at  the 
hilum    (Fig.  6S)   of  the  Fic.  68.     [jiftn  w^i*aai 

kidney— the  artery,  the       stnKi,^  «  »,  „,,„  ^  ia,  uf,  kum^ 
vein,  and  the  ureter — arc  tiiwfi  fnm  MM. 

of   special   importance,  A.Ar«B.TiV.Tdi.(r.p«Mii  U.Ui«mi. 
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becaiisi;  thej'  (ortii  the  pedicle  in  cases  of  extirpation,  Tlie  direc- 
tion of  the  vessels  from  the  aorta  and  the  vena  cava  is  practically 
transveTSe.  The  right  artery  ascends  a  littic  to  its  kidney,  its 
origin  from  the  aorta  being  a  little  lower  down  than  the  left; 
it  is  also  longer  than  the  left,  owing  to  the  portion  of  the  aorta 
to  the  left  of  the  middle  line.  The  right  artery  passes  behind 
the  vena  cava.  Just  before  entering  the  hiliim.  where  the  vein 
lies  in  front  and  the  ureter  behind,  the  artery  lireaks  up  into  four 
or  live  branches,  wMch  are  distributed  to  the  renal  tissue.  These 
brnnches  mostly,  but  not  uniformly,  retain  their  position  behind 
their  corresponding  veins.  Small  branches  arc  given  off  to  the 
supra-renal  body,  the  ureter,  and  the  neighbouring  connective 
tissue.  The  renal  veins  are  a  good  deal  larger  than  the  arteries, 
and  overlap  tliem.  The  left  vein  is  longer  than  the  right,  having 
to  cross  the  aorta  to  enter  the  vena  cava.  Into  this  vein  the 
left  spermatic  and  the  left  inferior  phrenic  veins  discharge  tliem- 
selves:  both  vessels  are  quite  within  reach  of  injury  in  dealing 
with  the  renal  pedicle.  At  the  liilum  the  veins  branch  quite  as 
much  as  the  arteries,  and  the  subdivision  extends  farther  to- 
wards the  middle  line.  In  the  iiosl-mortem  room,  in  about 
twenty  subjects  examined  on  this  {toint,  I  have  been  surprised  at 
the  frequency  with  which  two  or  more  trunks  represent  the  renal 
vein,  sometimes  surrounding  the  artery.  Variations  in  the 
artery  arc  by  no  means  rare.  This  want  of  uniformity  in  the 
renal  vessels  is  against  the  possibility  of  ligaturing  artery  and 
vein  separately.  In  scratching  or  cutting  open  the  pelvis  of  the 
kidney,  it  is  quite  pos^ble  to  wound  a  vein.  Though  the  kidney 
is  a  very  vascular  organ,  yet,  as  its  vessels  run  in  a  straight 
course  towards  the  convex  border,  and  do  not  anastomose  to 
any  extent,  an  incision  may  be  made  from  cortex  towards  hitum 
without  causing  dangerou.s  bleeding. 

At  the  lower  border  of  the  kidney  the  ureter  begins  to  expand 
into  the  funnel-shaped  sac  known  as  the  pelvis.  In  the  hilum 
the  pelvis  gives  off  two  or  three  short  trunks,  which  in  their 
turn  subdivide  and  form  the  calyces  or  infundibula  which  open 
ova*  and  grasp  the  papillx,  Jordan  Lloyd*  has  found  that 
■  him,  UtJ.  Rn.,  Dec.  1886. 
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many  of  tlie  primary  tubes  are  more  than  an  inch  in  length, 
and  no  larger  than  a  No.  )o  catheter;  while  the  Mcondaiy 
lubes  run  as  fine  as  a  knitting  •needle.  In  such  cases,  it  is 
evident  that  a  finger  inserted  into  any  part  of  the  pelvis  could 
not  possibly  make  a  complete  examination  of  the  calyces:  and. 
OD  the  other  haml,  it  may  be  added,  that  a  stone  impacted  in 

one  of  the  primary'  lubes  could 
not  be  removed  through  a 
secondary  tube  opened  up  by 
an  incision  confined  to  the  tenal 
siniccure.  The  accompanying 
drawing  (Fig.  69),  which  is  more 
true  to  nuliire  than  any  I  have 
seen,  shows  clearly  the  truth  of 
Mr.  Lloyd's  contention. 

The  pelvis  passing  down- 
wards and  inwards  from  ihe 
hilum,  gradually  contracU  to 
form  the  ureter.  The  ureter  is 
said  to  Itcgin  at  the  lower  bor- 
der of  the  kidney,  and  passes 
downwards  and  inwards  behind 
the  peritoneum  to  its  insertion 
into  the  base  of  the  bladder. 
From  a)>ovc  don'nwards,  it  is  in 
relation  with  the  psoas  muscle 
and  the  genito-crural  nerve;  at 
the  brim  of  the  pelvis,  it  crosses 
the  external  iliac  vessels  on  the 
right  side,  and  the  common  iliac 
vessels  on  the  left ;  thence  it 
passes  in  the  fdd  forming  the 
posterior  false  ligament  of  the  bladder  to  its  inseilion.  All 
through  its  course  the  ureter  is  very  loosely  attached  to  the 
cellular  (issue  in  which  it  lies. 

The  kidney  is  kept  in  position  by  its  thick  packing  of  fatty 
cellular  tissue,  known  as  the  tunica  adiposa.    This  tissue  varies 


FiC.  69.     (Hbitihamm.) 
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in  amount  in  difTerent  individuals ;  but  it  is  always  of  consider- 
able thickness.  In  this  elastic  bed,  the  kidney  enjoys  some 
lihcTty  of  movement;  when  it  is  opened  up,  and  the  kidney  is 
exposed,  regular  movements  are  seen  to  follow  the  respiratory 
acts.  When  the  fat  is  partly  absorbed,  or  its  density  is  dimin- 
ished, anatomical  displacements  may  be  produced. 

In  operations  upon  the  kidney,  the  lowest  limits  of  the  pleura 
and  its  relations  to  the  twelfth  rib  are  of  importance.  Dum- 
riecher  of  Vienna,  in  an  operation  upon  an  enlarged  kidney,  I)y 
misadventure  opened  the  pleura.  Holl  of  Vienna  and  Lange  of 
New  York  have  made  studies  on  this  point,  which  show  that  the 
last  rib  is  frequently  so  short  as  to  be  overlooked,  and  that  the 
pleura  descends  as  low  as  if  the  twelfth  rihwere  of  normal  length. 
(Fig.  70.)    The  lower  edge  of  the  pleura  passes  horizontally 
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between  the  lower  boundary-  of  the  twelfth  dorsal  vertebra  and 
the  lower  edge  of  the  eleventh  rib.  whatever  be  the  condition  of 
the  twelfth  rib.  It  is  pccuharly  necessary,  therefore,  that  the 
upper  limits  of  incision  should  lie  marked  rather  by  counting 
Ihc  ribs  befoie  operation,  than  by  feeling  the  presence  of  the 
bony  rim  during  operation. 


Nephrorrapliy. 

By  Iliis  operation  is  meant  the  fixation  of  a  kidney  that  is 
niovahte.  It  need  not  tx;  the  replacement  of  a  misplaced  kidney; 
nor  docs  the  operation,  as  already  remarked,  of  necessity  involve 
the  placing  of  sutures.  With  simple  misplaced  kidney,  congenital 
Of  acquired,  we  have  here  nothing  to  do :  the  existence  of  such 
a  condition  is  usually  discovered  for  the  first  time  in  the  post- 
mortem room.  It  is  where  there  is  not  only  displacement  but 
want  of  fixation,  and  where  ihis  mobility  begets  troublesome 
symptoms,  that  the  operation  to  be  descnbcd  may  be  called  (or. 


Pathclogkal  Anatomy  of  Mmmbit  and  Floaling  Kidnty. — Two 
forms  of  displaced  and  not  fixed  kidneys  arc  described — 
Movable  Kidney  and  Floating;  Kidney.  In  Movable  Kidney, 
the  movements  are  entirely  sub-peritoneal;  they  take  place  in 
a  space  aitificially  created  in  the  areolar  tissue  which  binds  the 
peritoneum  to  the  underlying  muscles.  In  Floating;  Kidney, 
the  movements  are  intra-abdominal;  that  is  to  say,  the  kidney 
is  surrounded  by  peritoneum,  and  possesses  a  meso-ncphron. 
The  former  is  acquired;  the  latter  is  congenital. 

Mtvablt  Kidney. — A  certain  amount  of  nii^tility,  to  the  extent 
of  an  iiKh  or  an  inch  and  a  half,  is  not  very  uncommon,  espe- 
cially in  women  with  flaccid  abdominal  walls  who  have  borne , 
a  large  number  of  cliildren.  Here  the  mobility  of  the  kidneys  ' 
is  of  a  piece  with  want  of  stability  in  the  position  of  other 
abdominal  organs,  and  is  of  no  practical  moment.  In  greater 
degree  tlie  mobility  may  be  associated  with  certain  changes  jn 
the  tissues  whidi  are  in  immediate  relation  with  the  kidneys, 
and  in  some  instances  with  changes  in  the  tissue  of  the  organ 
itself. 

The  kidney  moves  behind  the  peritoneum  in  a  loose  bed, 
which,  according  to  Newman,  may  be  formed  in  various  ways. 
The  adipose  tissue  which  closely  envelops  it  may  become 
loosened  all  round,  and-  the  kiilncy  may  move  about  in  the 
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potential  space  so  created.  Or,  the  fatly  tissue  immediately 
surrounding  the  kidney  may  remain  undisturbed,  while  the 
kidney  with  its  fatty  capsule  may  move  in  a  space  formed  by 
the  separation  of  peritoneum  in  front  from  muscle  behind.  Or, 
there  may  be  a  double  mobility  inside  the  capsule  and  behind 
ihe  peritoneum.  In  every  case  there  will  probably  be  a  notable 
diminution  of  circumrenal  fat.  In  a  considerable  number  of 
cases  lengthening  of  the  renal  vessels  has  been  found. 

The  amount  of  mobility  varies  from  an  inch  or  two,  to  the 
extreme  distance  which  the  double  attachment  of  renal  vessels 
and  ureter  will  permit. 

The  movable  kidney  is  usually  perfectly  healthy ;  but  occa- 
sionally lesious  are  found  in  an  iis«ociiition  with  mobility  which 
can  scarcely  be  regarded  as  other  than  one  of  cause  and  effect. 
Thus,  Dickinson  °=  has  found  pyelitis  associated  with  movable 
kidney:  and  Fritz  I  relates  a  similar  association,  both  in  his 
own  experience  and  in  that  of  Urag.  Landau  I  punctured 
many  times  a  hydro-nephrosis  in  a  movable  kidney,  which 
ultimately  became  purulent,  and  was  successfully  opened  and 
drained.  Hickinbotham  had  a  case  of  death  from  pyelitis  in  a 
wandering  kidney.  Kehrcr  traces  a  connection  between  blocking 
of  the  ureter  of  a.  movable  kidney  by  torsion  or  kinking,  and 
hydronephrosis.  In  this  category,  as  a  probable  cause  of  hydro- 
nephrosis, Dickinson  places  calculus  or  gravel,  and  further 
offers  the  suggestion  that  temporary  dilations  of  the  pelvis  by 
an  obstructing  calculus,  by  increasing  the  size  of  the  organ, 
may.  when  the  swelling  disappears,  cause  loosening  of  the 
kidney  in  its  bed,  and  so  start  the  uiubitity.  Pyelitis  may  thus 
be  a  cause  of  mobility.  In  such  cases  pcri-ncphritis  may  be  set 
up :  occasionally  this  is  so  severe  as  to  cause  adhesion  to  neigh- 
bouring organs,  and  especially  to  the  liver. 

Tumours,  cystic  and  malignant,  have  been  found  associated 
with  mobility  of  the  kidney.  Menstruation  has  by  several 
observers  been  noted  as  a  possible  cause  of  temporary  increase 
in  the  size  of  the  kidney.     Sawyer,  in  particular,  called  atten- 
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tioD  to  this ;  and  Newman  found  an  aggravation  of  ilie  symptoms 
in  a  movable  ktdne>-  during  menstruation,  while  he  thought  he 
also  detected  an  increase  in  its  sixe. 

The  condition  usually  appears  during  adult  life  or  middle 
age,  and  is  extremely  rare  in  childhood  and  in  old  age.  Of  a^o 
cases  collected  by  Newman,  8i  )>er  cent,  occurred  between  the 
ages  of  ao  and  50.  It  is  six  or  seven  times  more  comn>on  in 
women  than  in  men,  according  to  the  investigations  of  Newman, 
Roberts,  Ebstein,  and  Dickinson.  Tlie  riglit  kidney  is  aflected 
four  times  more  frequently  than  the  left ;  rarely  are  both  alfccted 
at  the  same  time. 

From  the  fact  that  movable  kidney  is  most  frequently  found 
in  women  who  have  borne  children,  it  has  been  inferred  that 
pregnancy  is  a  cause.  It  would  probably  be  more  exact  to  say 
that  laxity  of  abdominal  walls,  whether  it  follow  pregnancy  or 
not,  favours  the  displacement.  Abiiorption  of  circunirenal  fat 
is  another  cause :  such  a  case,  a  very  marked  one,  ajipearcd  in 
the  post. mortem  room  of  the  Bristol  Inlinnary  three  years  ago. 
In  this  case  cancer  of  the  stomach  was  the  cause  of  emaciation. 
Dickinson  records  cases  in  which  accident  or  severe  strain 
seemed  to  start  tlie  mobility. 

Speaking  generally,  movable  kidney  is  roost  likely  to  be 
induced  by  a  combiii.ition  of  circumstances.  The  most  telling 
combination  would  be  found  in  a  middle-aged  woman,  accus* 
tomed  to  severe  manual  labour,  who  has  borne  several  children 
and  wIk)  is  loung  flesh.  When  once  the  kidney  is  started  from 
its  bed,  repeated  movements  or  jerks  increase  the  niobihty.  The 
influence  of  such  jetlcs  is  cumulative :  every  inch  gained  adds 
to  the  ease  with  which  another  inch  is  gained,  till  its  limits  of 
mobility  are  readied,  when  it  drags  upon  its  own  vessels  and 
ureter. 

Floating  Kidmy. — A  floating  kidney  has  been  defined  by 
Jenner'  as  one  "that  has  a  mesentery,  a  fold  of  perilooeum 
attaching  it  very  loosely  to  the  spine."  It  is,  indeed,  probable 
that  this  definition  is  too  precise.  The  investigations  recently 
carried  out  under  the  auspices  of  the  Pathological  Society  of 
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London  would  seem  to  sliow  that  one  variety  of  misplacement 
may  merge  into  another,  or  rather  that  a  movable  kidney  may 
so  drag  out  its  peritoneal  covering  as  almost  to  cause  the  forma- 
tion of  a  meso-nephron.  To  surgeons,  as  Morns  ver>'  properly 
points  out,  the  main  consideration  is,  whether  or  not  the  kidney 
has  a  meso-nephron  ;  that  is.  whether  it  can  he  reached  by  an 
extra- peritoneal  operation  from  the  loin. 

Floating  kidney  is  very  rare.  It  is  always  congenital,  and  is 
frequently  associated  with  oilier  abnormalities  in  the  disposition 
of  the  peritoneum.  In  at  least  two  described  cases,  malforma- 
tion of  the  large  intestine  has  been  foimd.  The  renal  vessels 
have  been  found  elongated.  General  laxity  of  the  peritoneum 
has  been  foimd  in  more  than  one  case  of  true  floating  kidney. 

Symptoms. — The  subjective  signs  of  movable  kidney  range 
from  mere  discomfort  to  intense  pain.  The  sjTnploms  tend  to 
vary  according  to  the  amount  of  mobility.  Thus,  slight  degrees 
of  mobility  may  lie  troublesome  only  after  undue  effort  or  exer- 
cise ;  extensive  mobility  rarely  leaves  the  patient  free  from  pain, 
and  i.s  often  associated  with  positive  agony. 

The  most  common  symptom  is  a  dull,  aching  or  dragging 
pain  in  the  loin,  shooting  down  the  abdomen  towards  and  along 
the  thigh.  This  pain  is  increased  by  exertion  of  any  sort,  and 
particularly  by  long  walks  or  rides.  The  pain  is  aggravated  by 
constipation  ;  and  it  is  often  increased  during  the  menstnial 
period.  Occasionally  paroxysmal  attacks  of  pain  come  on,  not 
unlike  nephritic  colic.  In  these  attacks  arc  sometimes  found 
symptoms  of  blocking  of  the  renal  artery  or  ureter:  such  are, 
suppression  of  urine,  with  headache,  vomiting,  foul  tongue,  and 
other  symptoms  of  urjemia.  Very  frequently  there  is  consider- 
able intestinal  or  stomachic  disturbance,  shown  by  dyspepsia, 
flatulence,  colic,  sickness,  anorexia,  and  diarrhtva.  Frequency 
of  micturition  or  even  tenesmus  may  be  present.  All  such 
symptoms  are  relieved  by  lying  down.  Pyelitis  may  show  itself 
by  the  presence  of  pus  in  the  urine.  G^dema  of  one  leg,*  and 
jaundice  from  pressure  ujwn   the  common  duct,^  have  been 

*  CiraiMl.  J<ntn.  UtU.  lU  Pnfris  dn  St.  XM^  tSjO,  vol.  jv.,  p,  44}. 
t  Brit.  MiJ.  Jenn..  Jsn.  igib.  1B76. 


•IM 


HBPHROttRAPHY. 


noted.  Those  symptoms  which  may  be  considered  as  suggesting 
renal  strangulation  are  found  associated  with  an  increase  in  the 
size  of  thi;  movable  tumour. 

The  objective  signs  are :  tumour  in  the  upper  abdomen,  of 
the  shape,  size,  and  consistence  of  a  normal  kidney,  which,  upon 
manipulation,  slips  away  from  the  examining  linger,  usually  in 
the  direction  of  its  proper  site  in  the  loin.  The  patient  will 
frequently  draw  attention  to  the  tumour,  and  will  explain  that 
it  changes  its  position.  By  comparison  of  the  two  loins,  a  want 
of  resistance  may  be  detected  by  the  grasping  fingers  on  the 
side  to  which  the  movable  tumour  tends  lo  glide.  The  abdo- 
minal pariclcs  being  usually  lax.  this  sign  may  be  fairly  definite : 
the  laxity  m>ty  be  so  great  that  the  tumour  may  l>e  bodily 
grasped  in  the  lingers,  replaced  in  the  loin,  and  there  palpated 
in  comparison  with  the  opposite  side.  When  handled  in  this 
way,  the  kidney  will  show  a  tendency  to  slip  away  from  its 
situation  in  the  loin  ;  and  this  tendency  may  be  encouraged  by 
making  the  patient  turn  to  the  opposite  side  or  stand  upright. 
Its  range  of  mobility  is  characteristic.  Between  the  umbilicus 
and  the  side  of  the  abdomen  laterally,  and  between  the  ribs  and 
the  crest  of  the  ilium  vertically,  the  movable  kidney  may  be 
moved,  in  varying  degree,  almost  anywhere;  but  beyond  the 
middle  line,  or  into  the  pelvis,  it  will  not  go.  The  renal  artery 
has  been  felt  pulsating  on  its  concave  inner  edge ;  but  this  is 
unusual. 

Percussion  gives  little  help.  As  intestine  overlies  the  tumour, 
the  note  may  be  of  normal  resonance,  or  but  slightly  muffled. 
Increased  resonance,  as  compared  with  the  opposite  side,  may 
be  present  in  the  loin. 

During  the  physical  examination,  a  subjective  symptom  of 
great  value  is  elicited.  This  is  a  peculiar  sickening  and  [lainful 
sensation,  analogous  to  that  experienced  during  compression  of 
the  testicle  in  man  or  the  ovary  in  woman. 

Diagium.~\  movable  kidney  may  be  confounded  with 
tumours  of  the  omentum,  the  ovary,  the  parovarium,  the  gall- 
bladder, and  the  pylorus.  It  may  be  mistaken  for  impacted 
fiec«s  in  the  colon.    I  have  removed  a  hydro-salpinx  which  was 
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a[  first  diagnosed  by  friends  and  by  myself  as  a  movable  kidney. 
A  growth  in  the  pancreas  I  have  known  to  l>e  taken  for  mis- 
placed and  movable  kidney.  It  is  probably  not  necessary  to  do 
more  than  mention  the  fact  that  these  and  such  growths  may  be 
t&ken  for  movable  kidney. 

The  diagnosis  of  movable  from  floating  kidney  cannot  be 
worked  out  with  certainty.  Excessive  mobility  may  suggest  a 
floating  kidney;  but  it  is  just  as  likely  to  turn  out  to  be  a 
movable  kidney  with  a  wide  range  of  mobility.  Though  it  is 
practically  of  supreme  importance  that  we  should  be  able 
clinically  to  differentiate  the  one  from  the  Other,  it  has  not  yet 
been  possible  to  do  so. 


Indications  for  Operation. — Many  cases  of  movable  kidney 
require  no  treatment  beyond  a  properly  fitted  abdominal  sup- 
port. Others,  in  spite  of  such  support  and  of  other  palliative 
measures,  are  attended  with  great  discomfort,  or  serious  derange- 
ment of  health.  In  a  third  class  there  is  positive  danger  to  life. 
This  last  class  would  include  those  cases  in  which  there  is 
present,  along  with  the  mobility,  some  inflammatory  or  degener- 
ativc  condition,  such  as  has  already  been  described. 

The  indication  to  operate  is  the  urgency  of  the  case.  The 
operation  to  be  chosen  is  nephrorraphy.  Of  18  cases  of  this 
operation  collected  by  Gross,*  one  died.  The  operation,  there- 
fore, cannot  be  considered  as  free  from  danger.  It  is  to  be 
undertaken  only  after  a  full  and  fair  trial  of  all  known  palliative 
measures,  and  at  the  desire  of  the  patient. 

Nephrectomy  has  been  performed  at  least  20  times  for 
movable  kidney.  Of  these,  13  recovered  and  7  died.  For 
simple  movable  kidney,  the  operation  is  to  he  condemned ;  it  is 
altogether  an  overdoing  of  surgical  proceeding.  But  not  all  of 
these  extracted  mobile  kidneys  were  healthy :  at  least  7  of 
them  were  diseased.  One  was  cystic,  2  contained  calculi ;  these 
3  recovered ;  the  other  4 — i  containing  pus  and  cheesy  material, 
I  sarcomatous,  1  onccphaloid,  i  fatty — all  died.  This  leaves  3 
deaths  among  13  excisions  of  healthy  movable  kidneys — a  mor- 
■  InUttM.  Jo\ifn.  Mid.  St..  July.  i8Sj. 


4d6 


NEPHRORRAPHY. 


tality  ol  23  per  cent.  It  n«ed  scarcely  be  added,  that  nctbing 
less  than  great  danger  to  life,  such  as  might  occur  from  strangu- 
lation or  dilTusc  suppuration,  would  justify  the  incurrence  of 
such  a  grave  risk. 

In  the  case  of  floating  kidne>-,  when  nephrorraphy  may  be 
impossible,  the  negation  of  nephrectomy  need  not  be  so  emphatic. 
Still,  in  this  case,  only  faihirc  of  a  patient  and  skilful  attempt  at 
fixatkta,  and  the  continuation  of  grave  and  alarming  symptoms,  { 
would  justify  the  adoption  of  the  major  operation. 


THE   OPBKATION. 

An  unknown  surgeon  is  said  to  have  performed  DCphrorraphy 
prior  to  1870  in  Mobile,  Alabama.  The  first  recorded  operation 
was  performed  by  Dr.  E.  Hahn,  of  Berlin,*  in  April,  iSSi,  and 
he  gave  it  the  name  it  bears.  He  exposed  the  capsalc  of  the 
kidney  by  an  incision  in  the  loin  bi-twcen  the  ilium  and  the  last 
rib,  along  the  edge  of  (he  sacro-lumbalis  muscle.  The  peri- 
nephiic  fiit  was  drawn  into  the  wound,  and  sututed  to  muscle, 
and  fascia  by  half  a  dozen  catgul  sutures.  Having  found  that 
after  this  operation  the  kidney  broke  loose,  he  recommended  a 
more  thorough  proceeding  by  placing  the  sutures  in  the  incised 
capsule  proper,  and  fixing  tlicm  to  the  su|)erficial  tissues. 

Many  variations  on  this  mode  of  operating  have  beca 
described,  nearly  all  of  them  successful.  Carrying  the  sutureS'^ 
through  fal  alone,  through  both  fat  and  fibrous  capsule,  and 
through  fibrous  capsule  alone;  simple  closure,  with  ordlnaty 
drainage;  drainage  by  a  large  tube  latd  along  the  convex 
surface  (Newman),  so  as  to  get  a  considerable  growth  of  granu- 
lation  tissue;  packing  of  the  wound  by  gauze  or  lint  (Morris), 
and  making  it  granulate  from  the  bottoin,  have  all  been  brought 
forward  with  the  rccoiiimendation  of  success.  In  a  case  of 
mistaken  diagnosis,  where  I  opened  the  abdomen  and  found  a 
movable  kidney,  [  succeeded  in  fixing  it  by  scratching  ttt 
capsule  freely  with  a  needle,  while  tlie  hand  inside  the  abdomen  , 
pressed  it  against  the  loin.  Whatever  detail  in  operating  may 
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be  Eavoured,  there  is  do  doubt  that  tlie  best  plan  of  fixation  is  by 
extrn-peritoncal  incision  through  the  htmhar  muscles. 

The  best  incision  is  an  oblique  one,  as  recommendeJ  by 
Bryant  for  lumbar  colotomy.  More  accurately,  it  may  be 
described  as  being  jiarallel  to  the  colotoniy  inclaion,  an  inch 
or  less  behind  it,  and  rising  to  the  sanit  height  under  the  ribs. 
As  this  lunibo-renal  incision  will  have  to  be  frequently  referred 
to,  and  as  it  is  here  performed  under  conditions  most  nearly 
approaching  the  normal,  it  may  now  be  fully  described. 

The  patient  is  placed  on  the  side,  resting  on  a  hard  round 
pillow,  so  as  to  increase  to  its  utmost  limits  the  costo-iliac  space 
on  the  side  of  operation.  The  twelfth  rib  is  located  both  by 
palpation  ;ind  by  counting.  The  top  of  the  incision  is  fixed 
upon,  at  least  half  an  inch  below  the  last  rib,  and  close  to  the 
outer  border  of  the  erector  spins.  It  is  continued  downwards 
and  forwards  towards  the  crest  of  the  ilium  in  a  direction  which 
the  eye  will  suggest  as  the  most  convenient,  according  to  the 
conformation  of  the  body  of  the  patient.  The  length  ought  not 
to  be  less  than  three  inches.  As  the  size  and  the  shape  of  the 
ilio-costal  interval  vary  greatly  in  different  individuals,  a  fixed 
and  dc6iutc  hnc  for  the  continuation  of  the  incision  cannot 
be  laid  down.  Only  the  beginning  of  the  incision  can  be 
fixed. 

After  dividing  the  skin  and  fat,  the  superficial  fascia  ts 
exposed.  A  few  cutaneous  branches  from  the  lumbar  and  tlie 
intercostal  arteries  will  be  divided,  and  m.ty  re(]uire  forci-pres- 
sure.  The  fascia  being  divided  by  the  knife  to  the  extent  of  the 
skin  wound,  the  outer  edge  of  the  latis&imus  dorsi  and  the  pos- 
terior border  of  the  external  oblique  will  be  exposed.  At  this  stage 
of  the  operation,  I  think  it  is  best  to  lay  the  knife  aside,  and 
perform  all  further  dissection  by  means  of  bent  scissors.  The 
latissimuB  dorsi  being  divided  by  cutting  upwards  and  the 
external  oblique  by  cutting  downwards,  the  internal  oblique  and 
the  transvcrsalis  will  now  be  laid  bare.  The  edge  of  the  erector 
Kpinac,  to  which  is  attaclied  the  fascia  lumlioTum,  need  not  be 
divided.  The  internal  obhquc  and  the  transversalis  aponeurous 
are  divided  upwards  and  downwards  by  the  scissors.     Here 
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btanches  of  th«  lumbar  arteries  may  be  divided,  aod  require 
ferci-prcssurc.  The  outer  margin  of  the  quadratus  lumborsm  is 
now  exposed.  The  breadth  of  this  muscle,  and  consEquently 
the  extent  to  which  it  encroaches  upon  the  field  of  operation,  is 
very  variable.  If  it  cannot  be  retracted,  the  encroaching  fibres 
ought  to  be  divided  by  a  stroke  of  the  scissors.  Finally,  the 
deep  layer  of  the  lumbar  aponeurosis,  often  a  dense  and  weU- 
markc<l  structure,  is  divided  from  end  to  end  of  the  incision. 
This  exposes  the  circumrenal  fat,  which  probably  bulges  into 
the  wound. 

The  dissection  will  have  been  aided  by  the  u«e  of  broad 
retractors  in  the  hands  of  an  assistant.  The  retractors  are  sow 
made  to  gather  up  the  whole  of  the  divided  tissues  don-n  to  the 
iatty  capsule,  and  the  opening  is  stretched  to  its  utmost  dimes- 
sioos.  A  second  assistant  pushes  upwards  and  backwards  the 
pendtUous  abdontcn,  and  specially  seeks  to  force  the  kidney 
towards  the  lumbar  incision. 

Two  fingers,  carried  around  the  kidney  and  its  capsule,  now 
seek  to  diagnose  the  exact  nature  of  the  conditions  associated 
with  the  mobility.  If  it  is  clear  that  the  btty  tunic  is  closely 
adherent  to  the  fibrous  capsule,  the  former  nee<l  not  Ik  opened. 
But  if  the  kidney  has  space  for  movement  inside  its  fatty  capsule, 
then  this  ought  to  be  widely  opened  along  the  renal  border,  and 
the  finger,  inserted  through  this  opening,  moved  freely  over  the 
renal  surface,  so  as  to  excite  plastic  inflammation.  In  every 
case  of  doubt  as  to  the  exact  nature  of  the  mobility — and  most 
caMS  will  l>e  doubtful — the  free  border  of  the  kidney  will  be 
exposed  by  division  of  the  fatty  capsule.  Aseptic  irritation, 
such  as  would  be  produced  by  the  exploring  finger,  is  not  only 
not  liarmful,  but  positively  lienclicial,  as  setting  up  an  ittfliim- 
mation  which  may  result  in  plastic  adhesion.  To  facilitate  cure 
■3  well  as  diagnosis,  most  surgeons  would  expose  the  free  bonier 
of  the  kidney  by  division  of  the  surrounding  "fat. 

Fixation  of  the  kidney  is  secured  t>y  means  of  catgut  sutures 
carried  through  its  fibrous  capsule  and   the  margins  of  the 
incision.     Local  initalion,  with  drainage,  is  attained  by  meansi 
of  a  large  rubber  tube  placed  alotig  the  kidney  border,  and^ 
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doubled  on  itself  at  the  extremities  of  the  wound ;  the  two  ends 
being  brought  out  through  the  incision.  This  piece  of  tubing 
is  not  to  be  removed  till  evidences  of  inflammation  appear. 

Newman  found,  in  a  case  upon  which  he  successfully 
operated,  that  catgut  sutures  became  absorbed  where  they 
passed  through  renal  tissue  proper  more  quickly  than  anywhere 
else.  Superficial  stitches  through  the  fibrous  capsule  would 
be  quite  efficient,  and  the  chances  of  premature  absorption 
are  less.  Morris,  in  his  most  recent  operation,  has  carried 
several  sutures  through  the  renal  tissues,  and  fixed  them  over 
the  lumbar  wound. 

It  is  probable  that  permanency  of  cure  would  be  more 
certainly  secured  by  general  adhesions  all  around  the  kidney, 
or  by  inflammatory  condensation  of  its  fatty  surroundings,  than 
by  the  temporary  and  local  adhesion  produced  by  sutures. 
Sutures  are  co-aptating,  rather  than  uniting :  they  keep  the 
tissues  in  contact  while  they  may  adhere ;  they  only  to  a  slight 
extent  promote  and  secure  adhesion.  To  the  end  of  permanent 
fixation,  I  should  lay  much  stress  on  the  stirring  up  of  circum- 
renal  fat  by  finger  or  blunt  instrument. 

The  closure  of  the  wound  and  the  after-treatment  require  no 
special  description. 
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Nephro-Uthotomy. 

By  Ncpliro-litlioiomy  is  meant  the  removal  by  surgical 
operation  of  a  Mone  situated  in  the  substance  or  the  calyces  or 
the  ]>elvis  of  the  kidocy.  No  better  deAnition  of  the  operation 
can  be  given  than  that  of  M.  H^vin,*  enunciated  a  hundred  and 
thiny  years  ago :  "  La  Nephrotomie,  oh  plut6t,  suivani  Schur- 
rigius.  la  Nephto-lilhotomie,  est  l'op6ralion  par  laquelle  on 
exirait  une  ou  plusicur^  picrres  au  nioycn  d'uoc  incision  qiron 
(ait  i  la  region  lombaire,  ct  qui  p£n£tre  ju&tjues  dans  la  canti  du 
bassinet  du  rein." 

Uiiiery, — Up  to  a  very  recent  date,  all  operations  upon  the 
kidney  were  performed  for  stone:  nephrotomy  was  practically 
B>itonymous  with  ncphTo-lithotomy.  But,  in  mosl,  if  not  in  all, 
cases  of  ancicni  operation,  cutting  for  stone  in  the  kidney  was 
at  much  the  evacuation  of  an  abscess,  as  the  extraction  of  a 
foreign  body.  Hippocrates  himsvlf  recommends  incision  for  the 
removal  of  renal  calculus,  "should  the  parts  sw-cll  and  l>ecome 
elevated ;"  that  is,  if  there  is  an  abscess  pointing.  Neither 
Celftus  nor  Galen  refer  to  tite  operation ;  so  that  we  may  con- 
clude that  it  had  not  an  assured  position  among  the  ancients. 
Arabian  authors  have  casually  referred  to  it.  Turner,  in  his 
Art  of  Surgery,  published  in  London  in  1737,  quotes  various 
writers  to  show  that  surgeons  in  ver>-  early  limes  were  familiar 
with  lumbar  nephrotomy.  Avicenf  says :  "  There  are  some  who 
attempt  to  lake  the  slone  out  of  the  kidneys  by  incision  of  tlie 
Ilea,  but  there  is  great  danger  therein."  Cardan,  lamenting 
over  the  number  of  lost  operations  that  were  common  in  tlie 
days  of  Hippocrates,  mentions,  among  others,  this  one  of 
removal  of  atones  from  tlip  kidney.  He  quotes  AlbcttusJ  as 
having  met  with  a  case  where  eighteen  stones  were  removed 
from  the  loin  of  a  woman  who  was  long  alTcclcd  with  nephritic 
illness.    Caspar  Bauhin  reports  the  case  of  a  girl  who  had  an 

*  Mrm   AtAi  Rty.,  Ac.,  lom  lii .  p.  13A.    Pari*,  1737. 
f  Cimtm.  Kb.  iii      ;  Dr  VariiUI.  bb.  vUi..  cap  4< 
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incIuralioD  BDd  swelling  in  the  loin,  from  which  a  surgeon,  after 
incision,  removed  two  stones. 

All  these  were  probably  cases  of  evacuation  of  an  abscess, 
caused  by  stone;  cert»inly  none  of  them  were  operations  per- 
formed upon  a  kidney  approximately  healthy.  Tlic  first  case  in 
which  an  operation  is  supposed  to  have  been  performed  for  the 
removal  of  stone  from  a  tddaey  that  was  not  suppurating  is 
related  by  Mczcrai,  ia  his  Abrigi  Chrmctogiqtu  it  CHiiloire  de 
Fnmee.  The  doctors,  says  the  historian,  having  learned  that  a 
certain  archer  of  Meudon  or  Dagnolct.  who  had  long  been 
afiHicted  with  stone  in  the  kidney,  had  been  condemned  to  death 
for  his  crimes,  rc<]nested  the  magistrates  to  hand  him  over  to 
them,  that  they  might  experiment  and  sec  if  it  were  practicable 
(o  ettract  the  stone  without  kiUing  him.  The  experiment  was 
successful,  and  the  man  is  said  to  have  lived  for  several  yean  in 
excellent  health.  This  occurred  about  t68o.  Pare,  Sabatier, 
and  others  discredit  this  operation;  and  we  can  scarcely  give 
fidl  credence  to  it.  The  mere  record  of  it,  however,  shows  that 
it  was  in  men's  minds,  and  regarded  as  within  the  bounds  of 
possibility.  Park's  unbelief  or  disapproval,  it  must  be  noted,  is 
by  no  means  disproof  or  condemnation:  great  as  he  was,  he 
disbelieved  in,  or  disapproved  of.  more  than  one  operation 
which   was   both   possible  and   sound. 

The  second  case  was  the  well-known  one  of  Mr.  Hobson, 
the  English  Consul  at  Venice,  recorded  in  the  Philetaphital 
Tramaclions  for  1696  by  Dr.  Bernard,  to  whom  Mr,  Hobson 
related  his  experiences  ten  years  after  operation.  Some  dis- 
credit has  been  cast  upon  this  case  also ;  but  I  think  there  can 
be  no  reasonable  doubt  that  the  operation  was  i>erformed, 
though  it  is  just  possible  that  suppuration  existed.  The  case, 
related  by  the  patient  himself,  who  was  not  a  medical  man,  is 
too  circunistanlial  to  be  purely  fictitious.  The  scholarly  and 
accurate  M.  H6vin,*  in  his  historical  and  critical  researches 
into  Nephrotomy,  says  that  he  saw  and  examined  the  fistula  in 
Mr.  Hobson *s  side,  and  fully  satisfied  himself  as  to  the  reality 
of  the  operation.  In  Hfvia's  paper  is  given  a  full  account  of 
*  Mim.  Ami.  Hoy.,  ftc.,  tom.  tli..  p.  338,  1757. 
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the  life  and  work  of  the  Marchctti's  of  Milan,  one  of  whom  pci- 
fomicd  the  operation.  I  have  elsewhere  quoted  my  opinion  as 
to  the  reality  of  this  operation;  and  Downes  has  recently 
contributed  an  able  article  to  the  same  purpose. 

The  same  amount  of  credence  cannot  be  accorded  to  tlie 
case  related  b>-  Joachim  Camerarius,*  in  which  a  sui^eon,  at 
the  urgent  request  of  a  noMenian  who  was  sttfTering  agonies, 
successfully  extracted  a  stone  that  was  plugging  one  of  the 
ureters.  Schurrigius.t  using  the  case  of  a  certain  General  de 
Birckhcrftz  as  a  text,  fully  discusses  the  whole  question  under 
the  name  Nephro-lithotomy.  In  his  case  he  would  not  operate, 
l>ccausc  he  thought  that  the  stones  were  blocking  the  ureter  too 
low  down  to  be  within  reach. 

The  practical  outcome  of  these  and  other  cases  is  fittingly 
sunimartKed  by  M.  Lafilte,  in  the  second  volume  of  the  Mrmoin 
pf  Ike  Rcyat  Academy  of  Snrgtry.  He  concludes  that  nephro- 
lithotomy is  not  to  bo  reckoned  as  a  justiliable  surgical  pro- 
ceeding until  abscess  has  formed.  Rousselet  and  Riolan  would 
remo\'C  a  stone  that  could  he  felt.  Nearly  all  subsequent  writers 
admit  the  propriety  of  removing  stones,  provided  abscess  has 
formed ;  and  there  is  almost  equal  unanimity  in  condemning  the 
operation  in  the  absence  of  abscess.  In  the  first  volume  of 
hitdUai  Estays  and  Ohurvtitions,  published  in  I^dinburgh  in  175a 
(p.  t86),  Mr.  John  Douglas  relates  how  he  attempted,  after 
death,  to  see  whether  it  was  possible  lo  remove  a  stone  that  had 
been  diagnosed  to  exist  during  life.  He  found  that  it  was  im- 
possible. The  depth  of  the  incision  was  three  and  a  half 
inches;  and  at  this  distance  from  the  surface  he  found  tt 
iinpoGSible  to  reach  the  kidney  substance.  Such  a  record  lend* 
weight  to  the  opinion  Dial  surgery,  in  some  of  its  departments, 
has  done  nothing  but  retrograde  for  more  than  a  thousand 
years;  and  that,  in  the  last  fifty  years,  we  have  done  little  more 
than  pick  up  the  clues  that  were  kist  when  the  Alexandrian 
Library  was  burnt. 

There  is  no  doubt  that  modem  surgery  is  indebted  to  Mr. 
Henry  Morris,  of  Middlesex  Hospital,  for  the  invention  of  the 

■  Scbmck.  Ohm.  Uii .  Ub.  lU.        t  UUtttg.  Hia.  Vnf.  cap,  13. 
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modern  operation  of  nephro-lithotomy.  He  performed  his  first 
operation  in  1880.  Some  hundreds  of  operations  have  been 
performed  since  then ;  but  ihc  operation  of  to-day  practically 
continues  as  Mr.  Morris  left  it. 


RENAL  CALCULUS. 

Palkotogkal  Anatomy. — Renal  caleiihis  occurs  chiefly  before 
the  age  of  fifteen  and  after  fifty.  According  to  Mr.  Thomas 
Taylor,  quoted  by  Morris,  each  age  has  its  variety  of  calculus: 
"The  nucleus  of  renal  calculi  formed  in  infancy  is  urate  of  am* 
moniA :  the  iiiicletis  of  calculi  formed  in  adult  life  is  unc  acid ; 
Tvhercas  that  of  calculi  formed  after  the  fortieth  year  is  oxalate 
of  lime."  Whatever  its  nature,  and  wherever  it  originates,  the 
calculus  usually  arises  to  pathological  and  clinical  importance  in 
a  calyx,  or  in  the  pelvis,  or  in  the  upper  extremity  of  the  ureter. 
One  or  both  kidneys  may  be  affected  with  lithiasis ;  and  one  or 
more  stones  may  be  found.  The  amount  of  niUchief  set  up 
varies  according  to  the  size  of  the  stone,  the  roughness  or 
smoothness  of  its  surface,  and  the  position  it  occupies.  A  very 
rough  stone,  as  one  of  oxalate  of  lime,  may  He  quietly  in  a  calyx 
for  years ;  while  a  small  rounded  smooth  stone,  which  has  not 
escaped  from  the  secreting  substance,  may  set  up  inflammation 
or  suppuration.  A  sm.i!l  stone  in  the  pelvis  which  just  fits  the 
orifice  of  the  ureter  may,  by  preventing  the  outflow  of  urine, 
cause  most  mischief  of  all. 

Three  types  of  nephro-lithiasis  may  be  pathologically  differ- 
entiated. The  first  is  the  small  stone,  with  healthy  renal 
tissue.  The  second  is  the  large,  perliaps  branched,  stone, 
coated  with  phosphates,  and  lying  in  an  abscess-sac  the  walls 
of  which  arc  the  thickened  and  suppurating  calyces.  The  third  is 
the  small  movable  stone,  blocking  the  ureteric  orifice,  and  caus- 
ing hydro-  and  pyo- nephrosis,  with  destruction  of  renal  tissue. 
Each  type  has  its  special  clinical  features;  and  for  each  a  vari- 
ation in  the  operative  procedure  is  called  for.  Strictly  speaking, 
these  types  are  different  stages  or  casual  developments  of  the 
same  disease ;  but  they  are  suflicicntly  marked  to  be  worthy  of 
differentiation. 
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(i)  Gravel  formed  in  the  uriniferous  luhules  may  either  pass 
away  in  the  current  of  urine  without  causing  symptoms;  or 
may,  after  increating  in  size,  he  passed  with  difliculty  along  the 
uietcr,  producing  symptoms  of  renal  cohc;  or  may  remain 
embedded  in  the  renal  tissue,  or  imprisoned  in  a  calyx.  Here 
it  may  remain  for  lon^  periods,  setting  up  symptoms  indicative 
of  irritation  rather  than  of  inflammation,  or  pathological  de- 
generation. Physically,  it  may  cause  bleeding,  an<l  set  up 
attacks  of  renal  congestion  or  inflammation,  which  spon- 
taneously subside:  phy&iologicaly,  it  begets  a  long  train  of 
symptoms,  referable  chiefly  to  the  influence  of  ner\-e  connection. 

{a)  In  the  calyces  or  the  pelvis,  a  stone  may  set  up  cataiib 
or  inflammation  of  the  lining  membrane,  with  secretion  of  pus, 
which  passes  into  the  bladder  with  the  urine.  As  the  stone 
grows  the  calyces  arc  dilated,  while  their  walls  are  thickened; 
accretion  takes  place  in  tltc  areas  where  pressure  is  least,  and 
the  stone  thus  comes  to  be  a  cast  of  the  dilated  ciilyces  which  it 
occupies.  The  stream  of  urine  flows  along  between  the  sto&e 
and  the  encircling  sac ;  there  is  no  urinary  obstruction ;  and 
renal  tissue  is  destroyed  by  continued  suppurative  inflammation, 
set  up  by  the  foreign  body.  In  this  way  a  renal  calculus  may 
attain  to  enormous  dimensions,  without  causing  marked  symp- 
toms. In  the  museum  of  the  Bristol  lofirmaTy  is  an  enormous 
stone,  which  is  a  perfect  cast  of  the  calyces  and  lobules  of  a 
kidney  enlarged  to  four  times  its  normal  dimensions :  this  stone 
was  accidentally  discovered  at  the  post-mortem  examination  of 
a  patient  who  il'mi  of  lung  inflammation,  and  who  had  presented 
no  sign  of  renal  calculus.  Sometimes  the  calculus  rolls  about 
in  an  abscess  sac  of  its  own  formation,  and  increases  in  size  in 
the  pelvis  or  calyces  in  the  same  manner  as  a  vesical  calculus. 
Suppurati\'e  inflammation  spreads  liy  continuity  of  tissue  to  the 
renal  substance,  and  will  ultimately  cause  its  complete  destruc- 
tion. The  furtlier  course  of  tins  process  is  towards  llie  forma- 
tion of  perinephric  abscess,  whiclt  may  burst  tlirough  tlie  loin, 
forming  urinary  fistula. 

(3)  When  a  comparatively  small  stone  rolling  about  in  the 
pelvis  becomes  engaged  in  the  ori&ce  of  the  ureter,  acting  as  a 
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sort  of  ball-valve,  the  outflow  of  urine  is  chectced,  and,  in  addi- 
tion to  calculous  pyelitis,  there  is  set  up  an  atrophic  def;enera- 
tion  of  the  kidney,  which  may  nitimately  leave  it  as  a  loculaled 
sac,  containing  very  little  healthy  secreting  substance.  In  the 
fully  developed  condition,  numerous  cavities  are  found  contain- 
ing brown  putrid  urine,  with  numerous  calcnii ;  and  in  the 
twttorn  of  the  pelvis,  or  lying  in  the  orifice  of  the  ureter,  is 
found  one  stone  which  is  presumably  the  source  of  the  mischief. 
The  renal  tissue  is  not  destroyed  by  advancing  suppurative 
indummation,  but  by  compression  and  distension,  brought  on 
by  obstruction  to  the  flow  of  urine.* 

Many  varieties  of  calculus  are  formed  in  the  kidney.  The 
most  common  is  uric  acid;  next  in  frequency  comes  oxalate  of 
lime.  Other  varieties  are  composed  of  phosphate  of  lime,  car- 
bonate of  lime,  the  triple  pho^hate,  urate  of  ammonia,  cystine, 
and  xanthine.  Occasionally  the  nucleus  is  formed  of  a  blood- 
clot,  or  a  fibrinous  coagulum.  Indigo  has  been  found  in  the 
centre  of  a  rcna]  calculus ;  the  tiro-stealith,  or  "  soap-stone,"  is 
very  rare. 

Symptopa  and  Din^idm.— Both  kidneys  are  about  equally 
liable  to  calculus;  in  about  a  liflh  of  the  cases,  stone  exists 
simultaneously  in  both  organs.  It  is  more  common  in  males 
than  in  females,  and  Is  most  frequently  found  to  arise  before 
middle  age. 

A  stone  in  the  kidney  will  probably  first  signify  its  presence 
by  pain  and  haemorrhage.  Sometimes  the  symptoms  are  slight 
and  transient ;  frequently  they  arc  exceedingly  severe  and  per- 
sistent, so  much  so  as  almost  to  make  life  unbearable.  Other 
symptoms  associated  with  the  pain  and  hsematuria  are  gastric 
disturbances,  retraclion  of  the  testes,  irritability  of  the  bladder, 
pus  in  the  urine,  and  sometimes  suppression  of  urine. 

The  pain  is  usually  felt  in  the  loin,  over  the  kidney  affected ; 
though  it  may  be  felt  in  both  loins,  while  one  kidney  is  healthy. 

*  Jor<la.n  Llnyil  (Pmciiliontr.  Sept.,  18S7)  Iiiu  Iirought  hi«  cxtsnsivs  expe- 
rience aad  study  (o  bear  on  Ihe  further  ekboratiao  oi  (bcM  typM.  mainly 
&om  ihc  climcAl  and  practical  standpoints.  To  hb  paper  I  trould  refer  my 
reader*. 


S06 


NEPHROLITHOTOM  Y 


It  is  of  a  dull,  heavy,  dragging  character,  and  may  shoot  down- 
wards along  ihu  course  of  the  ureter,  and  be  referred  lo  the 
testicle  or  even  to  the  point  of  the  penis.  Sometimes  it  may 
shooi  down  the  thigh,  and  be  specially  referred  to  the  leg,  the 
sole  of  the  fool,  or  even  Ihe  knee.  Apart  from  the  actual  pain, 
there  is  sometime*  a.  curious  feeling  of  consciousness  in  the 
patient's  mind  as  to  the  existence  of  a  stone  in  the  kidney. 
Some  tenderness  on  pressure  over  the  aCTcctcd  kidney  is  usually 
confessed  to.  The  paiu  is  intermittent,  and  is  uitu.ally  at  its 
worst  after  active  or  jerking  movements.  Posture  may  affect  it. 
Thus,  a  patient  who  suffers  while  sitting  may  be  relieved  by 
walking  or  lying  down ;  pain  which  may  be  severe  while  the 
patient  Hes  on  one  side,  may  be  relieved  by  his  turning  on  to 
the  other :  and  various  other  positions,  known  from  experience, 
may  afford  comfort- 
Symptoms  referred  to  the  testicle  of  the  diseased  side,  wtten 
they  exist,  are  cliaract eristic  and  valuable.  Peculiar  sensations, 
var>'ing  from  leoderness  to  actual  pain  of  a  neuralgic  character; 
some  degree  of  swelling,  and  retraction  of  it  within  the  scrotum, 
are  the  most  common  concomitants  of  calculus.  In  the  female 
stich  pain  may  be  referred  to  the  labium,  or  the  onficc  of  the 
urethra. 

Symptoms  derived  from  the  bladder  and  urine  are  comnKni. 
Vesical  irritation  is  a  common  symptom  of  renal  calculiu.  In 
fact,  so  common  is  it,  that  patients  under  close  observation  are 
usually  sounded  for  stone  before  the  diagnosis  of  renal  calculus 
is  made.  There  will  be  a  constant  desire  to  pass  water,  with 
frequent  passing  of  it.  Hematuria,  remittent  and  not  very 
profuse,  is  very  frequently  associated  with  the  complaint. 
Occasionally  it  is  absent  throughout  the  disease.  Sometimes 
it  is  present  only  after  exercise ;  if  it  exists  at  other  tine*, 
jarring  motion  is  almost  ceitain  to  aggravate  it.  As  found  in 
the  urine,  the  blood  is  mixed  less  intimately  than  it  is  in  other 
diseases  of  the  kidney,  and  more  intimately  than  in  disease  of 
the  bladder  or  prostate.  Casts  of  the  ureter  are  occasionally 
found,  and  sometimes  small  rounded  dots.  Pas  may  be  found 
in  the  uriiK  from  pyelitis  that  may  have  been  set  up.    A  pro- 
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bable  giiess  as  to  the  nature  of  the  stone,  its  roughness  or 
smoothness,  may  be  made  from  the  amount  of  the  bleeding. 

Symptoms  referable  to  the  stomach  are  not  uncommon. 
There  may  be  nausea,  vomiting,  and  irregular  attacks  of  indi- 
gestion, accompanied  with  flatulence  and  colicky  pains. 

A  presumptive  evidence  of  stone  in  the  kidney  is  a  previous 
history  of  renal  colic,  arising  from  the  passage  of  stone  along 
the  ureter.  If  the  kidney  has  formed  a  stone  once,  it  may  do  so 
again.  Such  an  attack  once  borne,  is  a  memory  for  a  hfetime. 
The  acute  agony  of  pain  in  the  loins,  shooting  down  the  ureter 
into  the  testicle;  the  depressing  nausea  and  ineHectual  vomiting; 
the  persistent  vesical  tenesmus,  and  the  final  exacerbation  as  the 
stone  passes  the  narrowed  channel  before  entering  the  bladder, 
make  up  a  combination  of  suflering  as  intense,  peihaps,  as 
disease  can  create.  If  renal  colic  has  existed,  the  patient  is 
sure  to  know  of  it. 

A  stone  has  actually  been  felt  in  the  kidney  by  the  examin- 
ing fmgcr,  and  a  sensation  of  grating  has  been  communicated 
by  the  rubbing  of  several  stones  together.  But  such  an  aid  to 
diagnosis  is  very  rarely  afforded.  Strong  pressure  or  a  sharp 
squeeze,  as  causing  an  increase  of  pain  of  a  pricking  or  stabbing 
character,  may  be  of  great  diagnostic  value. 

As  a  result  of  extensive  and  carefully  elaborated  chnical 
experience,  Bennett  May*  groups  cases  of  stone  in  the  kidney 
into  three  classes :  (i)  Where  pain  is  the  only  prominent  symp- 
tom— ihat  is,  where  no  help  is  given  to  the  diagnosis  by  the 
physical  examination  of  the  urine  or  the  patient,  though  consti- 
tutional symptoms  may  be  present,  (a)  Where  pus  or  blood, 
or  both,  .ire  found  in  the  urine.  (3)  Where,  in  addition  to  any 
of  the  alrave,  there  is  a  lumbar  swelling  or  tumour  in  ihe  region 
of  the  kidney.  This,  it  will  be  seen,  runs  in  some  respects 
parallel  with  the  division  given  above  from  the  pathological 
point  of  view.  In  women,  according  to  this  authority,  hema- 
turia may  be  more  misleading  as  a  symptom  of  stone  in  the 
kidney  than  in  men;  a  peculiarity  which  may  depend  on  the 
fact,  pointed  out  by  Lloyd,  that  in  women  the  primary  and 
•  Birwi.  itii.  tltv .  Jan..  liij. 
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secondary  tubes  arc  long  and  narrow,  and  therefore  moie  likely 
to  closely  encircle  the  stone. 

An  element  of  confu^on  arises  in  the  fact,  first  noted  by 
Thornton  and  confirmed  by  others,  that  stone  on  one  side  may 
produce  symptoms  on  the  other.  Godlcc*  relates  a  very  inter- 
esting case  where,  after  a  stone  had  been  removed  from  the  right 
kidney,  there  was  severe  colicky  pain  on  the  left  side,  followed 
by  the  discharge  of  several  small  fraginentt  of  stone. 

The  differential  diagnosis  has  to  be  made  with  m.ilignant 
and  villous  growths  of  the  bladder:  purpura  and  haemophilia; 
and  malignant  or  inflammatory  disease  of  the  substance  of  the 
kidney.  In  addition  to  the  symptoms  already  detailed,  the  pro- 
fuse hccmorrhagc  of  the  first,  with  abundant  clots  and  imperfect 
commiitghng  of  blood  and  urine,  will  help  us.  For  the  rest,  the 
existence  of  the  characlerisllc  dyscrasix,  and,  in  the  case  of 
tumours,  the  pre^ncc  of  a  swelling  in  the  renal  region,  will  help 
us.  Ha?matinuna  will  be  recognised  by  its  characteristic  s^'mp- 
toms,  borne  out  by  a  microscopic  examination  of  the  urine. 
The  conditioD  mosl  likely  to  l>c  mistaken  for  renal  calculus  ik 
early  strumous  disease  of  the  kidney.  The  presence  of  pain  in 
calculus,  and  the  absence  of  hematuria  in  strumous  disease, 
are  the  chief  signs  relied  upon  for  diagnosis.  I  have  on  two 
occuions  (once  with  the  assistance  of  my  colleague.  Dr. 
Shingletoo  Smith)  diagnosed  strumous  kidney  from  the  dis- 
covery of  tubercle-bacilli  in  the  urine. 

An  attempt  to  diagnose  the  actual  pathological  condition 
present  ought  to  be  made. 

The  small  calculus  with  healthy  kidney  may  be  suspected 
when  the  symptoms  are  chiefly  or  entirely  hematuria  and  pain. 

The  large  calculus  eml>edded  in  an  abscess  sac  is  suggested 
by  pus  in  the  urine,  a  tumour  or  increased  resistance  in  the  loin, 
and  pain  on  pressure. 

The  hydro- nephrotic  kidney,  with  small  calculus  blocking  (he 
ureter,  is  suggested  by  repeated  attacks  of  lumbar  pain,  alkaline 
or  putrid  urine  containing  little  pus,  and  a  swelling  in  the  loin, 
which  is  not  very  hard  and  not  very  painful  on  being  pressed. 
*  PrMlilimtr,  Oct.,  1SS7. 
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IndUatioHs  for  OpttaSion. — Dickinson  lells  us,  that  of  three 
individuals  who  have  stone  in  the  kidney,  only  one  dies  of  it : 
the  other  two  die  of  something  else-  The  mere  presence  of 
stone  in  the  kidney  is  not,  therefore,  an  indication  for  operation. 
We  must,  in  the  first  place,  wait  to  see  if  the  stone  will  be 
passed  by  the  ureter ;  and,  in  the  second  place,  come  to  a  deci- 
sion, either  that  the  calculus  is  setting  up  mischief  in  the  kidne>' 
which  may  endanger  life,  or  that  the  subjective  symptoms  arc  so 
urgent  that  necessary  work  cannot  bo  performed  or  health  is 
being  undertnined.  In  every  case,  palliative  treatment  by  rest, 
the  exhilntion  of  alkaline  drugs,  and  careful  dietary,  will  have 
been  fully  and  fairly  tried.  Morris  makes  the  wise  suggestion 
that,  when  anuria  follows  symptoms  of  calculus  in  one  or  hoth 
kidneys,  the  kidney  which  has  last  become  affected  should  be 
first  explored. 

A  further  reason  for  caution  in  proceeding  to  operate  is 
the  fact,  that  no  fewer  than  twenty-five  exploratory  operations 
have  been  perfotmed,  and  no  stone  found.  This,  of  course, 
is  no  reproach  to  the  operation  itself;  on  the  contrary,  as 
all  the  patients  recovered,  it  speaks  in  its  favour.  This  more 
especially  refers  to  operation  where  the  kidney  is  comparatively 
healthy. 

Where  the  kidney  is  diseased,  the  indication  is  to  operate  at 
once,  provided  the  other  kidney  is  diagnosed  as  healthy.  In 
such  a  case,  the  operation  may  be  little  more  than  a  simple 
nephrotomy,  with  drainage  of  an  abscess.  If  advancetl  suppu- 
ration exists,  the  question  of  nephrectomy  will  arise,  and  must 
be  decided  on  the  same  principles  as  would  guide  us  in  operating 
where  there  was  no  stone.  In  many  cases  of  supputntive  nephri- 
tis, Ktones  are  found  which  may  have  little  connection  with  tlie 
origin  of  the  disease.  Barker  points  out  that,  in  advanced 
calculous  disease,  both  nephro-IIthotomy  and  nephrectomy  are 
about  equally  danKcrotis,  as  the  patients  are  usually  advanced 
in  years  and  much  pulled  down  in  strength.  Nephrolithotomy, 
where  the  kidney  is  healthy,  is  a  very  safe  operation :  as  yet,  its 
mortality  has  not  exceeded  lo  per  cent.  Of  21  operations  col- 
lected by  Gross,  2  died— a  mortality  of  9.5J  per  cent. 
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THE   OPERATIOK. 

The  instruments  necessary,  l>cKidcs  knife,  scisson  and  catch- 
forceps,  arc :  two  large  broad  retractors;  a  fine  conical  needle, 
two  and  a  half  indies  long,  set  in  a  handle,  for  exploring  the 
kidney:  and  specially- designed  sounds,  probes,  scoops,  or 
forceps,  for  detecting  the  stone  and  removing  it.  Lucas's  in- 
struments seem  to  be  admirably  suited  for  this  operation.  An 
ordinary  bladder- sound  with  short  beak  and  of  smallest  size  for 
children,  will  be  found  necessary,  if  the  kidney  is  to  be  explored 
in  the  manner  recommended  by  Jordan  Lloyd. 

The  best  incision  is  the  oblique  lumbar  one  recommended 
for  nei^rorraphy.  Morris  favours  this  inci^on:  Howse  made 
use  of  a  vertical  incision,  supplemented  by  a  transverse  one ; 
and  other  surgeons  have  variously  modified  it.  The  knife  is 
entered  close  to  the  edge  of  the  erector  spins,  half  an  inch  or 
more  from  the  lower  border  of  the  twelfth  rib,  and  carried 
obliquely  downwards  and  forwards  towards  the  crest  of  the 
ilium  for  three  or  four  inches,  according  to  the  size  and  sliape 
of  the  costo-ihac  space.  If,  in  spile  of  the  arti(ici:it  enlarge- 
ment of  the  coslo-iliac  space  by  the  piUow  placed  under  the 
opposite  loin,  the  area  for  operation  is  very  limited,  the  incision 
may  be  curved  forwards,  after  being  carried  farther  back  than 
usual.  Additional  space  may  be  got  by  dividing  transversely 
the  fibres  of  the  quadratus  lumborum.  With  the  division  of 
the  deep  lumbar  aponeurosis  and  the  exposure  of  the  circum- 
renal  fat,  this  preliminary  stage  of  the  operation  is  finished.  All 
pressure  forceps  are  now  removed,  vessels  of  coniaderable  sixe 
being  ligatured,  and  the  wound  is  made  to  gape  as  much  as 
possible  by  retractors  in  the  hands  of  an  assistant. 

The  fatty  capsule  is  teased  open  with  forceps,  and  the  kidney 
surface  is  exposed.  Morris  says  that,  as  the  back  of  the  kidney 
is  approached,  there  may  be  noted  diOercnccs  in  the  character 
of  the  fat ;  that  next  the  kidney  being  of  fine  texture,  and  of  a 
delicate  primrose  colour.  If  there  has  been  long-standing 
inflammation  of  the  kidney,  the  surrounding  tissues  will  be 
abnormally  firm  and  coherent. 
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Through  theopening  thus  made  in  the  fat  the  linger  is  pushed, 
and  the  surface  of  the  kidney  systematically  explored.  During 
this  examination,  an  assistant,  pressing  on  the  abdominal  surface, 
fiarces  the  kidney  as  much  as  possible  into  the  wound.  The 
anterior  surface  may  lie  explored  while  the  kidney  is  lying  on  the 
psoas,  agftinst  which  firm  surbce  it  is  pressed.  To  explore  the 
posterior  surface,  the  kidoey  is  pulled  forward  and  compressed 

^igiiinst  either  a  broad 
spatula  or  the  fingers 
of  the  opposite  hand. 
Lange's  proposal,  to 
examine  the  pelvis  by 
tilting  forward  ihe 
whole  organ,  is  well 
worthy  of  attention. 
(Fig.  71.)  It  is  cer- 
tainly easier  to  examine 
the  kidney  between  the 
fingers  when  it  is  well 
pulled  forwards  out  of 
its  bed,  than  when  it  is 
lying  far  back  in  its 
normal  situation, 
Evcrj'  particle  of  renal 
tissue  is  nibbed  and 
squeezed  between  the 
fingers,  and  any  hard 
spot  is  noted.  If  the  stone  is  small,  and  if  it  is  overlapped  by 
renal  tissue,  which  may  be  increased  in  density  from  prolonged 
irritation,  it  may  be  impalpahle.  In  one  case  of  Morris's,  after 
the  kidney  had  been  removed  ami  placed  on  a  table,  it  was 
found  impossible  by  palpation  with  the  finger  to  detect  a  stone 
which  was  embedded  in  a  calyx.  Of  this  fact  there  can  be  no 
doubt :  a  most  painstaking  examination  with  Ihe  finger  may  fail 
to  detect  a  stone  where  it  is  present. 

Should  a  hard  or  elevated  area  be  made  out,  the  exploring 
needle  is  puslied  into  it,  and  the  stone  felt  for. 


Fio.  71.     (LaKOB.) 

Pdoil  fd  Unttr  tJfaud  Jnm  itkind  tfitr 
rtiKwal  ef  Pni-ntfirk  Fttt. 

A.  Xidnt jr  1  B.  IMvIt  of  KUncjr ;  B,  F.  Qaidnlum 
Lumborsni, 
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Shotild  no  stone  be  fell,  the  plan  recommended  by  Jordan 
Lloyd*  should  now  bo  adopted.  As  a  result  of  his  anato- 
mical studies  (see  above)  and  practical  experience,  he  con- 
siders It  infinitely  more  reliable  and  quite  as  easy  to  execute  as 
the  ordinar)'  plan  of  needling.  "  The  procedure  is  analogous  to 
the  method  of  detecting  stone  in  the  bladder,  differing  fiom  it 
only  in  the  one  particular,  that  we  reach  the  kidney's  interior 
through  an  opening  artificially  made.  When  the  kidney  is 
exposed  through  a  lumbar  wound,  I  puncture  its  lower  end  with 
a  long-bladcd  tenotome  in  a  direction  upwards  and  inwards, 
making  for  the  lowest  of  the  calyces.  If  the  surgeon  is  observ- 
ant and  his  knife  is  keen,  he  will  readily  appreciate  the  moment 
when  a  cavity  is  struck  by  the  altered  resistance  offered  to  the 
puncturing  instrument.  .  .  .  Into  this  opening  I  pass  a  child's 
bladder-sound,  and  systematically  explore  the  whole  interior  of 
the  pelvis.  This  sound  should  be  of  special  construction, 
having  a  beak  not  more  than  one-third  of  an  inch  in  length,  a 
stem  about  seven  inches,  and  the  size  of  a  No.  3  English 
catheter.  It  should  be  passed  at  once  to  the  top  of  the  kidney 
cavity,  a  distance  of  nearly  four  inches,  and  the  exploration 
should  be  carried  out  systematically,  from  above  downwards,  the 
point  being  rotated  in  all  directions  so  as  to  investigate  both 
tubes  and  calyces  as  the  instrument  is  withdrawn."  llr  has 
succeeded  by  this  plan,  after  needling  and  palpation  have  both 
failed. 

Should  this  plan  fail,  a  systematic  examination  with  explor- 
ing needle  may  be  carried  out.  This  needle  is  a  fine  sharp  steol^ 
probe,  mounted  on  a  wooden  handle.  It  is  so  fine  that  it  mi 
a  very  small  wound ;  and,  Iwing  only  two  and  a  half  inches  in 
length,  it  cannot,  if  pushed  through  the  cortex,  wound  the  large 
renal  vessels.  The  exploratory  punctures  are  made  in  a 
thoroughly  systematic  maimer  from  one  end  to  the  other  of  the 
posterior  I>order.  While  this  is  being  done  with  the  needle  in 
one  hand,  the  kidney  is  steadied  and  held  upwards  in  the  wound 
by  the  lingers  of  the  other  hand.  Every  thrust  ought  to  be 
towards  the  lulum,  so  as  to  strike  the  position  of  the  calyces. 

•  LiK.  iH. 
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Should  the  needle  strike  a  stone,  a  long  thin-bladed  knife  is 
pushed  alongside  of  it,  till  it  also  strikes  the  stone,  and  a  vertical 
incision  is  then  made  in  the  renal  tissue  through  which  the  stone 
may  be  extracted. 

Supposing  that  no  stone  is  discovered  after  complete  cxplo* 
ration  with  the  needle,  the  operation  is  not  to  be  abandoned. 
The  kidney  may  be  unhesitatingly  laid  open  by  an  incision 
along  its  posterior  border,  long  enough  to  permit  of  digital 
examination  of  the  calyces.  As  Morris  remarks,  "kidney 
wounds  are  known  to  heal  readily,  and  whilst  the  risk  of  su^h 
an  incision  would  not  equal  that  of  a  nephrectomy,  the  subse- 
quent condition  of  th«  kidney  would  be  preferable  to  the 
possession  of  only  one  of  these  organs."  Instead  of  the  finger, 
a  sound,  such  as  that  of  Lloyd  or  Lucas  or  Bruce  Clarke,*  may 
be  used.  The  latter  surgeon  made  a  series  of  careful  experiments 
in  the  post-morlcm  room,  to  test  how  far  it  was  possible  to  ex- 
plore with  a  flexible  sound  the  various  recesses  of  the  kidney. 
He  found  that  with  an  ordinary  bougie  il  bouU  with  a  porcelain 
tip  it  was  possible  to  explore  nearly  every  part  of  the  pelvis  and 
calyces. 

Supposing  a  stone  is  felt  in  the  pelvis  of  the  kidney,  it  may 
become  a  question  whether  it  would  not  be  better  directly  to 
extract  it  by  incising  or  tearing  the  pelvis,  than  to  do  so  by 
incising  the  renal  tissue.  The  pelvis  should  be  opened  from 
beliind  if  possible,  and  the  instrument  used  ought  not  to  be 
sharp.  After  opening  the  pelvis,  there  is  a  risk  of  urinary 
fistula;  therefore,  wherever  it  seems  feasible  and  proper,  ex- 
traction should  be  made  through  an  opening  in  the  renal 
tissue. 

The  first  iacisioD  down  to  the  stone  is  made  large  enough  to 
admit  the  forefinger.  An  attempt  is  made  to  raise  up  the  stone 
on  the  finger-pulp,  and  this  manwuvre  may  be  assisted  by  a 
small  scoop.  The  opening,  if  not  large  enough,  is  increased  by 
tearing  and  dilating.  Hemorrhage  is  controlled  by  the  linger, 
acting  as  a  plug,  and  is  rarely  troublesome.  It  is  always  advis- 
able to  remove  the  stone  entire,  if  this  can  be  done  without 
■  Surffry  uf  llii  Kirf-n'  Lotiilon.  iSS&, 
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iajuring  tlie  Mcretint;  suliMance;  otherwise,  it  roust  be  broken 
up.  Bennett  May  has  succeeded  in  removing  entire  from  a 
kidney  but  slightly  enlarged  a  stone  an  ounce  in  weight ;  and  at 
ieatt  one  heavier  has  been  extracted. 

The  removal  of  a  calculus  blocking  |)m;  ortlice  of  the  ureter 
may  be  an  affair  of  extreme  diflliculty,  taxing  to  the  full  the' 
manual  and  mental  resources  of  the  surgeon.  1  have 
assisted  at  such  an  operation  in  which  roost  skilful  and 
persevering  elTorls  on  the  part  of  one  of  our  most  brilliant 
operators  only  succeeded  after  an  hour's  trial  in  removing  the 
Stone. 

Where  the  kidney  is  suppurating,  and  the  stone  lies  in  an 
abscess  sac,  the  operation  may  be  %'cr>-  easy.  On  the  other 
hand,  as  in  large  branched  calculi,  it  may  be  impossible  to 
remove  the  stone  until  it  has  been  broken  into  fragments. 
Each  case  must  Iw  managed  on  its  own  merits;  a  resourceful, 
surgeon  will  at  oncd  decide  upon  the  most  favourable  plan  of  < 
removing  the  calculus. 

A  drainage-tube  is  placed  in  the  bottom  of  the  parietal  wound,'i 
behind  the  kidney :  the  wound  itself  is  closed  in  the  ordinary 
way  by  deep  and  superficial  sutures.  For  the  first  day  or  two 
nearly  all  the  urine  escapes  by  the  drainage-tube:  it  soon  dimin- 
ishes, however ;  and  after  a  few  dajs  or  weeks,  ceases  altogether. 
To  prevent  contact  of  the  urine  with  the  wound,  an  attempt 
ought  to  be  made  to  convey  it  into  a  reservoir.  This  may ' 
done  by  using  ordinary  imperforated  rubber  tubing,  makingi 
holes  in  it  only  for  the  distance  it  extends  into  the  tissues,  and 
carrying  the  external  imperforated  portion  into  a  rubber  bottle 
which  lies  at  some  distance  from  the  patient.  The  tube  should 
be  fixed  in  the  opening  by  a  stitch  including  the  tube  and  the 
skin.  The  wound  is  dressed  with  ordinary  absorbent  material : 
it  usually  heals  with  great  rapidity. 

Of  special  dangers  following  ncpliro- lithotomy  we  know 
little:  for  they  have  not  yet  appeared.  U  hccmorrhage  is 
troublesome,  a  catgut  suture  may  be  carried  through  the  renal 
tissue,  so  as  to  exert  compression.  CeUulitis,  renal  ali; 
and  renal  fisliUa,  are  menliooed  as  possible  results  by  Morris.1 


DANGERS.    .  Slfl 

In  cases  of  advanced  calculous  pyelitis,  the  dangers  are  prac- 
tically those  of  nephrotomy  or  nephrectomy  for  the  same 
condition.  The  question  as  to  the  advisability  of  combining 
abdominal  section  with  lumbar  section  is  but  little  diiFerent,  in 
calculous  disease,  from  that  presented  in  non-calculous  disease 
and  Heed  not  specially  be  considered  here. 
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By  nephrotomy  !«  meaot  the  ojieration  of  making  an  incision 
into  the  kidney,  for  the  purpose  of  evacuating  cystic  or  purulent 
collections  of  fluid.  Puncture  of  the  kidney  is  simply  nephro- 
tomy done  without  dissection,  and  not  followed  by  drainage; 
nephrotomy  is  usually  preceded  hy  careful  dissection  through 
the  loins,  and  is  nearly  always  followed  by  drainage. 

Puncture,  nephrotomy,  and  nephrectomy  overlap.  Any  one 
of  them  may  be  indicated  for  the  same  condition;  and,  indeed, 
all  of  them  may  properly  be  iwrfomied  in  succession  for  the 
cure  of  this  condition.  Thus,  in  a  case  of  hydro- nephrosis, 
puncture  failing  to  cure,  nephrotomy  with  drainage  may  be 
tried ;  if  this  also  fails,  nephrectomy  may  l>e  perfornie<l.  Begin- 
ning at  the  other  end,  nephrectomy  as  a  primary  procedure  has 
a  more  hmited  application.  It  is  admissible  where  puncture 
and  incision  are  inadmissible,  only  in  the  case  of  new  growths ; 
to  every  other  condition,  and  especially  in  cj-st  and  abscesses, 
it  may  properly  follow  a  want  of  success  in  the  minor  operation 
of  nephrotomy. 

It  is  undoubtedly  the  case  that  for  the  same  disease — scrofu- 
lous kidney,  for  example — nephrotomy  or  nephrectomy  may  be 
performed  with  equal  propriety.  But  the  actual  stage  or  con- 
dition of  the  disease  ought  to  be  very  different  for  each  operatioa. 
It  is  impossible,  therefore,  to  cl.is«ify  ihc  indications  for  opera- 
tioa under  the  heads  of  the  pathological  condition  for  which  the 
operation  may  be  pcrfoimcd.  It  will  serve  our  purpose  of 
description  better,  and  at  the  same  lime  emphasise  the  best 
recognised  practice,  if  under  each  operation  kc  consider  only 
such  diseases  as  directly  and  specially  call  for  it.  For  some  of 
them,  puncture  ought  first  to  be  performe<l ;  if  this  fails,  nephro- 
tomy ought  to  follow;  if  this  also  fails,  nephrectomy  may  be 
called  for.  In  otlicrs.  the  first  proceeding  ought  to  be  ncpbro- 
lomy:  if  this  fails,  nephrectomy  may  be  demanded.  Nephro- 
tomy also    may   sometimes    be    regarded    as    preparatory   to 
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nephrectomy.       In  a   third    class,   nephrectomy  ought   to   be 
performed    at    first. 

The  following  classification  may  be  adopted  as  practically 
convenient : 

Renal  Puncture,  indicated  in— 
(i)  Simple  cysts. 
(2}  Hydro* nephrosis. 
(3)  Hydatid  cysts. 

Nepkrotomy,  indicated  in — 

(i)  Cases  where  puncture  fails. 

(2)  Pyo- nephrosis. 

{3)  Suppurative  nephritis  and  pyelo-nephritis. 

(4)- Scrofulous  kidney. 

(5)  Calculous  suppression  of  urine. 

Nephrectomy,  indicated  in — 

(i)  Cases  where  nephrotomy  fails,  or  would  evidently  be 
useless. 

(2)  Certain  new  growths  of  the  kidney. 

(3)  Ureteral  and  renal  fistuls, 

{4)  Serious  wounds  of  the  kidney. 

(5)  Disease  or  degeneration  of  movable  kidney. 


Puncture  of  the  Kidney. 

coKomoxs  roR  which  tub  opriiatiok  uav  bb  perporubd. 

Puncture  of  (he  kidney  may  be  employed  in  any  form  of 
renal  cysiic  enlargement;  but  it  is  primnnly  indicated  as  a 
curative  measure  only  in  simple  and  hydatid  cysts,  and  in 
hydro-oephrosis. 


Simf>U  Cysti  «/  th*  KiJney, — Here  we  are  not  concerned  with 
those  small  cysts  so  frequently  found  in  granular  kidneys ;  nor 
with  the  rare  general  tnosfomiation  into  numerous  cjsts  found 
congenilally  or  in  adults.  Tlie  former  never  attain  to  surgical 
ditncnsions;  the  latter,  general  cystic  degeneration,  being  bi- 
lateral, is  not  amenable  to  surgical  treatment- 
Simple  serous  cysts  are  found  as  thin -walled  globular 
tuniours,  of  varying  dimensions,  springing  from  some  part  of 
the  renal  cortex.  Their  contents  arc  not  urinous,  hut  a  pale 
straw-coloured  fluid,  of  low  specific  gravity,  containing  a  con- 
siderable amount  of  albumen.  Sometimes  the  cavity  of  the  cyst 
communicates  by  an  opening  with  one  of  the  calyces;  most 
frequently  it  is  blind.  The  fluid  often  contains  cholcsterine, 
and  occasionally  blood.  Rarely  the  contents  are  thick,  or  of  the 
consistence  of  jelly. 

These  cysts  are  harmful  only  when  they  attain  to  large 
dimensions.  They  tend  to  distort,  spread  out,  and  cause 
atrophy  of  the  proper  renal  tissue,  as  well  as  to  interfere  with 
health,  from  their  bulk. 

The  symptoms  are  simply  those  of  a  slowly -growing  cystic 
tumour,  situated  ia  the  loin.  There  are  no  special  signs  avail- 
able for  diagnosis.  Urinary-  symptoms  are  absent ;  and  there  is 
no  pain,  or  pyrexia,  or  evidence  of  iti-hcalth.  Diagnosis  can  be 
made  only  by  exclusion  of  other  forms  of  cystic  eiUargemenl. 

Para-Htphrk  Cysts  are  rare  developments  of  doubtful  origin, 
which  arise  in  the  tissues  immediately  surroundiog  the  kidney. 
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and  somctim**  form  a  connection  wilh  it.  They  may  be  con- 
genital. Clinically,  they  are  inilislingiiishable  from  simple 
cysts;  practically,  their  recognition  is  unimportant,  as  the 
treatment  is  identicaJ. 


Hydatid  Cysts  c/  the  KtdHty.—KyAMxAs,  are  found  in  the 
kidney  six  tini«s  less  frequently  than  in  the  liver.  In  a  con- 
siderable majority  of  cases,  the  left  kidney  is  the  organ  ad'cctcd  : 
very  rarely  are  both  organs  affected  at  once. 

The  cyst  usually  originates  in  the  secreting  substance;  but 
occasionally  develops  in  the  cellular  tissue  underlying  the 
capsule  or  surrounding  the  pelvis.  The  renal  tissue  is  thinned 
out  and  atrophied,  from  pressure.  Ax  compared  with  hydatids 
of  other  organs,  renal  hydatids  do  not  attain  to  very  large 
dimensions :  this  is  probably  due  to  a  tendency  which  they  have 
to  discharge  a  portion  of  their  contents  through  the  ureter. 
Of  63  cases  of  renal  hydatids  collected  by  Roberts,  a  history 
of  vesicles  passed  in  the  urine  occurred  in  52.  A  renal  hydatid 
cyst  containing  four  pints  of  fluid  would  be  considered  a  large 
one.  It  may  burst  into  surrounding  organs,  as  the  intestine  or 
lung ;  and  it  may  undergo  any  of  the  inflammatory,  degener- 
ative, or  atrophic  changes  which  are  found  in  hydatids  else* 
where.  Hydro- nephrosis  has  been  caused  by  the  impaction  ot 
a  vesicle  in  the  ureter. 

The  symptoms  of  renal  hydatid  disease  arc :  the  passage  of 
hydatid  vesicles  in  the  urine,  preceded  by  attacks  of  renal  colic ; 
and  the  existence  of  an  abdominal  tumour,  fixed  in  the  loin. 
Sometimes  there  is  a  discharge  of  hydatids,  and  no  tumour ; 
more  rarely  is  there  a  tumour,  and  no  hydatid  escape.  In  only 
18  of  Roberts's  63  cases  was  a  tumour  discernible.  Fluctuation 
is  not  always  perceptible;  and  the  hydatid  fremitus  is  as  rarely 
observed  hero  as  in  the  liver  or  elsewhere.  The  vesicles  are 
found  entire  or  ruptured ;  occasionally  nothing  is  found  in  the 
urine  but  booklets  and  shreds  of  membrane.  Blood  or  pus 
may  be  discharged  with  the  hydatids :  these  are  specially 
frequent  after  attacks  of  renal  colic.  Retention  of  urine  has 
been  caused  by  blocking  of  the  urethra ;   and,  as  already  re- 
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marked,  hydro-nephrosis  may  arise  from  blocking  of  the  tircter. 
In  l)w  bladilcr,  the  vesicles  may  l>cget  symptoms  of  irritatioo  or 
tenesmus,  or  even  inflammation  :  inipacled  in  the  ureter,  the 
vesicles  may  set  up  the  train  of  symptoms  already  described  as 
diaracteristic  of  renal  colic,  from  the  passage  of  calculus. 


Hydn-tupkretit. — This  is  a  distension  of  the  kidney  with  fluid, 
caused  by  an  obstruction  to  the  flow  of  urine.  The  obstruction 
may  exist  at  any  point  in  the  urinary  tract — urethra,  bladder, 
ureter,  or  pelvis  of  the  kidney.  It  may  be  congenital  or  acquired. 
According  to  Morris,  about  one-third  of  the  cases  have  a  con- 
genital cause :  but  in  some  cases  this  cause  docs  not  have  its 
full  cITcct  in  producing  hydro-nephrosis  till  late  in  life.  "Con- 
genital nephrosis "  must  not  be  confounded  with  "  hydro- 
nephrosis  having  a  congenital  cause." 

Congenital  causes  of  hydro-nephrosis  arc  numerous  and 
various.  In  the  ureter,  twists,  kinks,  reduplications  or  folds, 
Bteno&is,  and  complete  obliteration,  have  all  Iwen  described  as 
causes.  The  junction  of  the  ureter  to  the  kidney  or  to  the 
bladder  may  be  faulty,  obstructing  the  flow  of  urine.  Compres- 
sion of  the  ureter  by  abnoiuial  arteries  has  been  described  as  a 
cause  of  hydro-nephrosis. 

Of  acquired  causes,  the  most  important,  from  a  surgical 
point  of  view,  is  impaction  of  a  calculus  in  the  ureter  or  pelvis 
of  the  kidney.  In  an  elaborate  investigation  into  the  causes  Of 
143  cases  of  marked  hydro-nephrosis  extracted  from  the  post- 
mortem records  of  Middlesex  Hospital,  Morris  found  tlial  116 
cases  bad  cancer  of  the  pelvic  organs,  uterus,  vagina,  bladder, 
or  rectum ;  3  had  cancer  of  the  ovaries ;  and  the  remaining 
34  had.  in  about  equal  proportions,  c\-stilis,  vesical  calculus, 
enlarged  prostate,  ovarian  cyst,  constriction  of  ureter,  cancer  of 
abdominal  organs :  in  one  there  was  a  villous  growth  of  the 
bladder;  in  4  the  causes  were  unknown.  Roberts  found  in  32 
cases  of  hydro-nephrosis  the  causes  to  be — impaction  of  calculus 
in  the  ureter  in  ti,  and  {uvbably  in  3  more;  in  j,  cicatricial 
stenosis  of  the  ureter ;  in  6,  compression  of  the  ureter  by  pelvic 
tumours ;   and  in  3,  compression  by  inflammatory  peritoneal 
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bands.  Retroflexion  of  the  uterus  has  been  described  as  a 
cause  ;  and  Morris  and  James  have  explained  how  greatly  in- 
creased frequency  of  micturition  may  produce  hydro- nephrosis, 

Hydro-nephrosts  is  about  equally  common  in  both  kidneys; 
in  about  one-third  of  the  cases  it  exists  in  both  at  the  same 
time,  tt  is  found  ai  all  ages,  and  with  equal  frequency  in  both 
sexes.  From  an  analysis  of  69  cases  of  hydro- nephrosis  and 
pyo-ncphrosis,  Dickinson  concludes  that  death  from  one  or  other 
of  these  closely-allied  complaints  "is  especially  frequent  during 
the  first  ten  years  of  life,  as  the  result  of  congenital  lesions ;  as 
an  acquired  disease,  largely  due  to  stone,  it  produces  its  fatal 
issue  with  increasing  frequency  up  to  50,  beyond  which  age  it  is 
seldom  delayed." 

As  to  the  actual  lesion  produced,  it  may  alfecl  the  whole 
kidney,  or  only  part  of  it ;  that  is  to  say,  the  distension  may 
involve  the  whole  pelvis,  or  only  a  few  of  the  calyces.  A  case 
has  been  recorded  in  which  a  tumour  of  considerable  size  was 
caused  by  the  distension  of  one  calyx.  The  mode  of  distension 
is  easily  understood.  The  pelvis  is  first  converted  into  a  globular 
sac;  the  calyces  then  become  dilated;  and  lastly,  the  medullary 
and  cortical  portions  are  stretched  out  and  thinned.  In  extreme 
cases,  the  secreting  tissue  may  be  represented  by  a  thin  layer 
underlying  the  capsule;  or  alt  traces  of  it  may  disappear,  and 
the  kidney  is  little  more  than  a  cyst  with  thin  fibrous  walls  sub- 
divided internally  into  secondary  cysts  or  saccules  by  complete 
or  incomplete  septa.  In  most  cases  some  trace  of  secreting 
[issue  remains,  with  something  of  the  kidney  shape.  In  size  the 
sac  varies  from  that  of  the  normal  kidney,  or  less,  to  dimensions 
sufficient  to  fill  the  abdominal  cavity.  In  only  a  small  propor- 
tion of  cases,  however,  does  hydro- nephrosis  attain  to  a  size 
sufficient  to  cause  perceptible  tumefaction  of  the  abdomen. 

The  fluid  in  the  cyst  is  never  pure  urine  ;  frequently  it  con- 
tains neither  urea  nor  uric  acid.  It  is  usually  a  simple,  clear, 
aqueous  fluid,  of  low  specific  gravity,  containing  n  little  chloride 
of  sodium  and  jierhaps  albumen.  Occasionally  the  fluid  is 
brown,  from  admixture  with  blood  ;  rarely  it  is  thick  or  colloi- 
dial ;  and  sometimes  it  is  putrid,  ammoniacal,  and  turbid. 
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It  has  Iwen  pointed  out  that  tlw  ot>struction  in  the  most 
typical  cases  of  hydro- nephrosis  is  not  complete  and  not  con- 
tinuous. A  complete  obstruction  to  the  urinary-  flow  leads  to 
atrophy,  rather  than  to  dilatation  of  the  kidney ;  stricture, 
varying  in  narrowness,  predisposes  to  dilatation.  A  calculus  in 
the  pelvis  or  the  ureter,  occn»ioiially  moving,  causing  at  one 
time  partial,  at  another  lime  complete  obstruction,  while  it 
sometimes  moves  out  of  the  way  altogether,  provides  tlie  ideal 
cause  of  hydro-nephrosis,  such  as  coin«s  up  for  surgical  treat- 
tncnt. 

Symptoms  of  hydro-nephrosis,  in  the  absence  of  a  tumour, 
are  usually  wanting  altogether  ;  in  the  worst  cases  there  may  be 
symptoms  of  urinary  suppression.  In  disease  of  both  kidneys, 
urxmia  sooner  or  later  appears.  Diagnosis  is  possibli%  or  rather 
probable,  only  when  a  tumour  is  present.  Such  a  tumour  is 
rounded,  often  lobulatcd,  .usually  fluctuating,  and  lies  mainly  in 
the  loin.  If  the  tumour  is  ver^-  large,  it  may  occupy  and 
distend  the  whole  abdomen,  on  one  side  as  much  as  on  the 
other;  in  such  a  case,  a  history  of  its  having  once  been  one- 
sicted,  or  of  its  having  appeared  in  the  costo-iliac  interspace, 
will  be  of  assistance.  In  every  case,  a  history  of  its  varying  in 
size  is  of  importance — almost  pathognomonic,  in  fact.  Morris 
has  recorded  eleven  c.ises  where  the  tumour  completely  tnler- 
mittcd:  that  is,  where  it  was  prominent  at  one  time,  and  not 
distinguishable  at  another.  Many  others  show  temporary 
diminution  without  actually  vanishing.  If,  with  the  diminution 
or  disappearance  of  the  tun>our,  there  is  observed  an  increased 
flow  of  urine  of  low  qiccilic  gravity,  we  may  almost  certainly 
diagnose  hydro-nephrosis. 

As  to  subjective  symptoms,  records  are  extremely  variable. 
Frequently  there  is  no  pain  \whatcver ;  sometimes  there  is  severe 
pain,  occasionally  amounting  to  agony.  The  amount  of  tension 
and  the  presence  of  a  calculus  would  influence  the  produciioo  of 
p«in. 

The  diagnosis  of  hydro-nephrosis  is  often  difficult,  sometimes 
impossil>le.  It  may  be  miMakcn  for  any  cystic  abdominal 
tumour.     Of  renal  cystic  enlargements,  it  is  most  liable  to  be 
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confounded  with  simple  or  hydatid  cyst,  and  with  pyo-nephrosis. 
In  hydatids  the  history  gives  most  important  aid.  In  pyo- 
nephrosis, elevation  of  temperature  with  continuous  or  occasional 
presence  of  pus  in  the  urine,  may  be  expected.  Hydatids  of 
hver  or  spleen  may  mislead.  But.  where  the  tumour  is  large,  it 
is  most  frequently  mistaken  for  o\'arian  cystoma ;  at  least  fifteen 
cases  are  on  record  in  which  hydro -nephrotic  or  simple  renal 
cysts  have  been  mistaken  for  ovarian  lumoiir,  and  laparotomy 
performed  on  the  erroneous  diagnosis.     (Morris.) 


TUB   OPRRATIOK   OP    PUNCTURING  THE    KIDNKY. 

This  operation  may,  with  a  fair  promise  of  cure,  be  performed 
tor  any  of  the  abow  conditions ;  viz,,  simple  cyst,  hydatid,  and 
hydro-nephrosis.  In  the  case  of  simple  cysts,  tapping  may  he 
repeated  several  times  should  the  cyst  refill.  In  hydatid  disease, 
tapping  maybe  successful,  and  should  be  tried;  but  incision, 
with  drainage,  is  likely  to  be  called  for.  If  there  is  no  discharge 
of  vesicles  by  the  urethra,  Morris  considers  that  the  only 
proper  treatment  is  nephrotomy.  The  first  proceeding,  in  all 
cases  of  hydro- nephrosis  calling  for  treatment,  ought  to  be 
tapping.  Friction  and  compression  by  the  hands  have  caused 
several  hydro -nephrotic  tumours  to  disappear;  but  in  few  cases 
can  manipulation  be  entirely  free  from  risk,  and  in  the  great 
tnajority,  from  the  nature  of  the  obstruction,  it  must  be  useless. 
A  single  tapping  is  rarely  curative  in  hydro- nephrosis ;  frequently 
the  operation  has  had  to  be  repeated  many  times.  But  if,  after 
three  or  four  tappings  have  been  tried,  a  cure  is  not  effected, 
most  surgeons  would  proceed  to  incision  and  drainage.  Repeated 
tapping  is  liable  to  beget  suppuration. 

Puncture  and  tapping  of  the  kidney  is  best  performed  with 
the  .iKpiralor.  The  needle  should  be  of  large  size,  to  lessen  the 
chance  of  its  becoming  blocked  with  dibns.  The  skin  and  the 
needle  must  be  thoroughly  aseptic ;  and  the  needle  ought  to  be 
introduced  full  of  an  aseptic  fluid,  to  prevent  the  introduction  of 
air  into  the  cyst.  An  air-bubble  will  rise  into  a  sac  of  fluid  out 
of  the  point  of  an  aspirator  needle,  and  filthy  epidermic  scales 
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may  be  carried  in  on  the  cutting  point.  An  abundant  experience 
of  this  very  simple  operation  proves  that  it  is  too  frequently 
allied  to  the  experiment  of  introducing  a  germ-laden  needle  into 
the  midst  of  a  cultivation  jelly. 

The  point  at  which  puncture  is  to  be  made  will  vary  accord- 
ing to  the  size  of  the  tumour,  its  nature,  and  the  side  on  which 
it  lies.  In  every  case  the  operation  ought  to  be  cxtra-periloncal: 
the  needle,  therefore,  must  not  be  inserted  too  far  forwards. 
Morris  advises  that  "  if  there  be  any  spot  over  the  swelling 
which  is  thin,  soft,  prominent,  or  fluctuating,  the  trocar  should 
be  there  inserted.  A  point  which  is  not  seldom  indicated  is 
midway  Itetween  the  umbilicus  and  the  anterior  superior  spine 
of  the  ilium ;  or  half  an  inch  below,  and  an  inch  and  a  half 
to  the  side  of  the  navel."  One  danger  in  puncturing  too  near 
to  the  middle  line  is,  that  the  colon  may  be  wounded. 

Where  the  tumour  is  not  large,  or  where  no  favourable  spot 
presents  itself,  the  site  to  be  selected  should  be  regulated  by 
the  anatomy.  As  a  result  of  several  experiments,  Morris  found 
that,  to  puncture  the  loft  kidney,  the  best  point  of  entrance  was 
one  "just  anterior  to  the  last  intercostal  space."  On  the  right 
sidC)  puncture  in  this  situation  would  probably  traverse  the 
liver;  therefore,  a  lower  point  is  selected  half-way  between  the 
last  rib  and  the  crest  of  the  ilium,  from  two  to  two  and  a  half 
inches  behind  the  anterior  superior  spine  of  tlie  ilium.  "  This 
Spot  is  on  a  level  with  the  front  of  the  bodies  of  the  lumbar 
vertebra;,  and  a  needle  here  passed  horizontally  inwards  will  be 
altogether  in  front  of  the  normal  kidney,  and  will  cither  Iranshx 
or  pass  in  front  of  the  ascending  colon  when  in  its  usual  place. 
It  may,  however,  with  safety  be  conjectured  that,  in  any  case  of 
hydro-nephrosis  of  the  right  side  requiring  to  be  lapped,  if  the 
trocar  be  inserted  at  the  place  1  propose,  and  directed  somewhat 
forwards,  the  peritoneum  and  colon  will  be  sufficiently  in  front 
to  escape  injury:  the  liver  will  be  safely  out  of  reach  abovc.and 
the  kidney  behind ;  while  the  dilated  pelvis  of  the  kidney  will  be 
tapped  at  its  anterior  and  lower  aspect."     (Morris.) 

As  soon  as  the  needle  is  embedded  in  the  skin,  the  exhausting 
bottle  should  be  connected;  and  the  needle  is  then  cautiously 
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pushed  onwards  till  fluid  is  sucked  out,  when  it  should  be 
pushed  iu  no  further.  Thus  the  risk  of  wouuding  reual  vessels 
is  diminished.  More  than  one  case  has  died  trom  extravasation 
of  the  cyst-contents  into  the  peritoneal  cavity.  Wound  of  the 
margin  of  the  liver  may  prove  harmless.  The  risk  of  wounding 
the  pleura  has  already  been  referred  to. 


Nephrotomy. 


COHOITIONS    FOR  WHICH    NEPHROTOUV    UAV    BE    PBRFOftXBD. 

Pyvtuphnta  is  simply  hydro- nephrons  with  suppurative 
tnfliLniiniUion  of  the  lining  inenibrane  of  the  cyst.  Bctweea  s 
simple  cataiih  with  shedding  of  proliferative  endothelial  cells, 
and  the  foimalion  of  gianuUtioas  with  abundant  discharge  of 
pus.  all  degrees  of  inflammation  are  found.  Mucus,  hlood.  and 
uriitc  are  frequently  found  in  the  purulent  fluid ;  occauonally  it 
is  very  putrid.  In  certain  cases,  phosphates  arc  found  in 
sufficiGnt  amount  to  form  with  the  pus  a  sort  of  paste. 

Pyo-Dcphrosis  may  be  the  first  effect  of  a  cakulus :  or  it  may 
be  an  after-devetopment  of  hydro- nephrosis,  cither  spontaneously 
evolved,  or  as  a  result  of  surgical  interference  by  tapping.  It 
may  originate  in  any  of  the  conditions  already  mentioned  as  pro- 
ductive of  hydro- nephrosis,  and  ntore  particubrly  from  renal 
calculus.  Suppurative  calculous  pyehtis  has  already  been 
described  under  nephro-lithotomy.  and  need  not  be  further 
dwelt  upon. 

The  symptoms  are  tiMse  of  hydro'nephrosis  pim  suppuration. 
Elevation  of  teinpcTaiurc,  with  or  without  rigors;  hectic;  loss, 
of  ap]>eiite,  with  perhaps  symptoms  of  urxmia  or  scpticaimia, 
may  be  looked  for.  A  tumour  may  be  visible  and  palpable ;  but 
it  rarely  attains  to  the  enormous  dimensions  sometimes  observed 
in  hydro- nephrosis.  Dulness,  if  the  tumour  ts  large,  may  be 
inteiTu[>tc<l  towards  the  middle  line  by  the  colon  passing  over  it. 
Fluctuation  may  or  may  not  be  detected.  A  lobulated  outline  on 
palpation  may  frc<)uenlly  be  made  out.  Pain,  cutaneous  wdcma 
or  redness,  and  other  local  signs  of  suppuration,  may  be 
expected.  An  examination  of  the  urine  may  reveal  the  presence 
of  pus,  and  an  estimation  of  its  quantity  may  show  a  diminution 
in  amount.  Inteimittcnce  of  the  tumour  has  t>een  found. 
Occasionally  cystitis  is  set  up,  from  oootamiiution  with  purulent 
or  putrid  urtne. 
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Suppurative  Diseaut  of  the  Ktdtity. — There  are  various  distinct 
forms  of  suppurative  inflammation  of  the  kidney.  They  may  be 
described  as:  (i)  simple  circumscribed  renal  abscess;  (2)  general 
suppurative  Dcphritifi,pyeliiis,and  pyelo- nephritis;  (3)  scrofulous 
kidney.  Sucii  a  clua.slficiktion  is  neither  clinically  nor  patholof[i- 
cally  perfect ;  It  is,  however,  that  usually  followed,  and  may  be 
conveniently  adopted  here. 

{>)  lUnal  Abutis  has  its  typical  origin  ia  injury,  as  from  a 
blow,  or  a  calculus,  or  other  foreign  lx>dy :  it  may  be  secondary 
to  peri-nephric  suppuration  ;  and  it  has  been  known  to  follow 
the  administration  of  canlhandcs  and  turpentine.  A  single 
abscess  may  be  Formed  by  the  fusion  of  many  small  ones ;  and 
there  may  be  more  than  one  abscess  in  the  kidney. 

Renal  abscess  is  usually  limited  to  one  kidney.  It  may  find 
its  way  into  the  pelvis,  and  thence  empty  itself  into  the  bladder 
through  the  urethra;  or  it  may  burst  through  the  capsule  into 
the  surrounding  cellular  tissue,  causing  peri-nephric  abscess ;  or 
both  events  may  occur.  It  is  by  no  means  rare  to  find  more 
than  one  abscess  in  the  renal  tissue,  lo  many  cases  the  whole 
organ  is  transformed  into  an  abscess,  limited  by  pelvis  and 
capsule,  and  partly  subdivided  by  septa. 

In  acute  cases,  the  symptoms  are  frequently  usliered  in  with 
rigors,  frequently  repeated,  and  great  elevation  of  temperature. 
In  chronic  cases  there  may  be  little  or  no  fever  at  any  stage  of 
the  disease.  Pain  in  the  region  of  the  kidney  is  usually  com- 
plained of.  Pus  may  be  found  tn  the  urine ;  if  it  is  considerable  in 
amount,  and  accompanied  with  decrease  in  the  size  of  a  lumbar 
tumour,  the  existence  of  renal  abscess  is  almost  certain.  A  sense 
of  increased  resistance  in  the  loin  to  the  examining  fingers, 
cedema  and  redness  of  skin,  and  complaints  of  loc;il  pain  on 
,  pressure,  suggest  renal  abscess.  The  disease  is  always  attended 
by  great  prostration,  rapid  emaciation,  and  complete  loss  of 
appetite, 

(2)  Suppufutioe  NtfAntis  is  usually  described  as  secondary  to 
some  disease  of  the  lower  urinary  tract.  It  may  be  confined  to 
the  peU-is,  when  it  is  known  as  pyelitis ;  or  to  the  kidney,  when 
it  is  described  as  nephritis;  or  it  may  involve  the  whole  renal 
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orgftn,  when  it  is  known  as  pyelo- nephritis.  In  its  typical 
developmcDt  it  is  best  known  as  "  surgical  kidney ; "  that  is  to 
bUy,  it  has  its  ori^n  in  any  disease  of  the  penis  or  bladder  for 
which  surgical  tt«atm«nt  has  been  or  may  be  inMitiilcd.  As  a 
matter  of  fact,  the  disease  is  more  frequently  caused  by  want  of 
surgical  treatment  than  by  excessive  or  erroneous  application 
of  it. 

From  the  nature  of  the  disease,  both  kidneys  are  usually 
affected ;  and  this  fact  is,  in  itself,  siiflicient  to  foihid  a  local 
operation  of  any  magnitude.  Suppurative  nephritis  is,  in  the 
great  majority  of  cases,  a  rapidly  fatal  complaint ;  and  surgical 
treatment  ofTcrs  little  or  no  hope  of  cure. 

(3)  StrofutcKs  Kiduty—or  scrofulous  pyelo-nephritift,  as  it  is 
sometimes  called — is  an  inflammation  of  the  kidney,  attended 
with  the  formation  of  the  characteristic  cheesy  material.  It  ia 
a  constitutional  disease.  Of  95  cases  repotted  by  Dickinson  in 
which  death  took  place  from  scrofulous  kidney,  only  11  were 
free  from  similar  disease  in  the  other  kidney  or  elsewhere.  As 
these  were  all  cases  of  death  from  scrofulous  kidney,  it  is  prot 
able  that  the  proportion  ol  intercurrent  disease  would  be  higher' 
than  when  the  jxilient  first  came  under  observation.  Still,  in 
Ibc  view  of  operative  proceeding,  the  undoubted  frequency  of 
outlying  scrofulous  mischief  in  cases  of  scrofulous  kidney  ought 
to  teacli  caution. 

The  appearance  of  a  typically  scrofulous  kidney  is  cltarac 
tcristic  and  unmistakable.  The  organ  is  enlarged  as  a  whole — ' 
sometimes  to  three,  four,  or  even  six  times  the  normal  dimea-, 
sions.  On  section,  aggregations  of  the  well  known  chc 
products  are  seen  replacing,  and  more  or  less  accurately  fo 
lowing,  the  outlines  of  the  individual  lobules.  These  chee 
masses  are  partially  divided  from  each  other  by  incomplete 
septa,  representing  the  divisions  tKtween  the  lobules,  and 
containing  remnants  of  the  original  secreting  tissue.  On 
these  septa,  and  on  the  inner  surfaces  of  the  capsule  and  the 
pdvis.  ragged  ccdematous  granulations  are  exposed  when  the 
purulent  material  is  removed.  Sometimes  the  abscesses  are 
large,  while  the  septa  between  them  are  thin  and  short ;  \a  such 
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C2SCS  pyelitis  will  be  superadded  to  nephritis.  In  other  cases, 
the  abscesses  are  small  and  the  septa  are  very  thick.  The 
intlummation  spreads  from  the  pelvis  down  the  ureter,  which 
also  becomes  thickened  in  its  walls  and  ulcerated  on  its  surface. 
This  thickening  and  ulceration  of  the  ureter  frequently  descends 
as  far  as  the  bladder,  and  is  one  of  the  characteristic  concomi- 
tants of  such  scrofulous  kidneys  as  may  be  brought  under  oper- 
ative treatment. 

The  symptoms  of  scrofulous  disease  of  the  kidney  are  often 
obscure  or  misleading.  Occasionally  there  are  no  local  signs, 
only  vague  general  signs  of  ill  health,  with  perhaps  slight  indi- 
cations of  urinary  disorder.  Usually  there  is  continuous  pain 
in  the  loins  of  a  dull  nching  or  dragging  character.  But  this 
pain  is  often  aggravated,  occurring  in  paroxysms,  as  in  renal 
colic,  and  due,  in  all  probability,  to  blocking  of  the  ureter  by 
iibrii.  Pus  in  the  urine  is  a  very  constant  sign  of  scrofulous 
kidney:  its  presence  in  the  bladder  may  set  up  irritation,  or 
even  strangury,  and  lead  to  a  suspicion  of  calculus,  lilood  also 
is  often  mixed  with  the  pus  in  the  urine,  and  more  particularly 
during  the  early  stages  of  the  disease.  Granular  detritus,  and 
pieces  of  cheesy  matter,  soluble  on  the  addition  of  acetic  acid, 
are  often  detected  on  microscopical  examination.  I  have  been 
concerned  in  the  lreatmi:nl  of  two  cases  of  scrofulous  kidney  in 
which  tubercle- bacilli  were  found  in  the  urine;  and  others 
have  had  a  similar  experience.  Locally  a  hard  tender  swelling 
in  the  region  of  the  kidney  may  usually  be  felt.  Elevations  of 
temperature  occurring  at  irreRular  intervals,  lasting  for  short 
periods,  ;ind  accompanied  often  with  rigors  und  sweating,  arc 
said  to  be  chatsctcristic.  The  patient  rapidly  loses  strength 
and  flesh  ;  the  skin  becomes  dry  and  liard ;  diarrhoea  and  sick- 
ness  set  in ;  and  death  takes  place  from  exhaustion. 

ScrofiUous  kidney  is  liable  to  be  confounded  with  cancer  of 
the  kidney,  pyo- nephrosis,  calculous  pyeUtis,  and  even  with 
certain  diseases  of  the  bladder  or  prostate.  The  presence  of 
blood  in  the  urine,  and  the  hardness  of  the  growth  in  scrofulous 
kidney,  arc  the  conditions  which  may  give  rise  to  a  diagnosis  of 
cancer.     Abundance  of  pus  in  the  urine,  with  granular  detritus 
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and  perhaps  bacilli,  and  elevation  of  temperature,  arc  mainly  to 
be  relied  on  as  diagnostic.  Ffom  other  forms  of  suppurative 
inflammation,  the  history  and  the  hectic  character  of  the  tem- 
peraiute  will  be  the  most  important  elements  in  different  iat  ion. 


Pm-uepJtric  Ahctss  is  in  most  cases  a  sequence  ol  suppuration 
in  the  kidney  itself.  It  occurs  also  as  a  primary  idiopathic 
disease,  quite  independently  of  the  kidney,  and  also  as  a  con- 
sequence of  urinary  extravasation  or  renal  fistula.  As  a  primary 
disease,  it  is  usually  an  cITect  of  injury  of  some  sort.  Occa- 
sionally it  occurs  as  a  sort  of  metastasis,  from  operation  upon, 
or  inflammation  in,  distant  parts  of  the  urinary  or  generative 
organs ;  and  not  infrequently  there  is  a  visible  and  continuous 
connection  lietwcen  suppurating  inflammations  in  distant  parts 
and  the  peri-nephric  abscess.  The  historic  nephro-Uthotooty 
was  essentially  the  evacuation  of  a  peri-nephric  abscess,  which 
contained  a  calculus  that  had  ulcerated  its  way  through  the 
renal  tissues. 

Rarely  does  a  perinephric  abscess  burst  through  the  peri- 
tonoum.  Rather  docs  it  burrow  in  various  directions  along  the 
Eascix  surrounding  the  contiguous  muscles,  ultimately  reaching 
the  surface  somewhere  in  the  loin ;  not  infrequently  the  matter 
gets  into  the  sheath  of  the  psoas,  and  reaches  the  inguinal  region, 
after  the  manner  of  a  psoas  abscess.  With  curious  frequency 
the  matter  finds  its  way  through  the  diaphragm  into  the  lungs, 
and  is  expectorated.  I  have  removed  a  vesical  calculus 
weighing  more  than  nine  ounces  from  a  man  who  had  a  sinus 
between  the  seventh  and  eighth  ribs,  which  led  downwards  to  a 
peri-nephiic  at)«cess,  and  upwards  into  a  pulntonaiy  fistula, 
through  which  pus  was  discharged  in  large  quantities  by  the 
mouth.  Hcri-ncphric  abscess  has  been  known  to  burst  into  the 
colon,  the  diKXlenum,  and  even  into  the  bladder. 

The  symptoms  of  peri-nephric  abscess  are,  in  the  first  place, 
those  of  deep-seated  suppurative  inflammation,  with  its  ordinary 
local  and  general  concomitants,  situated  in  the  tissues  surround* 
ing  the  kidney.  Further  special  signs  have  been  observed :  such 
are,  lameness  on  the  aflected  side,  with  tlexioa  of  and  inability 


CALCULOUS  SUPPHESSIOS  OF  URINE.  S»I 

to  extend  the  thigh,  due  to  involvemeDt  of  the  psoas,  and  cedema 
of  the  foot  and  ankle.  Dr.  John  Roberts  of  Philadelphia*  after 
an  elaborate  atudj'  of  ihe  condition,  gives  directions  for  the 
localising  of  perinephric  abscess  as  follows:  in  all  anterior 
regions,  we  may  expect  pain,  tenderness,  swelling,  cedeina,  or 
pointing  in  front,  or  at  the  side,  of  the  abdomen.  In  all  jwslerior 
regions,  we  look  for  pain,  tenderness,  swelling,  tedcnia  or  point- 
ing in  the  loin.  In  the  upper  tracts,  peri-nephric  abscess  will 
probably  cause  pletiritic  friction,  pleural  effusion,  empyema, 
expectoration  of  pus,  and  dyspnoea ;  on  the  right  side,  we  may 
expect  to  find  oedema  of  both  legs,  jaundice,  fatty  stools,  persis' 
tent  vomiting,  rapid  emaciation,  and  ascites.  In  the  middle 
tracts,  there  may  be  albuminuria  and  casts;  supra- pubic,  scrotal, 
or  vulvar  pain,  or  ansethesia:  suppression  of  urine;  uremia; 
pyuria;  oedema  of  the  scrotum.  In  the  lower  tracts,  he  tells  us 
to  expect  with  pcri-ncphric  abscess,  flexion  of  the  hip;  pain  or 
aaxsthe&ia  in  the  front,  the  outside,  or  the  inside  of  the  thigh ; 
pain  in  Ihe  knee;  scrotal  or  vulvar  pain,  or  anxsthesia,  without 
albuminuria;  unilateral  ccdcma  of  the  leg;  abscess  pointing 
near  Poupart's  ligament;  with  constipation  on  the  left  side, 
and  involvement  of  the  receptacle  for  chyle  on  the  right  side. 

Calculous  Sn^prtmon  of  Uritu  may  be  taken  as  a  condition  for 
which  nephrotomy  may  be  performed.  In  1880  Weir  advocated 
nephrotomy  for  calculous  suppression.  Beiuett  Mayf  forcibly 
argues  in  favour  of  the  operation.  B  a  rd  en  he  ucr,  according  to 
Weir,  has  removed  a  calculus  the  size  of  a  bean  from  the  ureter, 
and  four  others  from  the  pelvis  of  the  kidney.  Morris,  in  a  very 
suggestive  paper;  on  the  feasibility  of  removing  a  calculus  im- 
pacted in  the  ureter,  speaks  in  favour  of  the  proceeding.  No 
patient  should  be  permitted  to  die  of  calculous  suppression 
without  a  serious  attempt  to  discover  the  site  of  the  obstructing 
calcuhiK.  If  low  down  in  the  ureter,  the  calculus  may  possibly 
be  removed  after  the  manner  suggested  by  Morris.  If  high  up, 
it  may  be  removed  by  nephro-lithotomy,  or  jMrlups  by  pyelo- 
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nephrotomy.  If  its  site  cannot  be  discovered,  then  pyclotomy 
and  the  ostablishment  of  urinary  fistula  will  si  least  save  the 
paticnt*s  life.  A  Tomarkabtc  example  of  the  value  of  nephrotomy 
lor  total  tiuppiessioD  of  urine  is  afforded  by  a  patient  of  Clement 
Lucas'x,  from  whom  one  kidney  bail  been  excised  four  months 
previously,  ami  from  whose  remaining  kidney  a  large  calculus 
was  removed. 


ludicalioHs  tc  O^raU. — Nephrotomy  is  indicated  in  all  cases 
of  cystic  enlargement  where  puncture  has  failed.  More  precisely , 
it  is  called  for  in  cases  of  simple  cyst  where  tapping  has  been 
performed  live  or  six  lime:K  without  cRecling  a  cure.  In  hydatid 
discaBC,  if  one  tapping  docs  not  kill  the  parasite  or  check  the 
growth  of  the  tumour,  nephrotomy  may  pro|>erly  be  performed. 
In  hydro-nephrosis,  if  the  cyst  rapidly  refills  afler  two  or  three 
tappings,  or  if  nipturc  seems  imminent,  nephrotomy  is  indicated. 
In  ever)'  case  suppuration  in  a  cyst  is  sn  indication  for  tnci&ion 
and  drainage. 

In  all  cases  of  suppuration  in  and  around  the  kidney,  incision, 
with  evacuation  of  pus  and  drainage  of  the  abscess-sac,  is  indi- 
cated. Contra -indications  in  such  cases  are— firstly,  s«ich  a 
condition  of  exhaustion  as  would  negative  any  serious  surgical 
exploit;  and,  secondly,  a  diseased  condition  of  the  opposite 
kidney.  Wherever  operation  for  abscess  is  fe;isil>te,  nephrotomy 
ought  to  be  the  first  operation.  The  prime  object  is,  evacuation 
of  pus;  secondary  objects  arc,  diagnosis  of  the  actual  state  of 
aCTairs  and  determination  of  the  chances  which  nephrotomy 
provides  towards  cure,  and  preparation  of  the  kidney  and  the 
patient  for  the  major  operation  of  nephrectomy  where  mere 
incision  cannot  be  expected  to  be  curative.  Nephrectomy 
performed  in  the  first  place  as  an  operation  for  suppurative 
lesions  of  the  kidney,  is  not  so  successful  as  nephrectomy  per- 
formed as  an  operation  following  on  nephrotomy  and  drainage. 
The  patient  gains  strength  after  e\-acuation  of  an  abscess,  and 
the  kidney  decreases  in  size ;  while  the  vascularity  of  tlic  organ 
and  the  density  of  its  adhesions  become  less  marked  after 
drainage. 
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Rarely  is  operation  ;id[nis)>il)lc  in  suppurittivc  nephritis  or 
pyclo-nephritis — in  uro-scplic  or  surgical  kidney.  Scrofulous 
kidney  as  often  calls  for  excision  as  for  incision — at  least,  when 
the  ahitcesses  are  small  and  numerous. 

before  performing  nephrotomy  it  is  advisable,  though  nof 
necessary,  to  take  measures  for  ascertaining  the  condition  of 
the  other  kidney.  But  the  justifiahiHty  of  the  operation  will 
be  the  urgency  of  the  disease.  Whether  the  opposite  kidney 
is  sound  or  not,  renal  or  peri-renal  abscess  which  is  endangering 
the  patient's  life  must  be  evacuated  if  the  general  condition  will 
warrant  operation. 


THE   OPERATION    OF    NEPHROTOMY. 

The  incision  is  the  same  as  that  already  described  as  suitable 
Cor  oephro-lithotoiny,  and  the  structures  divided  are  identical. 
This  holds  good  for  suppurative  lesions,  if  there  is  no  great 
iscrcasc  in  size,  and  no  visible  tendency  to  point  through  the 
skin.  If  the  renal  enlargement  is  considerable,  the  incision  may 
be  carried  farther  forward;  and  redness,  swelling,  or  other 
indications;  of  pointing,  must  be  taken  as  marking  the  best 
site  for  making  an  opening.  Incases  of  n  on -suppurative  cystic 
enlargements,  the  ordinary  lumbar  incision  will  usually  be  best. 
True,  it  may  be  more  easy  to  make  the  opening  farther  towards 
the  front  in  cases  of  considerable  enlargement,  and  in  doing  so 
there  would  be  little  risk  of  entering  the  peritoneum.  But, 
looking  to  ihi;  results  sought  to  be  attained — drainage  of  the 
cavity,  and  shrivelling  of  the  cyst — the  advantages  of  having 
the  kidney  or  its  remnants  fixed  well  behind  around  the  opening 
made,  and  of  having  a  dependent  opening  for  drainage,  weigh 
in  favour  of  the  ordinary  lumbar  incision. 

If  the  operation  is  for  hydatids,  simple  cyst, or  hydro-ncphrosis, 
there  may  he  no  peculiarity  in  the  tissues  traversed.  The  circum> 
renjil  fat  will  be  ibinntr  than  normal,  being  cither  sprwid  out  over 
the  swelling  or  atrophied  from  pressure.  Adhesions  to  surround- 
ing tissues  may  be  present  in  hydatids.  A  portion  of  the  cyst- 
wall  is  denuded  of  overlying  fatty  tissue  to  an  extent  sufficient 
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to  pennit  of  its  being  brought  to  the  surface,  aad  sutured  there 
after  beinf;  opened.  Ad  excdlenl  mode  of  making  the  opening 
15,  to  push  a  Lister's  sinus  forceps  either  directly  through  the 
cyst-wall  or  through  a  small  opening  made  by  a  tenotome,  and 
dilate  the  opeaing  by  separating  the  blades.  As  the  contents 
flow  outwards,  the  cyst  •wall  is  pulled  to  the  surface  by  nieaos 
of  Forceps  attached  to  the  margin  of  the  opening.  Frequently 
it  will  be  found  impossible  to  pull  the  cyst-wall  quite  to  the 
level  of  the  skin ;  then  fixation  of  the  opening  in  the  cyst  to 
tissues  as  near  the  surface  as  possible  may  be  tried,  or  the 
opening  may  be  left  to  itself  when  a  drainage  lube  has  been 
inserted.  In  every  case  evacuation  of  the  contents  is  to  be 
assisted  by  pressure  froqi  the  abdominal  aspect. 

In  operating  lor  suppurative  lesions,  we  may  lind  the  skin, 
muscles,  and  fascia-  traversed  by  the  incision  to  be  abnormally 
mscular  and  (edematous.  The  circumrenal  f&t  may  be  haid, 
deoK.  and  firmly  adherent ;  often  it  contains  numerous  small 
abscesses.  A  small  area  of  the  renal  capsule  is  exposed,  aad 
through  this  the  largest  needle  of  an  aspirating  syringe  is 
pushed.  If  matter  is  struck,  it  is,  as  far  as  possible,  evacuated 
at  once;  if  not,  the  needle  is  carefully  pushed  in  the  most 
likely  directions  till  purulent  fluid  is  met  n-ilh.  Along  the  »ide 
of  the  a^irating  needle  a  knife  or  dilating  forceps  is  puslied,  to 
eolargc  the  opening  sufficiently  to  admit  the  finger.  Curdy 
matter  which  will  not  run  through  a  lul>e  is  scooped  out  with 
the  linger,  and  the  cavity  thoroughly  explored.  If  opening 
into  other  abscess  cavities  arc  found,  these  arc  dilated,  if 
necessary,  and  ibcir  contents  removed :  if  this  is  impracticable. 
direct  openings  are  made  through  the  convex  surface.  In  each 
canty,  and  reaching  to  the  bottom  of  it,  a  drainage  tube  is 
placed.  Finally,  through  the  tubes  the  abscess  cavities  ar« 
thoroughly  washed  out  by  irrigation  with  an  antiseptic  totioo. 
The  matter  Ibund  in  renal  abscesses  is  often  very  ofGcnsive,  aod 
frequent  irrigation  with  antiseptic  lotions  may  be  necessary. 

In  exploring  a  scrofulous  kidney,  the  septa  between  the 
abcoesses  should  not  be  torn  or  cut  through,  as  they  are  often 
very  vascular.    The  finger  should  be  pushed  into  the  pelvis  if 


THE  OPERATION. 


Mi 


possible,  to  ascertaia  whether  the  upper  end  of  the  ureter  is 
pervious. 

In  pcri-ncphritic  suppuration,  after  evacuating  the  pus,  the 
renal  surface  ought  to  be  carefully  examined,  to  ascertain 
whether  nephric  abscess  co-exists.  Such  an  abscess  must,  of 
course,  be  opened  and  drained. 

The  wound,  after  careful  disinfection  and  cleansing,  is  closed 
around  the  drainage  tube  or  tubes  in  the  ordinary  manner. 
Thick  rubber,  perforated  only  where  it  traverses  renal  tissue, 
makes  the  best  drainage  lube.  It  may  be  fixed  by  a  stitch  to 
the  skin.  Absorbent  dressings  are  fixed  over  the  wound  by 
means  of  an  abdominal  binder. 

The  progress  of  the  case  will  depend  on  the  nature  of  the 
operation.  In  hydatid  disease  the  cavity  will  probably  spon- 
taneously close  after  suppuration.  In  simple  cyst  primary 
closure  may  be  expected,  without  discharge  of  pus.  In  hydro- 
nephrosis, a  fistula  will  in  most  cases  be  left,  for  which  there  is 
no  cure  without  further  operation.  The  patient's  lite  may  be 
made  fairly  comfortable  by  the  use  of  sucli  a  receptacle  as  that 
invented  by  Morris.  An  attempt  may  be  made  to  close  the 
fistula  by  a  plastic  operation,  but  it  is  not  often  successful. 
Nephrectomy  may  then  be  contemplated. 

Nephrotomy  for  abscess  is  frequently  a  curative  proceeding 
— more  frequently,  probably,  than  published  records  would  lead 
us  to  suppose.  Hvcn  if  cure  do  not  follow,  no  harm  is  done, 
but  rather  good.  For  the  patient,  in  view  of  further  operative 
proceedings  by  nephrectomy,  has  been  tided  over  the  immediate 
danger  of  an  acute  illness,  and  has  gained  strength ;  while  the 
kidney  is  diminished  in  size,  its  vessels  are  smaller,  its  tissue  is 
less  friable,  and  its  surroundings  are  more  tolerant  of  surgical 
interference. 


Nephrectomy. 

Nephrectomy  is  tlie  name  given  to  remova]  of  the  kidney  by 
surgical  operation. 

Histny. — Accordin)^  to  Heineke,*  Zaint>eccarius  was  tlie 
fint  to  contemplate  the  operation  of  nephrectomy,  and  sought 
to  prove  its  feasibility  by  opeialions  on  dogs.  S.  Blancard 
successfully  extirpated  the  kidney  in  dogs :  and  several  surgeons 
wl)o  saw  the  operation  considered  that  it  might  he  performed 
on  human  beings.  Rayer  condemned  the  operation  where  the 
tddncy  was  inflamed  (as  in  calculous  aeplirilis),  because  then 
it  would  be  so  closely  adherent  to  the  peritoneum  that  it  could 
not  be  disturbed  without  injuring  that  membrane.  Blundeli 
experimentally  performed  nephrectomy  on  animals. 

Nephrectomy  had  been  performed  unintentionally  several' 
times  before  it  was  carried  out  deliberately  as  a  planned  opera- 
tion. In  i860,  Walcott  of  Milwaukee!  removed  a  cancerous 
kidney,  believing  it  to  be  a  hepatic  cyst.  Pcaslce  and  one  or 
two  others  have  removed  renal  cysts,  believing  tliem  to  be 
ovarian  tumours.  Wakoit*s  case  lived  fifteen  days ;  the  others 
succumbed  more  quickly.  The  first  planned  operation  was 
performed  by  Simon  of  Heidelberg,  in  April,  1869.  Before 
operating  on  the  human  subject,  he  had  experimented  on 
animals.  His  operation  was  performed  for  incurable  fistula 
of  the  ureter,  and  his  patient — a  lady — made  an  excellent 
recovery.  Since  1869.  the  operation  has  been  iwtformcd  at 
least  300  times,  and  with  a  steadily  decreasing  mortality. 

Ceitditimtfvr  whuk  tht  Optralion  may  bt  Ptr/ormtJ, — These  may 
be  classified  as  follows : 

{))  The  same  class  of  diseases  as  call  for  nephrotomy 
this  operation  is  not  likely  to  succeed,  or  has  already  been  trie 
and  failed. 

(a)  New  growths  of  the  kidney. 

(3)  Ureteral  and  renal  RsluUe. 
*  VonPilhaaDdBiUrDth'sSvf^vi)'.  t  mU.tlii.aKdSwf.Ktf..  t>Ai.p.iA 


INDICATIONS. 


S37 


(4)  Serious  injury  to  the  kidney,  with  haemorrhage,  urinary 
infiltration,  or  destructive  suppuration. 

(5)  Disease  or  degeneration  in  movable  kidney. 


(i)  In  the  category  of  failures  after  nephrotomy  we  may 
include  all  cases  where  a  renal  fistula  is  left.  This  may  Happen 
after  incision  for  any  cystic  or  purulent  collection,  in  simple 
hydatid  cysts,  in  hydro- nephrosis  or  pyo-nephrosis,  and  in  renal 
suppurations  of  all  sotts.  The  original  disease  may  be  cured ; 
the  fistula  is  an  accidental  complication,  which  has  to  be  raised 
to  the  dignity  of  a  separate  disease,  and  counted  as  a  special 
indication  for  operation. 

By  far  the  most  important  class  of  failures  after  nephrotomy 
which  may  demand  nephrectomy  is  supplied  by  suppurative 
lesions  of  t])e  kidney.  On  account  of  multiplicity  of  abscesses, 
it  may  be  impossible  to  open  and  drain  them  all ;  a  large  abscess 
may  have  been  opened,  and  several  small  ones  may  have  been 
overlooked ;  the  abscess-sacs  may  be  very  slow  to  collapse,  and 
the  patient's  strength  may  be  ebbing  away  from  prolonged  sup- 
puration: these  and  similar  considerations  may  suggest  the 
major  operation.  Again,  in  some  cases  nephrotomy  is  deliber- 
ately performed  as  a  temporary  measure,  intended  to  effect 
improvement  in  the  local  as  well  as  in  the  general  condition, 
before  nephrectomy  is  undertaken.  Bruce  Clarke,  Lucas,  and 
others  have  specially  insisted  on  tlic  value  of  this  measure. 

Among  diseases  ordinarily  amenable  to  nephrotomy,  a  certain 
number  will  l>e  met  with  where  this  operation  would  evidently 
prove  futile,  and  where  nephrectomy  gives  the  only  chance  of 
recovery.  Scrofulous  kidney  would  perhaps  furnish  the  greatest 
number  of  examples  under  this  head.  The  organ  may  be 
riddled  with  abscesses,  which  can  neither  be  evacuated  nor 
drained  without  causing  great  hsemorrhage  or  seriously  damaging 
the  renal  structure.  In  this  case,  a  complete  nephrotomy  would 
result  in  chopping  the  kidney  into  fragments,  and  would  he  a 
more  grave  affair  than  nephrectomy.  Any  variety  of  extensive 
suppuration  that  is  not  localised  in  one  district  demands  nephrec- 
tomy.    Calculous  oephritts  may  be  of  this  nature.     Very  exten- 
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sive  suppuration  has  followed  injury  to  the  kidney :  Von  Biuns, 
under  thcs«  circunistanc«s,  tmd  on  one  occasion  to  remove  the 
oi^ao. 

(3)  New  growths  of  the  kidney  may  be  another  indication 
for  nephrectomy.  The  vaneties  of  new  growth  arc  classified  by 
Paul*  as  follows: 

Of  CeHgenital  Origin  ; 

/  It  ound -celled. 
c„„„,  .    \  Fihro-sarcoma. 
aarcoma .    ■  st^jpcd  Myosarcoma  (Rhahdo- myoma). 

\  Adcno-sarcoma. 
Derrnoid  tumours. 

O/AJmU  Origin: 
Cysts. 

Cavernous  tumours. 
Sarcoma. 
Adenoma : 


Carcinoma 


I  Cystic. 

t  Tubular. 

(Pelvic,  like  bladder. 


Many  other  classifications  have  been  offered ;  but  the  above, 
prepared  After  special  opportunities  for  study,  may  be  accepted 
as  trustworthy. 

Cystic  tumours  of  the  kidney  have  already  been  dealt  with, 
under  puncture  and  nephrotomy.  There  remain  for  consitter- 
alion  the  solid  growths ;  and  these,  as  will  be  seen  from  the 
classification,  arc  mostly  of  a  malignant  nature.  Sarcoma, 
both  of  congenital  and  of  adult  origin,  is  by  far  the  most 
important :  and  carcinoma  conies  next  in  im[)ortance  and  in 
frequency.  In  a  most  valuable  study  of  Primary  Malignant 
Disease  of  the  Kidneys,  Minges  I  (bund  that  of  63  cases,  30 
were  sarcomata,  30  carcinomata  (2t  eacephaloid — probaUy 
most  of  them  really  sarcomata),  i  adenoma,  and  1  fibro-cystic. 
]|  is  clear,  however,  that  different  men  reporting  their  cases 
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have  followed  difTercnt  classifications,  and  no  exact  conclusions 
can  be  drawn  from  the  nomenclature  adopted.  Billroth  removed 
a  papillomatous  growth.  Adenoma  is,  in  one  case,  given  as  the 
name  of  the  tumour  for  which  the  kidney  was  removed.  Further 
consideration  of  minor  varieties  of  new  growths  may  be  dis- 
missed: our  purpose  here  will  be  fulfilled  by  an  account  of 
primary  malignant  disease,  as  represented  by  sarcoma  and 
carcinoma.  Secondary  malignant  disease  does  not  concern  the 
operating  surgeon- 

Malignant  growths  of  the  kidney  show  n  curious  predilection 
for  youth  and  for  old  age ;  they  arc  least  common  during  adult 
lifu.  Congenitally,  sarcoma  is  the  form  of  malignant  disease 
usually  met  with :  carcinoma,  though  not  unknown,  is,  as  Ebstein 
states,  very  rare  in  infancy  and  childhood ;  it  is  more  common  in 
old  age.  Traumatic  irritation,  as  by  calculus,  is  now  admitted 
to  be  a  contnbulive  cause  of  renal  cancer.  The  disease  occurs 
with  equal  frequency  in  both  kidneys;  very  rarely  does  it  exist 
in  both  organs  at  the  same  time. 

The  tumour  frequently  attains  to  enormous  dimensions;  and 
this  is  particularly  true  of  growths  occurring  in  children .  Roberts 
records  an  example  found  in  a  child  of  six,  where  the  tumour 
weighed  31  lbs.  In  its  growth  the  tumour  extends  into  the 
pelvis,  often  blocking  the  ureter,  and  sometimes  [>assing  down  it 
for  a  considerable  distance.  The  renal  vein  soon  becomes  in- 
volved; and  through  it  the  cancer  maygrow  inwards  to  the  vena 
cava,  thus  providing  a  focus  from  which  infarcts  may  be  carried 
into  lungs  or  liver.  The  retro-peritoneal  glands  escape  with 
curious  frequency.  Ebstein  says  that  secondary  deposits  arc 
found  in  more  than  half  the  cases  that  die  of  the  disease.  Local 
extension  into  peri-renal  tissue  is  not  very  common;  and  invasion 
of  neighbouring  structures — vertcbrie,  ribs,  intestines,  stomach — 
though  described,  is  even  more  rare.  1  have  seen  a  case  of 
primary  cancer  of  the  kidney,  where  the  omentum '  alone  was 
attacked  by  local  extension  of  the  disease.  Though  malignant 
disease  of  the  lower  urinary  tract,  in  testis,  prostate,  or 
bladder,  frequently  infects  the  kidney,  the  reverse  is  practically 
unknown. 
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Sjrmftoms. — Roberts  says:  "The  distinctive  symptoms  of  can- 
cer of  th«  kidney  are,  tumour  in  the  alxlomen  and  lia-maturia. 
In  every  case  in  which  it  was  the  determining  catisc  of  death, 
either  one  or  both  were  present,"  If  this  is  not  accurately  Inie, 
it  is  certainly  very  approximately  so.  Minxes  found  a  tumour 
abccnt  only  three  limcx  in  103  cases,  and  in  two  of  these  casesa 
tumour  was  not  discovered  because  it  was  not  carefully  looked 
for.  A  tumour  is  always  present  in  children,  and  frequently  it 
is  of  enormous  size.  Hematuria  is  found  in  aI>out  half  the 
cases,  and  in  a  far  greater  proportion  of  those  which  claim  origin 
from  injury.  It  is  usually  irregularly  intcrmitlcal,  and  occurs  in 
varying;  amount  at  all  stages  of  the  disease.  Occasionally  the 
blood  is  very  abuadant,  forming  clots  in  the  ureter  or  Madder, 
and  causing  renal  colic  or  vesical  tenesmus.  The  urine  in  the 
intervals  of  bleeding  is  nsually  normal,  though  pus-cells  and 
tube-casts  are  sometimes  found. 

Pain,  as  a  symptom  of  malignant  disease  of  the  kidneys,  is 
found  in  most,  though  not  in  all,  cases.  It  is  situated  chiefly  to 
the  loin  and  abdomen,  but  radiates  widely  in  all  dircclions 
around  the  hack  and  shoulders,  and  down  the  front  and  bade  of 
the  thigh. 

The  physical  signs  are,  shortly :  a  solid  tumour  situated  in 
the  toin,  growing  forwards,  and  not  at  all  bulging  hackw:trds : 
roundcti  and  sntooth  where  p.itpnble;  resisting  movements  on 
pressure,  and  not  descending  on  inspiration  ;  dull  on  percussion 
from  the  spine  forwards,  except  perhaps  along  a  vcrlical  line  in 
front  where  it  is  crossed  by  large  intestine.  It  is  characteristic 
of  renal  tumours,  that  when  the  lumlur  hollow  is  filled  up,  all 
further  development  is  forwards.  Kcnal  tumours  may  be  diag* 
nosed  from  hepatic  and  splenic  enlargements  by  the  fact  that  they 
are  rounded  on  all  sides  where  exposed  to  the  examining  fingers. 
There  is  no  notch  or  sliarp  edge  anywhere.  Fixation  is  said  to 
be  a  characteristic  of  renal  growths;  they  impart  to  the  feel  a 
pecubar  sense  of  resistance  when  attempts  are  made  to  move 
them  in  any  direction.  There  are,  however,  exceptions  to  this 
rule.  There  is  no  resonance  in  the  flank.  The  large  intestine 
crossing  in  front  of  the  tumour  is,  when  present,  a  valuable 
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dingnostic  sign.  The  ascen<]ing  colon  usually  passes  over  the 
front  and  inner  side  of  the  growth ;  the  descending  colon  passes 
in  front,  And  a  little  to  the  outer  side.  If  distended,  the  colon 
may  be  detected  by  its  resonant  note  on  percussion  ;  if  empty, 
it  may  be  felt  and  rolled  abont  by  the  lingers. 

Renul  growths  are  liable  to  be  confounded  with  hepatic 
enlargements  on  the  right  side,  splenic  enlargements  on  the  left, 
and  also  with  fsccal  accumulations  and  tumours  of  the  ovary. 
Hepatic  tumours  have  no  bowel  in  front,  and  the  liver  margin 
can  often  he  felt.  A  space  into  which  the  fingers  may  be  pushed 
is  usually  left  between  the  upper  extremity  of  a  renal  growth  and 
the  edge  of  the  ribs.  An  enlarged  spleen  has  no  bowel  in  front ; 
it  has  a  well-defined  edge,  in  some  cases  notched,  Fircal  accu- 
mulation only  reijuires  to  be  mentioned  as  a  possible  source  of 
error.  Cystic  enlargements  of  the  kidney  are  more  likely  to  be 
mistaken  for  ovarian  tumours  than  solid  growths. 

(3)  Urinary  6stulx  connected  with  ureter  or  kidney  may  be 
an  indication  for  nephrectomy.  Simon's  operation  was,  as 
already  remarked,  performed  for  ureteral  fistula.  Inmost  cases 
ureteral  lisiula  is  a  result  of  an  operation  wound.  It  may  be 
produced  by  sloughing  after  a  dinicult  labour.  The  operation 
of  nephrectomy  has  been  pcrfonned  at  least  eight  times  for 
urinary  fistula. 

Kenal  fistula  may  be  produced  by  wounds  of,  or  by  disease  m 
the  kidney.  In  the  great  majority  of  cases,  it  opens  in  the  loin. 
But  rare  examples  are  found  of  renal  fistula  opening  into  various 
parts  of  the  intestines,  into  the  stomach,  and  into  the  lung. 
Kenal  Bstula  opening  into  the  peritoneum  is  rapidly  fatal,  if  not 
treateil. 

The  diagnosis  of  these  conditions  requires  no  description. 

(4)  Cases  of  grave  injury  to  the  kidney,  involving  rupture  of 
the  organ  with  free  bleeding,  may  call  for  nephrectomy  as  the 
only  chance  of  saving  life.  The  danger  is  not  SO  much  from  the 
amount  of  bleeding,  as  from  the  clotting  of  the  blood  in  the 
bladder,  with  resulting  inability  to  pass  urine.  Rawdon''  of 
Liverpool  performed  nephrectomy  in  a  case  of  this  sort,  and 
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would  have  saved  his  patient's  life,  tud  it  not  tteen  that  decom- 
position  of  blood  in  the  bladder  set  up  cystitis  and  suppuintive 
nephritis  o{  the  opposite  kidney,  and  this  in  spite  of  cystotomy 
pcrfotmcd  four  days  afler  the  nephrectomy. 

In  cases  of  urinaty  infiltration,  with  destructive  suppuration) 
nephrectomy  may  be  called  for.  But  the  major  operation  will, 
in  most  case«,  t>e  adopted  only  as  a  sequence  to  lumbar  incision 
and  drainage.  West,  Uconctt  May,  Barker,  Weir,  and  others 
have  published  cases  of  this  sort. 

(j)  An  account  has  already  been  given  of  the  diseases  or 
degenerations  which  are  liable  to  attack  movable  kidney.  Here 
the  indication  to  operate  will  usually  be,  pain  or  enlargement 
accompanying  the  mobility;  and  in  most  cases  the  decision  to 
proceed  to  removal  will  only  be  come  to  after  exposure  and 
examination  of  the  organ. 

Mortaiily  an4  Apfretialien  of  Ntphrtilomy. — The  statistics  of 
nephrectomy  have  been  collected  by  Harris,  Billroth,  Gross, 
Weir,  Baum,  Mingcs,  and  others.  The  general  mortality  was 
given  by  Harris,*  in  iSSi,  as  45  per  cent. ;  by  Billroth,!  in  iH^, 
as  47  per  cent. ;  by  Weir,;  in  15a  cases,  as  50  per  cent. ;  and 
by  Gross,$  in  1885,  in  333  cases,  as  44.6  per  cent.  The  latest 
statistics: — of  Baum.j;  adding  73  cases  up  to  February,  1884, 
giving  a  mortality  of  over  50  per  cent.;  and  of  Minges,*! 
giving  60  cases  of  operation  for  primary  malignant  disease, 
with  46  deaths, — show  little  improvement.  The  results  of 
individual  operators  of  experience  are  more  favourable,  but 
not  strikingly  eo.  Under  the  most  advantageous  circumstances, 
a  general  primar}'  mortality  may  be  expected,  in  all  cases  of 
nephrectomy,  of  something  over  40  per  cent. 

In  malignant  disease  recurrence  takes  place  in  a  proportion 
of  40  per  cent.,  according  to  Martin  of  Berlin.  Gross  estimates 
that  rccnrrence  takes  place  in  a  third  of  ail  the  cases,  and  that 
the  average  duration  of  life  is  two  >-ears:  of  13  operations  on 
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ebildnn,  octy  4  recovered ;  and  all  of  these  died  later.  Some 
three  or  four  cases  of  pernianent  recovery  in  children,  afier 
nephrectomy  for  sarcoma,  have  since  been  recorded;  so  that 
the  prospect  may  not  be  as  hopeless  as  Gross  left  it. 

The  results  vary  according  to  the  nature  of  the  disease  for 
which  operation  Is  performed.  The  worst  results  are  got  for 
malignant  disease — neatly  70  per  cent.  die.  For  strumous 
kidney,  the  mortality  is  about  40  per  cent.  Here  it  was  found 
that  previous  nephrotomy  did  not  prove  advantageous.  For 
suppurative  lesions,  Gross  found  that  nephrectomy,  without 
antecedent  nephrotomy,  gave  a  death-rate  of  nearly  50  per 
Cfict.;  while  nephrotomy  gave  a  death-rate  under  30  per  cent. 
Bol£  and  Weir  give  not  very  different  tcstilts. 


ltuti(alions  and  Centra-inJieatiem. — With  results  such  as  those 
described,  it  is  not  surprising  that  nephrectomy  should  be  looked 
upon  with  some  degree  of  disfavour.  No  doubt  the  mortality 
has  been  increased  by  a  selection  of  unfavourat>lc  cases,  or  by 
delaying  the  operation  loo  Ion);.  Under  the  most  favourable 
circumstances,  however,  it  may  be  taken  for  granted  that  the 
mortality  of  nephrectomy  will  always  be  high.  In  favour  of  the 
operation,  even  thus  loaded  with  a  terrible  death-rate,  it  may 
be  urged,  that  it  is  performed  for  a  certainly  fatal  disease ;  a 
complete  success  is  a  life  saved ;  a  failure  is  simply  an  acceler- 
ated djring. 

For  sarcoma  and  cancer,  the  position  of  the  operation  would 
probably  be  as  follows :  In  all  cases  where  the  disease  has  been 
known  to  exist  for  some  months,  where  the  growth  is  large,  and 
particularly  if  it  is  firmly  adherent  in  the  loin,  no  operation  is 
advisable,  tn  children,  unless  the  growth  is  small,  the  patient 
healthy  and  not  less  than  four  or  hve  years  of  age,  no  operation 
it  to  be  thought  of.  In  a  word,  for  malignant  disease,  nephrec- 
tomy is  a  justifiable  procedure  only  in  a  very  few  specially 
selected  cases.  It  is  right  to  add  that,  for  cliildren,  Gross 
forbids  operation  altogetlier. 

In  hydro-nephrosis,  as  in  cystic  disease,  removal  ought  not 
to  be  undertaken  till  incision  has  been  tried  and  has  failed. 
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Billroth  considers  that  for  hydro- nephrosis,  nephrectomy  ought 
never  to  be  performed.  In  a  third  of  the  cases,  removnl  has 
been  carried  out  after  mistaking  the  disease  for  ovarian  cystoma : 
naturally,  the  mortality  t&  much  greater  than  after  incision,  [f 
6stula  remains,  this  may  be  pallintetl  or  treated  later  on  with 
more  chance  of  success  by  nephrectomy. 

In  suppurative  lesions,  the  question  of  excision  as  against 
incision  will  depend — firstly,  on  the  condition  of  the  patient; 
and,  secondly,  on  the  state  of  the  organ.  It  may  be  laid  down 
as  a  rule,  never  to  lie  departed  from,  that  no  suppurating  kidney 
should  be  removed  without  first  making  a  careful  examination 
through  an  exploratory  incision  into  its  substance.  Also,  (he 
major  o|)eration  Khould  not  be  performed  if  the  patient  is  very 
weak.  The  mortality  of  nephrotomy  is  less  than  that  of  ne- 
phrectomy, but  pot  so  much  less  as  might  be  expected :  the 
pcr-ceutagc  of  recoveries  in  favour  of  the  former  operation  is 
only  twenty-hve.  Still,  this  is  decisive  where  nephrotomy  is 
likely  to  be  curative.  But  certain  cases  will  evidently  iMt  be 
cured  by  nephrotomy :  in  these,  it  may  even  be  doubtful 
whether  traumatic  interference  will  not  be  positively  harmful; 
and  it  may  appear  that  the  patient,  on  the  operating  table,  is 
in  a  condition  as  favourable  as  he  is  ever  likely  to  be  (or  opera- 
tion. Such  cases  will  usually  be  scrofulous;  and,  as  a  matter 
of  (act,  the  mortality  after  nephrotomy  for  scrofulous  kidney  is 
just  as  great  as  after  nephrectomy.  In  every  case  where  ne* 
phrotomy  presents  a  fair  chance  of  cure,  or  even  of  amelioration, 
it  should  be  selected;  where  nephrotomy  is  out  o(  court,  and" 
the  patient  is  likely  to  be-ir  it,  nephrectomy  may  be  per(brmed. 

For  wounds  in  the  kidney  and  their  consequences,  nephrec- 
tomy has  been  performed  by  Brandt,  Msrvaod,  Cartwright, 
Rawdon,  and  Ilruns — five  times,  with  two  deaths.  If  death 
seems  to  be  imminent  from  btemorrhage,  and  after  exploratory 
incision  it  is  found  to  be  impossible  to  check  the  bleeding,  then 
nephrectomy  ought  to  be  performed.  Ck)ts  in  the  ureter  may 
cause  suppression  of  urine ;  in  the  bladder,  they  may  prc%'CDt 
the  discharge  of  urine,  or  set  up  cystitis :  here  also,  if  bleeding; 
cannot  be  citeckod,  and  life  is  being  endangered,  nephrectomy 
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is  tndicftted.  Where  suppuration,  with  extravasation  of  urine, 
follows  rupture  of  the  kidney,  incision  or  removal  is  indicated, 
according  to  the  gravity  of  the  condition  and  the  state  of  the 
putivnt. 

Urinary  fistula,  renal  or  ureteral,  if  it  causes  great  discomfort 
and  prevents  the  patient  from  following  a  necessary  occupation, 
may  be  an  indication  for  nephrectomy.  Simon,  Archer,  Doeckel 
and  others,  have  operated  for  ureteral  fistula  caused  by  acci- 
dental wound  inflicted  during  hj'stcrcclomy.  The  greatest 
number  of  operations  have  been  performed  for  renal  fistula 
loft  after  nephrotomy,  and  here  the  results  have  been  most 
favourable. 

Mitheds  of  AicerlaintHg  Ike  Condition  of  the  olhtr  KiJney. — Before 
proceeding  to  remove  one  kidney,  it  is  well  to  ascertain  as  ac- 
curately as  possible  whether  the  other  kidney  is  sound ;  or,  in 
fact,  whether  it  exists.  Though  it  has  been  estimated  that  the 
kidney  is  solitary  only  once  in  4,000  cases,  it  has  been  the  un- 
fortunate lot  of  one  surgeon  to  remove  such  an  organ.  This 
was  the  remarkable  case  of  Polk,*  in  which  a  displaced  kidney, 
lying  on  the  left  side  above  Poupart's  ligament,  was  removed, 
and  found,  at  the  post-mortem  examination  eleven  days  later, 
to  be  the  only  kidney.  In  cases  of  suppurative  disease  where 
nephrectomy  is  contemplated,  the  importance  of  ascertaining 
the  functional  capacity  of  the  organ  to  be  left  can  scarcely 
he  over-estimated.  It  is  not  surprising,  therefore,  that  many 
devices  with  this  object  in  view  have  been  introduced :  and  it 
is,  perhaps,  no  less  surprising,  considering  the  inherent  diflicully 
of  the  procedure,  that  none  of  these  devices  is  entirely  satis- 
factory. 

Tuchmann  (  invented  a  compressor,  something  Uke  a  litho* 
trite,  for  the  ureter,  which  he  improved  in  1880.  Hegarl  pro- 
posed temporary  ligature  of  one  ureter  through  the  vagina. 

Siraon,S  in  1875,  practised  direct  cathetcrisatioo  of  ureters 
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through  the  dilated  urethra  in  the  female;  but  after  much  prac- 
tice, he  attained  to  only  a  qualified  success.  In  1876  GrUnfeld* 
used  Simon's  method  with  the  help  of  an  endoscope. 

Pawlik  of  Vienna  I  claims  to  have  been  the  first  to  sound 
the  ureters  in  the  female  vs-iihout  dilating  (lie  urethra.  Using  as 
guides  certain  folds  in  the  vaginal  wall,  he  has  succeeded  in 
passing  hollow  rounds  into  the  ureters  of  the  female  150  times 
in  the  dead  subject,  and  50  times  in  the  living.  His  method 
has  not  generally  been  adopted,  in  this  country  at  least. 

Silbermann  *  sought  to  compress  the  ureter  by  small  rubber 
bags,  filled  with  riuicksilver,  introduced  through  a  Urge  silver 
catheter.  Newman  of  Glasgow,  in  cases  of  his  own,  and  in  one 
of  Dr.  McCall  Anderson's,  has  usvd  Silbcrmann's  molhod  with 
success.  But  Newman  has  iatioduccd  a  plan  of  his  own,  in 
which  sight,  with  the  help  of  an  electric  lamp  in  the  bladder,  is 
called  in  to  help  in  the  passing  of  the  catheter  into  the  ureter. 

Sands  recommends  the  insertion  of  the  hand  into  the  rectumi 
and  compression  of  the  ureters  by  the  6ngcrs. 

GlQckS  recoiumends a  proceeding  even  more  serious;  namely,, 
compression  of  the  ureter  by  forceps  through  a  lumbar  incidon. 
The  opposite  kidney  is  supposed  to  be  sound  if  iodide  of  soda, 
or  ferro-cyanide  of  potassium,  administered  to  tite  patient,  is 
found  in  the  uiine  secreted  by  the  other  kidney.  But  a  kidney 
advanced  in  disease  might  elude  this  test. 

Polk  II  has  devised  a  clamp  for  compressing  the  ureter,  oa« 
blade  being  inside  the  bladder  and  the  other  in  the  rectum. 
The  bladder  being  washed  out,  the  urine  secreted  by  the  other 
kidney  can  be  got  in  a  fairly  pure  state  and  examined. 

Davy's  rectal  lever  has  been  used,  with  somewhat  uncertain 
results,  to  compress  the  ureter  as  it  crosses  the  brim  of  tlie 
pelvis.  On  the  right  side  it  can  be  employed  only  when  there 
is  a  well -developed  mesentery  to  the  rccttmi. 

Fcnwick'sH  tngenious  apparatus  for  performing  suction  of  the 
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tirctcrs  in  the  male  promises  to  be  valuable ;  but  it  has  scarcely 
been  more  than  tried.* 

On  one  occasion,  while  removing  papillomatous  growths 
from  the  female  bladder,  I  was  struck  with  the  ease  with  which 
I  could  detect  and  reach  the  orifices  of  the  ureters.  To  enter 
the  female  bladder,  I  now  always  incise  the  outer  urethra,  and 
dilate  the  inner  urethra  and  the  neck  of  the  bladder.  The 
additional  freedom  in  exploring  the  bladder  so  afTorded  ts  much 
greater  than  would  be  supposed :  I  feel  sure  that  little  diflicully 
would  be  experienced  in  finding  the  orifices  of  the  ureters,  and  in 
cnlhctcrising  them,  by  this  method.  It  is  easy  enough  on  the 
dead  body.  Three  or  four  catgut  sutures  i^ve  primary  heaUug, 
aod  DO  incontinence  is  left.  Probably  some  modification  of 
Polk's  plan  will  be  found  most  suitable  for  the  male. 

Our  confidence  must  rest  mainly  on  the  characters  of  the 
urine  as  a  whole,  and  on  the  condition  of  the  patient.  The 
quantity  of  urine,  its  per-centagc  of  solids  and  especially  of 
urea,  and  the  presence  of  no  more  albumen  than  might  be 
accounted  for  by  the  pus  in  the  urine,  must  be  our  chief  data 
for  guidance.  Any  symptoms  of  ur:emic  poisoning,  of  course, 
negative  the  operation. 

Abdominal  section  invaluable  as  a  means  of  ascertaining  the 
condition  of  the  other  kidney;  but  its  true  position  is  rather 
as  an  alternative  to  lumbar  ncplircctoroy  which  secures  this 
additional  advantage,  than  as  a  mere  method  of  diagnosis. 


THE   OPERATION. 

The  kidney  may  be  removed  in  two  ways : 
(j)  By  incision  through  the  loin — Lumbar  nephrectomy, 
(a)  By  incision  through  the  parietes — Abdominal  nephrec* 
tomy. 

Lumbar  Niphrictomy. — Several  varieties  of  incision  are  recom- 
mended. Morris  recommends  "a  transverse  or  slightly  oblique 
incision,  made  somewhat  nearer  the  last  rib  tlian  in  colotomy ; 
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with  this  should  be  conjoined  a  second  incision,  ninning  vcrti- 
tically  downwards  firom  the  first,  and  starting  from  it  about  onaj 
inch  in  front  of  its  posterior  extremity."  The  special  advantafte 
of  the  vertical  incision  is,  that  it  affords  increased  facility  for 
passing  the  ligature  round  the  pedicle.  Weir*  made  use  of  a 
lumbar  vertical  incision  three  inches  from  the  spine,  just  below 
the  twelfth  rib,  and  extending  to  the  crest  of  the  ilium ;  and  a 
second  incision,  transverse,  varying  in  length  according  to 
requirements,  and  running  from  near  the  top  of  the  vertical 
incision  along  the  edge  of  the  ribs.  Simon's  original  incision 
was  a  vertical  one ;  but  in  his  case  the  kidney  was  not  enlarged. 
Lucas  4  recommends  an  oblique  incision,  as  for  colotoniy. 
supplemented  by  a  vertical  one  carried  along  the  outer  edge  of 
the  quadratus.  and  extending  from  the  last  rib  to  the  iliac  crest. 
Klinebcrgcr  used  a  curved  incision,  the  convexity  of  which  was 
upwards  and  outwards.  Thornton,]  in  a  discussion  on  Dr. 
Walter's  case  of  nephrectomy  for  cystic  tumour  of  a  iloating 
kidney,  thought  that  the  operation  of  the  future  would  be  a 
vertical  incision,  farther  out  than  Langenbuch's  through  the 
tinea  semilunaris:  not  entering  the  peritoneum,  but  pushing  it. 
with  the  colon,  inwards.  Other  varieties  of  incision  have  been 
described. 

The  lines  of  incision  should  be  determined  by  the  condition  of 
the  organ  to  be  removed.  A  healthy  kidney,  or  one  but  slightly 
enlarged  and  not  adherent,  may  be  removed  through  a  simple 
obUque  incision  made  between  the  ribs  and  the  iliac  crest.  The 
upper  extremity  should  be  at  least  an  inch  distant  from  the  last 
rib:  the  lower  extremity  may  be  carried  close  to  the  crest  of  the 
ilium ;  if  the  costo-iliac  space  is  small,  the  line  of  incision  may 
be  curved  forwards  some  distance. 

If  the  kidney  is  of  targe  size,  or  if  it  is  fixed  by  adtiesions, 
more  space  is  required  both  for  its  removal  and  for  performing 
the  necessary  manipulations  in  enucleating  it.  In  every  case, 
the  operation  may  be  begun  by  the  oMique  incision.  Through 
it  the  condition  of  the  kidney  may  be  ascertained,  and,  in  catest 
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of  suppuration,  a.  decision  come  to  as  to  the  advisability-  of 
giving  nephrotomy  a  trial ;  while,  if  the  kidney  is  to  be  removed, 
the  best  mode  of  enlarging  the  incision  will  be  more  accurately 
judged  after  setting  the  ainoimt  of  space  provided  by  the  oblique 
incision.  Some  form  of  transverse  incision,  starling  near  the 
lower  extremity  of  the  oblique  one  and  carried  towards  the 
middle  line  as  far  as  may  seem  expedient,  will  usually  be  found 
the  best-  It  is  made  by  the  scissors  cutting  through  the 
parietes  at  one  stroke,  and  guided  by  the  forefinger,  which  is 
pushed  forwards  through  the  ceUular  tissue,  and  keeps  the  peri- 
toneum out  of  the  way.  The  inciaion  may  be  carried  forward  to 
any  distance  desired,  the  [peritoneum  being  carefully  elevated 
from  the  kidney  surface,  and  pushed  inwards. 

The  actual  lines  of  incision  arc  not  of  supreme  importance. 
Any  incision  which  gives  plenty  of  room,  and  does  not  involve 
entering  the  peritoneal  cavity,  may  lie  adopted.  The  incision 
described  is  that  which  I  have  foimd  most  suitable. 

The  incisions  being  made,  and  all  bleeding  points  having 
been  secured,  the  kidney  is  separated  from  its  connections.  If 
there  has  been  no  inflammation,  this  will  be  found  an  easy  pro- 
ceeding; the  forefinger  of  one  hand,  carried  close  to  its  capsule, 
readily  enucleating  the  organ  from  its  fatty  bed.  But  if  there 
has  been  much  infl.'iinmation,  the  ccllulo-fatty  tissue  may  be 
very  dense  and  very  adherent,  and  enucleation  may  prove  very 
difficult.  In  some  cases,  enucleation  is  simply  impossible  with- 
out the  use  of  a  cutting  instrument— scissors  being  best  fur  this 
purpose.  An  attempt  may  be  made  to  enucleate  the  kidney 
from  its  capsule,  leaving  the  capsule  behind;  but  this  also, 
if  there  has  been  suppuration  at  many  points,  will  be  found  a 
difficult  matter.  Each  case  must  be  judged  on  its  own  merits. 
It  must  not  lie  forgotten  that  there  is  a  limit  to  the  amount  of 
force  which  may  be  exerted  in  the  separation  of  adhesions  sur- 
rounding a  kidney:  surgical  manipulation  ought  never  to  be 
carried  into  brute  force.  Very  dense  adhesions  should  be 
divided  by  sciiisors;  forceps,  where  necessary,  being  placed  on 
the  l>leeding  points.  In  cases  where  nephrotomy  has  been  per- 
formed, it  is  usually  found  that  enucleation  from  the  capsule  is 
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more  feasible  than  enucleation  from  the  circumreoal  fat.  lo 
cases  of  old-standing  suppuration,  with  great  cnlargcrncnt.  th« 
vena  cava  and  the  aorta  may  be  intinialcly  adherent  to  the  cap- 
sule. One  such  case  was  recently  met  with  in  the  post-monem 
room  of  the  Bristi^  Infirmary:  here  it  was  simply  impossible, 
after  death,  to  dissect  apart  the  vascular  walls  snd  the  renal 
capsule.  In  another  ca&e,  (or  similar  reasons,  the  organ  could 
not  have  been  removed  by  any  proceeding  claiming  to  be  recog- 
niscd  as  surgical.  In  such  cases,  where  complete  removal  is 
out  of  the 'question,  an  artificial  pedicle,  including  some  renal 
tissue,  may  be  formed  at  some  distance  from  the  middle  line. 
The  tissue  left  will  probably  either  atrophy  or  slough ;  and  the 
danger  of  wounding  vena  cava  or  aorta  will  have  bem, 
avoided. 

The  kidney  having  been  freed,  the  next  step  is  to  secure  the 
pedicle.  This  is  a  proceeding  demanding  great  care  and 
delicacy.  A  few  surgeons  recommend  that  the  artciy  and  the 
veto  should  be  ligatured  separately.  In  many  cases  this  will  be 
found  impossible;  in  none  is  it  necessary.  Indcc<).  the  walls  of 
the  vein  or  veins,  by  acting  as  a  sort  of  padding,  may  add  to 
the  safely  of  ligation,  preventing  the  thread  from  slipping  and  ' 
distributing  the  pressure  on  the  artery  or  arteries.  As  a  matter 
of  fact,  the  only  deaths  as  yt\  recorded  from  secondary  ha.-mor- 
rhagc  were  in  two  cases  where  the  vessels  were  separately 
tied.  The  vessels  are  lifjatured  in  a  body:  the  ureter, 
separately. 

The  kidney  is  first  most  carefully  raised  out  of  its  bcdt  and 
handed  to  an  assistant,  who  holds  it  steadily  in  both  hands, 
exerting  no  traction  on  the  pedicle.  The  fingers  of  the  left 
hand  (or  the  right  hand,  .is  may  be  most  convenient),  surround- 
ing the  pedicle,  isolate  ureter  and  vessels  as  far  as  possible  by 
teasing  out  the  cellular  tissue  between  them.  Pulsation  in  the 
aitery  is  a  guiding  sign  of  importance.  A  ligature  of  thick  silk 
is  carried,  by  an  aneurism  needle  in  the  other  hand,  around  the 
vessels,  and  tied.  While  the  hgature  is  being  tightened,  oil 
traction  must  he  taken  olT  the  pedicle.  The  ureter,  isolated  aS-J 
far  as  possible,  is  caught  in  a  pair  of  compression  forceps,  and! 
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left  to  be  dealt  with  as  seems  best  afterwards.  The  kidney  is 
now  deliberately  cut  away,  at  a  safe  distance  &om  the  site  of 
ligation,  by  successive  snips  of  the  scissors ;  and  while  this  ts 
being  done,  all  tension  on  the  pedicle  must  be  relaxed.  An 
artery  may  be  dragged  through  a  very  tight  ligature  which 
encloses  other  tissues;  and  this  artery,  recoiling  afterwards, 
tnay  bleed.  If  it  is  impossible  to  bring  the  pedicle  fully  within 
sight,  then  A  l»rgc  catch-forceps  should  be  placed  upon  it  out- 
side the  ligature,  and  division  made  between  forceps  and  Icidney, 
Or  a  temporary  ccrascur,  of  rope  or  wire,  may  be  used  for  the 
same  purpose.  Every  possible  precaution  should  Iw  lakeo 
against  the  occurrence  of  hemorrhage. 

The  ureter  is  separat«d  from  the  pelvis  by  a  stroke  of  the 
scissors.  If  it  is  much  thickened,  and  its  mucous  membrane 
ulcerated,  Thornton's  admirable  plan  of  fixing  the  divided 
extremity  in  the  parietal  wound  should  be  nilopted.  If  it  is 
fairly  healthy,  it  may  be  ligatured  and  left  in  the  wound. 

In  some  cases  of  large  suppurating  kidney  it  may  be  impos- 
sible to  manufacture  a  pedicle  comiwscd  of  vessels  only  at  a 
safe  distance  from  the  aorta  or  vena  cava.  In  this  case  the 
simplest  plan  is,  to  surround  the  base  of  the  organ  with  a  tem- 
porary ligature  attached  to  an  ecraseur,  and  cut  away  the 
diseased  tissues  close  to  it.  Tait's  temponiry  rupe-clamp  is 
very  suitable  for  this  purpose.  If  the  kidney  is  very  large,  it 
may,  while  this  compression  is  being  exerted,  be  cut  away  ia 
portions,  to  the  great  simplification  of  the  operation.  The  diffi- 
culty of  delivering  an  enormous  kidney  through  a  lumbar  wound 
is  thereby  avoided,  and,  more  important  still,  the  risks  of  trac- 
tion on  the  vessels  arc  escaped.  \Vhcn  the  organ  is  shaved 
away  down  to  the  position  of  the  temporary  compression,  the 
pedicle  may  be  dealt  with  deliberately  by  ligation,  (orcj- pressure, 
or  cautery,  as  seems  best  at  the  time. 

There  would  seem  to  be  no  extra  danger  in  placing  the  IJga* 
ture  quite  close  to  the  aorta  or  vena  cava.  But  most  surgeons 
would  endeavour  to  give  these  vessels  as  wide  a  berth  as  possible 
— not  only  to  avoid  injury  to  their  walls,  but  also  to  escape  the 
risk  of  extension  into  their  lumina  of  the  thrombotic  plugs. 
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A  final  evaminalioa  is  made  of  Ibc  pedicle  and  of  the  cavity 
of  the  wound.  All  blood-clot  is  removed,  any  bleeding  points 
are  secured,  and  the  peritoneum  is  carefully  rxamincd,  to  make 
certain  thai  it  has  not  been  torn.  A  peritoneal  rent  is  at  once 
closed  by  a  continuous  catgut  suture  placed  from  the  outside, 
which  will  cause  accurate  apposition  of  its  serous  surfaces.  If 
the  colon  has  been  exposed  on  its  rctro-peritoocal  aspect,  it  also 
must  be  examined  for  injury'. 

A  L-irge  rubber  drain  is  placed  in  the  bottom  of  the  cavityi 
and  the  wound  sutured  by  deep  and  superficial  stitches.  The 
peritoneum,  pushed  backwards  by  intra-abdominal  pressure, 
soon  closes  in  over  the  large  cavity.  Primary  healing  is  the 
rule ;  and  the  progress,  as  soon  as  the  first  dangers  arc  over,  is 
usually  very  rapid. 


Ahdominal  Nephrectomy. — The  incision  may  be  made  either  in 
the  ordinary  way,  through  the  linca  alba  ;  or,  after  the  method 
introduced  by  Langcnbuch,  through  the  linea  semilunaris  on 
the  side  of  the  kidney  to  l>e  removed.  Langenlmch's  method 
is  now  almost  universally  adopted. 

The  length  of  the  incision  must  be  sufBcicnt  to  admit  the 
wlioie  hand — at  least  four  inches — e^■en  if  the  kidney  ia  of 
normal  size;  if  the  kidney  is  enlarged,  the  length  of  the  incision 
must  be  made  to  correspond.  Its  middle  point  is  at  the  level 
of  the  umbilicus.  When  the  abdominal  cavity  is  entered,  a 
large  flat  sponge  is  inserted,  to  keep  the  intestines  out  of  the 
way  and  to  absorb  effused  blood.  Before  proceeding  to  remove 
the  kidney,  the  stale  of  the  other  will  have  been  ascertained  as 
accurately  as  possible  by  examination  with  the  hand  passed 
through  the  parietal  opening. 

The  kidney  is  exposed  by  tearing  through  the  pcritoneun 
where  it  forms  the  outer  layer  of  itic  meso-coloa.  The  ianer 
layer — tliat  Itetwecn  the  colon  and  the  middle  line — contains  the 
vessels  which  supply  the  bowel,  and  incision  through  it  may 
cause,  and  in  fact  has  caused,  gangrene  of  the  gut.  Two  or 
three  fingers,  pasMxl  through  this  opening,  enlarge  it  by  tearing 
and  stretching,  and  separate  the  front  of  kidney  from  the  cir- , 
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cumrenal  fat.  When  a  way  has  been  opened  to  the  renal  vessels, 
these  may  be  exposed,  or  at  least  brought  nearer  to  the  field  of 
vision,  by  hooking  up  the  peritoneal  flaps  with  a  retractor, 
which,  in  the  hands  of  an  assistant,  at  the  same  time  makes  the 
parietal  wound  gape.  The  vessels  are  carefully  isolated  vrith 
the  forefinger.  A  ligature  is  passed  round  them  with  a  blunt 
aneurism  needle  and  tied.  The  ureter  is  caught  in  forceps, 
which  are  left  attached.  The  organ  is  now  completely  separated 
(com  its  surroundings,  the  vessels  are  divided  at  a  safe  distance 
from  the  ligature,  the  ureter  is  cut  through,  and  the  whole  mass 
lifted  out  of  the  wound.  If  there  is  any  douht  as  to  the  security 
of  the  ligature,  a  long  catch-forceps  should  be  placed  on  the  end 
of  the  pedicle,  while  a  second  ligature  is  applied  behind  the  first. 
In  moat  cases  double  ligatures  have  been  used. 

The  ureter  is  treated  as  in  lumbar  nephrectomy.  If  it  is 
fairly  healthy,  it  is  ligatured,  cleansed,  and  returned;  if  it  is 
diseased,  lined  with  thick  granulations,  and  contains  putrid  pus, 
its  divided  extremity  may  be  fixed  in  the  wound,  as  suggested 
and  practised  by  Thornton  ;  or  turned  out  through  an  opening 
in  the  loin,  as  suggested  by  Morris.  In  such  cases  as  strumous 
pyelitis,  where  the  disease  often  extends  down  the  ureter,  this 
extra- peritoneal  treatment  of  the  ureter  lessens  the  chances  of 
its  becoming  a  new  abscess-sac,  and  permits  of  its  being  irrigated 
and  di.-unfccted.  Thornton's  plan  has  been  criticised,  as  inviting 
the  subsequent  occurrence  of  intestinal  obstruction  by  raising 
up  a  tense  band  between  bladder  and  loin. 

The  cavity  is  fmally  cleansed,  and  examined  for  bleeding 
points.  The  peritoneal  rent  falls  together  naturally,  and  requires 
no  suture.  If  pus  or  urine  has  escaped  during  the  manipulations, 
a  drainage  tube  should  be  placed  in  the  bottom  of  the  wound ; 
otherwise,  drainage  is  unnecessary,  The  parietal  wound  is 
closed  in  the  ordinary  way. 


Choice  of  Operalian. — Whether  the  lumbar  or  the  abdominal 
method  be  selected  in  a  given  case,  will  depend  on  many  cir- 
cumstances. Firstly,  there  is  the  predilection  of  the  operator. 
That  men  of  such  experience  and  success  as  Tait  and  Thornton 
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should  prefer  Uie  abdoniinaJ  method,  is  a  very  strong  arf^ment 
in  its  favottr.  But  the  force  of  \he  argument  is  weakened,  in  so 
far  as  it  rcfeis  to  surgeons  in  genenil,  from  the  fact  ttiat  (hose 
men  who  prefer  the  abdominal  operation  arc  also  niea  of  very 
large  experience  in  performing  abdominal  sections  for  other 
purposes.  To  most  surgeons  the  lumbar  operation  would  com- 
mend itself,  as  being  more  easy  of  jierformancc. 

Then  there  is  the  question  of  safety.  The  general  mortality 
after  the  lumbar  operation  is  considerably  less  than  that  after 
the  abdominal.  Out  of  333  cases  collected  by  Gross,*  1 1 1  by 
the  lumbar  method  gave  a  pef'ceotage  mortality  of  36.931  while 
120  by  ventral  incision  gave  50.83  per  cent,  mortality.  It  may, 
however,  be  reasonably  urged  against  any  conclusions  drawn 
from  these  statistics,  that  the  simplest  cases  were  naturally 
selected  for  the  lumbar  operation,  and  the  nio«t  difficult  for  the 
abdominal.  There  arc  no  figures  to  show  what  mortality  iha 
abdominal  method  or  the  lumbar  would  have  given,  each  in 
unselected  cases.  It  is  just  possible  that  the  abdominal  method, 
in  tho^  cases  where  the  lumbar  was  adopted,  would  have  given 
even  better  results.  Indeed,  in  the  hands  of  a  few  operators, 
with  cases  that  were  certainly  far  from  being  simple,  the  results 
in  abdominal  nephrectomy  are  &r  ahead  of  lite  average  in  lumbar 
nephrectomy. 

We  cannot  ignore  these  facts,  and  compare  the  value  of 
general  lumbar  neplirectoroies  with  general  abdominal  nephrec- 
tomies by  figures  alone.  .Ml  that  can  be  said  is,  t^tt,  so  far, 
the  general  superiority  of  the  one  to  the  other  has  not  yet  been 
proved;  and  the  surgeon  is  left  absolutely  to  his  own  discretion, 
in  each  case,  as  to  the  operation  he  shall  adopt. 

Looking  at  the  mechanical  details  of  the  operation:!  ibetn- 
selves,  wc  find  that  certain  cases  are  most  suitable  to  one 
method,  and  some  to  the  other.  Generally  speaking,  it  is 
possible  before  operation  to  make  a  sound  selection :  but 
frequently  it  is  not. 

By  the  lumbar  method,  less  space  is  given  for  removal  of 
the  kidney ;  the  important  procedure  of  ligature  of  the  podide 
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^1  is  carried  out  at  som^  distance  from  the  surface,  and  frequently 

H  out  of  sight ;  and  there  is  not  the  same  facility  in  dealing  with 

^1  bleeding  points  in  the  tissues  from  which  the  kidney  has  been 

^1  enucleated.     On  the  Other  hand,  the  lumbar  method  is  an  extra- 

^M  peritoneal  operation ;  it  gives  more  facility  (or  the  separation  of 

^B  Strong  adhesions  behind  the  kidney ;  and  in  the  case  of  its  being 

^1  unwise,  as  in  abscess,  or  in  tumour-  infecting  the  surrounding 

^1  tissues,  to  proceed  to  removal,  it  is  less  serious  to  the  patient. 

^H  In  the  case  of  abscess,  it  has  the  further  advantage  of  pemiitting 

H  of  treatment  by  incision  and  drainage,  without  serious  risks  of 
^K^        peritonitis. 

^^^H  Langenbuch's  operation  is,  in  its  way,  a  perfect  surgical 

^^^^        procedure,  securing  its  aims  by  a  minimum  of  injury  to  sur- 

^m  rounding  tissues.     In  the  linea  semilunaris,  the  advantages  of 

H  avoiding  large  muscular  masses  are  secured;  and  by  tearing 

H  through  the  peritoneum  in  front  of  the  colon,  the  vitality  of  the 

^M  bowel  is  not  endaugered.     It  gives  plenty  of  room  for  removal 

H  of  the  kidney.    Lastly,  it  secures  the  all-important  advantage  of 

H  giving  information  as  to  the  condition  of  the  alternate  kidney. 

^1  Its  disadvantages,  in  addition  to  the  opening  of  the  peritoneal 

H  cavity,  are  chiefly  the  difficulty  of  separating  adhesions  behind 

H  a  large  kidney,  and  the  dangers  from  rupture  of  abscess-cysts 

^  inside  the  cavity. 

Bearing  in  mind  the  advantages  and  disadvantages  peculiar 

I  to  each  operation,  we  can  roughly  specify  the  cases  most  suitable 

for  each. 
I  By  the  lumbar  method,  all  small  kidneys  may  be  removed. 

I  These  include  ordinary  examples  of  ureteral  hstula,  and  cases 

I  of  wounds  of  the  kidney  in  which  there  is  urinary  extravasation 

^.  or  suppurative  disintegration  of  tissue.     It  ought  to  be  selected 

H  for  all  small  growths  of  the  kidney,  and  particularly  if  it  is 

H  movable.     It  is  best  employed  for  all  enlargements  containing 

^1  fluid — hydatid,  hydro. nephrotic,  or  purulent — in  which  inciuon, 

^1  with  drainage,  has  not  produced  cure.     In  cases  of  calculus  in 

H  which  the  renal  tissue  is  completely  diaorganiscd,  the  lumbar 

H  method  is  the  best. 
^1  The  ventral  incision  is  most  suited  to  large  non-adherent 
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sc&iA  tumours,  and  to  those  movable  kidneys  which  have  become 
diseased  and  are  unsuitable  for  nephrorraphy.  In  veiy  fat 
subjects,  the  ventral  incision  may  be  easier  than  the  lumbar,  as 
permitting  of  caster  approach.  Tn  very  lean  subjects,  both 
opcratioos  are  much  facilitated — the  lumbar  more,  perhaps, 
than  the  ventral. 


A  word  must  he  said  on  the  plan  recommended  by  Thornton, 
but  now  abandoned  by  him,  which  Morris  has  called  "  Lateral 
Retro-peritoneal  Nephrectomy."  In  this  plan,  the  incision  is 
made  further  outwards  than  the  linea  semilunaris — so  far  out,  io 
&ict,  as  to  permit  exposure  of  the  kidney  by  the  peritoneum 
being  pushed  aside  without  opening  it,  as  in  ligature  of  the 
external  iliac.  The  advantages  of  making  the  incision  in  the 
linea  semilunaris  are  perhaps  more  ideal  than  teal :  an  ab- 
dominal section  is  about  as  easily  performed  by  division  of 
muscles  as  of  fascia; ;  the  bleeding  is  easily  controlled,  and  the 
wotmds  unite  just  as  readily.  If  there  is  any  advantage  in 
going  further  outwards,  the  divinoa  of  muscle  need  not  deter 
us.  In  cases  of  considerable  enlargement  of  the  kidney,  for 
which  only  this  method  would  be  selected,  the  peritoneum  is 
pushed  inwards,  and  reflexion  of  it,  without  entering  the 
abdomen,  is  easy  enough.  It  is  doubtful,  however,  if  by  this 
lateral  incision  it  is  as  easy  to  deal  with  the  pedicle  as  is 
Langcobuch's  operation. 


Section   IX. 


OPERATIONS  ON  THE  LIVER  AND 
GALL-BLADDER. 


SURGICAL   ANATOMY   OP  THE    LIVER. 

The  surgery  of  the  liver  being  concerned  with  diseases  which 
cause  enlargement  of  the  organ,  it  behoves  us  to  know  ac- 
curately the  htnits  of  the  space  it  normally  occupies.  The  limits 
of  percussion  dulness,  relative  and  absolute,  are  well  enough 
known ;  but  as  the  organ  is  overlapped  by  lung  above,  and  as, 
at  parts  where  it  is  thin,  it  lies  in  close  contact  with  air-con- 
taining viscera  below,  these  limits  may  not  be  anatomically 
correct, 

On  the  right  side,  a  transverse  line  passing  through  the  June, 
tion  of  the  fifth  rib  with  its  cartilage  would  graze  the  top  of  the 
right  lobe  at  its  highest  point.  In  fact,  the  highest  level  of  the 
liver  almost  touches  the  lower  border  of  the  fourth  rib.  On  the 
left  side,  a  transverse  line  running  through  the  junction  of  the 
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•txth  rib  with  its  cartila^  would  pass  close  to  the  upper  and 
outer  limits  of  the  left  lobe.  Below,  its  margin  is  just  covered 
by  the  ribs  behind :  as  it  comes  to  the  front,  it  leaves  the  car- 
tilage of  the  tenth  rib  on  the  right  and  crosses  obliquely  to  the 
left,  townrds  the  junction  of  the  fifth  left  rib  with  its  cartilage. 

A  triangular  area  of  liver  surface  is  thus  left  uncovered  by 
anything  but  abdominal  wall;  and  it  is  in  this  area,  usually 
increased  in  dimensions,  that  many  surgical  procedures  have  to 
be  carried  out.  The  sharp  free  margin,  with  its  notch  a  little 
to  the  right  of  the  middle  line,  indicating  the  attachment  of  (he 
broad  ligament,  may  frequently  be  palpated.  From  the  notch 
to  tbc  ural»licus  runs  the  double  fold  of  peritoneum  known  as 
the  longitudinal  or  suspensory  ligament.  Its  parietal  attach* 
mcnt  is  along  the  inner  border  of  the  right  rectus  muscle ;  its 
free  border  contains  the  fibrous  cord  known  as  the  round  liga- 
ment, which  is  the  remains  of  the  obliterated  umbilical  vein. 
At  the  notch  the  round  ligament  passes  behind  the  liver  along 
the  longitudinal  fissure.  It  must  not  lie  forgotten  that  the 
umbilical  vein  is  not  always  completely  obhtcrated,  and  that  a 
wound  of  it  may  cause  hxntorrhaKe.  This  tact  must  be  noted 
in  the  making  of  long  incisions  in  the  le^ion. 

The  extent  to  which  the  right  lung  and  pleura  overlap  the 
liver  varies  considerably  in  health.  When  the  liver  is  enlarged 
it  rises  upwards,  encroaching  on  the  pulmonary  space;  but 
though  the  level  of  the  upper  surface  is  raised  both  actually  and 
to  percussion,  and  though  the  lung  may  be  puslied  up  in  front 
of  it,  the  diaphragmatic  pleura  still  retains  its  position.  A 
puncture  above  the  normal  level  of  the  lower  limits  of  the 
pleura,  or  the  insertion  of  the  diaphragm,  though  it  may  not 
pj»  through  lung,  will  traverse  the  pleura,  and,  if  there  arc  no 
ndhcsion.t,  will  enter  the  pleural  cavity.  The  level  of  the  pleura 
in  the  right  axillary  line  is  at  the  lower  border  of  the  ninth  rib; 
and  if  variations  occur  on  this  side  as  frequently  as  they  do  oo 
the  left  &ide,  we  must  not  be  surprised  to  find  it  placed  lon-er. 

The  liver  possesses  some  range  of  movement.  Following 
the  movements  of  the  diaphragm,  it  descends  with  inspiration 
ai>d  ascends  with  expiration.     If  there  is  occasion  to  stitch  a 
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wound  in  the  liver  to  the  parietes,  the  evil  effects  of  this  con- 
tinual movement  may  be  minimised  by  6xing  the  sutures  at  a 
distance  as  great  as  possible  from  the  rib  margins.  Unim- 
portant displacements  take  place  as  the  position  of  the  indi- 
vidual varies,  and  as  the  abdomen  is  compressed  or  relaxed.  A 
real  pathological  displacement  is  seen  in  the  rare  condition 
known  as  wandering  or  floating  liver.  Though  most  of  the 
cases  so  described  have  proved  to  be  errors  in  diagnosis,  a  lew, 
perhaps  a  dozen,  are  attested  by  post-mortem  examination  or 
incontrovertible  physical  signs.*  In  the  great  majority  of  cases 
the  condition  has  been  found  associated  with  pendulous  ab- 
domen. In  none  is  treatment  called  for  beyond  the  wearing  of 
an  abdominal  belt. 

The  structure  of  the  liver  is  such  that  we  should  expect  it  to 
be  intolerant  of  surgical  interference.  But  experience  would 
seem  to  point  the  other  way.  Its  capsule  is  very  closely  adhe- 
rent, and  so  thin  as  to  be  incapable  of  hearing  much  strain  from 
sutures.  The  tissue  is  very  friable  and  very  vascular;  but  the 
blood-stream  is  very  sluggish,  and  easily  controlled  by  pressure 
such  as  may  be  exerted  by  sponges  or  a  row  of  sutures. 

The  gall-bladder  (Fig.  73),  lying  on  the  under  surface  of  the 
liver  in  a  shallow  groove  between  the  lobulus  quadratus  and  the 
right  lobe,  is,  when  healthy,  beyond  the  reach  of  palpation.  Its 
fundus  extends  a  little  lower  than  the  edge  of  the  liver,  and  lies 
in  a  shallow  depression,  whose  margin  can  sometimes  be  felt 
below  the  inner  border  of  the  ninth  costal  cartilage.  In  this 
position  it  is  a  little  to  the  right  of  the  outer  margin  of  the 
right  rectus  muscle,  and  can  be  reached  by  an  incision  through 
the  upper  end  of  the  right  linea  semilunaris. 

The  bladder  itself  is  about  four  inches  in  length,  and  about 
an  inch  broad,  with  a  normal  capacity  of  a  little  over  an  ounce. 
It  is  fixed  to  the  under  surface  of  the  Uver  simply  hy  the  peri- 
toneum, which  passes  over  it.  Occasionally  the  peritoneal 
folds  niet!t  on  its  upper  surface  between  it  and  the  liver,  forming 

*  CooMili  TliierRfldvr,  Zivm«Mn's  Cytt..  vol.  iv..  p.  48.  Landitu,  Dtr 
WnnJirltitr  and  dir  llSittirbmuh  iir  Fraiien.  Berlin.  1885.  l.ac[oiioi(r.  Rubia- 
ovitch.  l>initriclF,  and  [Jotkia,  AbMrncc  in  L'md  Mtd.  Hit..  Aug.  t5Ih.  iSSj, 
b]r  I>r  IdelBon,  who  Ki>'c*  furiher  refcrencea. 
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a  sort  of  mesentery.      On  one  occasion  when  pcrrorming  ch^e*  ^ 
cystotomy  on  the  cadaver,  I  found  a  dotible  foU)  of  peritoneu 
passing  between  the  free  surface  of  the  bladder  and  the  antcric 
margin  of  the  foramen  of  WinsJow.    As  another,  though  Icss^ 
perfect,  example  of  this  anomaly  was  found  in  (he  post-mortem 
room  within  a  few  months,  1  suspect  that  this  condition  is  not 
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FtC.    72.        (WSIBSK.) 

Tkt  tmiir  nufter  «/  Ot  Litn;  tit  DmaimMm  tad  Ih*  Ptaitruu. 
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CmhdudI*  CbuModuu.  »  Piabe  culaini  ils  Duct  ■nd  oomiin  am  M  thaOfUos  In  lh« 
Ouodaoun.  to.  CjrXk  Dnct^Tbalnhtkc  VaiaCsnIi  crMMilbTllMl»«  ftontud^ 
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very  rare.  This  abnormality  need  not  interfere  seriously  with 
operative  proceedings:  but  if  met  with  unexpectedly,  it  might 
be  confusing. 

The  cystic  duct,  about  an  inch  long,  leaves  the  neck  of  the 
bladder  at  a  very  obtuse  angle,  passes  a  little  towards  the  left 
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in  the  gastro-hcpatic  omentum,  accompanied  with  its  arteiy, 
and  joins  the  hepatic  duct  at  an  acute  ang)c.  These,  joining, 
form  the  ductus  communis  choledocliuR,  which,  after  a  course 
about  three  inches  long  in  the  right  border  of  the  lesser  omen- 
tum, passes  with  the  pancreatic  duct  obliquely  through  the 
inner  wall  of  the  descending  portion  of  duodenum.  The  cystic 
duct  can  readily  he  examined  through  a  ventral  incision  ;  and  a 
dilated  or  obstructed  common  duct  can  be  felt,  at  least  through 
the  first  part  of  its  course.  In  any  manipulation  that  may  be 
carried  out  on  these  ducts,  their  close  relations  with  the  portal 
vein  and  the  hepatic  artery  must  be  borne  in  mind. 

The  fibrous  coat  of  the  gall-bladder,  though  thin,  is  very 
strong  and  tough,  and  is  not  easily  dilated.  The  thin  laj-er  of 
muscular  fibres  is  arranged  mainly  in  longitudinal  direction. 
The  mucous  coat  is  everywhere  elevated  in  ridges,  which  are  so 
arranged  as  to  produce  polygonal  depressions,  most  highly 
developed  near  the  middle  of  the  cavity.  At  the  neck,  one 
large  ruga  overhangs  the  entrance  to  the  cystic  duct,  and  acts 
as  a  sort  of  valve.  When  the  bladder  is  over-distended,  these 
rugffi  are  usually  obliterated.  In  the  cystic  duct  the  mucous 
membrane  is  raised  into  half  a  dozen  or  a  dozen  obhque  folds, 
arranged  so  as  to  form  a  sort  of  interrupted  spiral.  These  folds 
increase  the  difBculty  of  gall-stones  being  passed  onwards.  Any 
distension  of  the  duct  causes  the  intervalvulor  spaces  to  be 
distended,  producing  a  sort  of  cork-screw  appearance. 

The  relations  of  the  bowels  to  the  gall-bladder  are  unim- 
portant, except  in  view  of  the  operative  formation  of  a  fistula 
between  the  two.     This  will  be  discussed  farther  on. 
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Surgical  operations  are  performed  on  the  liver  for  absc 
and  for  hydatids.  The  operations  arc  various:  all  of  t)>ein  arel 
of  tlie  nature  of  proceedings  for  the  evacuation  of  cysltc  collec- 
tions of  fluid.  Although  most  of  the  proceedings  involve  v«>und- 
ing  of  Jivcr  tissue,  the  special  name  "Hcpalolomy"  is  given 
only  to  that  operation  wherein  an  abdominal  section  is  made, 
and  the  liver  tissue  is  directly  incised  through  the  parietal 
wound.  The  name  is,  of  course,  equally  applicable  to  incision 
through  the  costal  parietes. 

The  various  operations  will  be  most  conveniently  considered 
under  the  heads  of  the  diseases. 


IIBPATtC  ABSCSSS. 

Aiutdmia^  CUancUn. — The  fact  that  chiefly  concerns  the 
surgeon  is,  that   the  ab«cess  is  sometimes  multiple.     In   the 
majority  of  caseSi  however,  especially  if  of  some  duration,  the 
abscess  is  single.     There  is  always  a  tendency  for  abscesses,  if  j 
multiple,  to  coalesce;   so  that  if  one  abscess  is  opened,  and' 
pressure  t>e  removed  from  the  walls  of  its  neightwur,  there  is  a 
likelihood  of  the  second  bursting  into  the  cavity  of  the  first.     In 
mo&t  the  abscess  is  covered  with  healthy  tissue,  with  uninflamed 
capsule,  and  an  incision  may  have  to  be  carried  some  distance 
through  the  healthy  substance  to  reach  it.     If  it  is  permitted  to 
burst  naturally,  it  is  most  frequently  fatal.     Rarely  it  burstsj 
through  tlie  skin.      Sometimes  it  bursts  into  the  peritoneal^ 
cavity  or  pericardium,  when  it  causes  death.    It  may  open  into 
the  pleura,  when  it   is  usually  fatal.      The  most   favourable 
openings  are,  into  the  bowel  and  into  the  lung;    though  in 
both  cases  the  prognosis  is  grave.      In  any  case  where  free 
evacuation  not  into  a  dangerous  site  has  taken  place,  there  is 
a  remarkable  tendency  for  the  abscess  cavity  to  close  up  and 
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cicatrise,  while  the  liver  readily  regains  llie  power  of  discharging 
its  norma]  functions. 

Diagnosis. — The  diagnosis  of  abscess  of  the  liver  is  sometimes 
very  difficult,  or  even  impracticable;  nevertheless,  in  most  cases, 
especially  with  the  help  of  the  exploring  needle,  something  like 
certainty  may  be  arrived  at.  To  begin  with,  wc  may  have  a 
history  of  residence  in  hot  climates,  and  perhaps  of  malaria  or 
dysentery.  There  may  be  a  history  of  rigors.  Sometimes  also 
it  would  appear  to  be  connected  with  operations  on  the  rectum. 
There  is  the  characteristic  muddy  complexion;  the  harassed, 
anxious,  restless  expression;  the  rapid  pulse  and  the  elevated 
temperature.  The  tongue  is  coated  with  white  fur;  and  there 
will  be  an  irritable  stomach,  with  vomiting.  Locally  there  is 
pain  and  tenderness  in  the  hepatic  region,  with  enlargement, 
sometimes  very  considerable,  of  the  organ  itself.  Occasionally, 
but  not  frequently,  there  is  lluctuation.  The  presence  of  jaun- 
dice is  rather  against  than  in  favour  of  abscess.  When  the 
abscess  bursts  into  the  lung,  the  chocolate- coloured  expectora- 
tion is  pathognomonic ;  before  it  bursts,  this  sign  may  be  got 
from  exploratory  puncture. 

It  is  most  liable  to  be  confounded  with  empyema  at  the  base 
of  the  right  pleura,  and  it  has  been  mistaken  for  pleurisy  and 
pneumonia.  I  have  seen  a  large  abscess  of  the  liver  diagnosed 
as  abscess  of  the  kidney ;  and  the  reverse  is  just  possible.  The 
nodular  feel  of  a  cancerous  liver  will  usually  distinguish  it  from 
a  suppurating  one;  and  if  no  nodules  exist  on  the  surface,  and 
the  new  growth  be  behind,  we  can  fall  back  on  the  pyrexia  that 
accompanies  the  latter.  In  hydatids  also  there  is  no  pyrexia, 
very  little  constitutional  disturbance,  and  but  little,  if  any,  pain : 
the  hydatid  fremitus  is  so  rarely  felt  as  to  be  of  little  value 
clinically. 


SURGICAL  TREATMENT. 

For  liver-abscess,  as  for  other  abscesses,  there  may  be  said 
to  be  no  treatment  that  is  not  surgical.  True,  as  in  other  cases, 
the  abscess  may  become  absorbed  naturally ;  but  that  is  a  result 
so  rare,  that  no  prudent  man  would  wait  for  it.    And  wc  must 
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not  delay  the  necessary  opening  too  long.  If  we  wait  for  the 
abscess  to  point  at  a  convenient  spot,  wc  may  have  waited  too 
long,  and  the  abscess  may  elect  to  point  at  an  inconvenient 
spot.  On  similar  groundit,  we  muitt  not  wait  for  the  doubtful 
fornialion  of  adhesions  to  the  body  walls.  They  may  never  (oim 
there ;  and  if  they  did,  it  is  doubtful  if  wc  could  diagnose  thetn. 
There  is  nothing  for  it  but  removal  of  the  pent-up  pus,  as  soon 
as  an  at^scess  is  diagnosed. 

The  surgical  measures  available  are: 

(t)  Aspiration. 

(a)  Puncture  by  trocar — leaving  the  cannula  in  iUk, 

(3)  Opening  by  caustic  or  by  t  her  mo- cautery, 

(4)  Direct  incision  into  the  abscess  through  the  body  walls. 

(5)  Incision  rl  deux  temps,  after  the  artificial  formation  of 

adhesions  between  the  tJvcr  and  abdominal  walls. 

(6)  Incision,  and  drainage  by  abdominal   section — Mcpa- 

totomy. 


(i)  The  employment  of  the  atpimiot  in  hepatic  abscess  must 
be  regarded  rather  in  the  light  of  a  tentative  and  exploratory 
measure,  than  as  a  pennanem  cure.  It  is  now  used  more 
extensively,  perhaps,  than  published  literature  would  lead  us  to 
expect.  For  clearing  up  a  diagnosis,  and  giving  temporary' 
relief,  the  removal  of  quantities  of  pus  from  the  liver  by  aspi 
ration  is  of  undoubte<l  value,  and  not  attended  with  much  danger. 
Ransohofl's  case  of  hepatolomy  was  aspirated  without  benefit, 
and  he  had  to  incise  afterwards.*  It  may  tell  us  where  the  cot 
lection  mainly  lies,  and  may  even  afTord  some  light  as  to  whether 
the  abscess  is  single  or  multiple,  but  it  can  scarcely  Iw  expected 
at  one  cqieration  to  be  curative.  In  a  good  few  cases  aspiration, 
repeated  more  than  once,  has  been  followed  by  cure.  Ball, 
Maclean,  Hammond,  and  others  have  had  fairly  good  results 
Crom  aspiration. f 

Id  the  use  of  the  aspirator,  its  thorough  cleansing  with  ami- 
ficptic  lotions  must  be  seen  lo.    The  needle  may  be  introducod 

-  N.  Y.  MM.  ftit..  Ko,  *>.  iSSi.  p.  15& 
t  Sm  Edilorial,  Annah  e/Sartrry.  March.  19S7. 
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full  of  i-zo  carbolic  lotion ;  the  skin  at  the  site  of  puncture 
niitst  be  thoroughly  purified,  as  some  of  the  epidermic  scales  may 
be  carried  into  the  abscess  cavity  on  the  point  of  the  nccdtc, 
and,  if  impure,  be  a  cause  of  septic  infection.  The  movements 
of  the  needle,  following  the  movements  of  the  liver  {if  it  move* 
with  respiration),  must  not  be  checked,  as  thereby  the  liver  tissue 
may  be  torn  and  permit  escape  of  pus  into  the  peritoneum. 


(2)  Punctun  by  Trocar — leaving  the  cannula  to  permit  drain- 
age— is  a  procedure  by  no  means  new.  In  184a  Murray* 
advocated  it;  and  since  then  it  has  been  in  quite  general  use, 
and  is  esteemed  by  many  as  the  most  favourable  of  all  plans. 
An  ordinary  medium  size  instrument  is  used;  though  De  Castro  1 
used  a  hollow  trocar,  with  perforations  corresponding  to  similar 
ODes  on  the  cannula.  The  trocar  is  left  fn  ji'/h  for  two  or  three 
d&yS)  when  adhesions  \\\\\  have  formed,  and  is  then  replaced  by 
a  drainage  tube  of  some  sort.  The  purifying  of  the  trocar  is  to 
be  carried  out  as  carefully  in  this  proceeding  as  in  aspiration. 
Some  antiseptic  material,  such  as  terebene  with  vaseline,  or 
eucalyptus  or  salicylic  cream,  may  be  smeared  over  the  trocar. 
The  full  details  of  Listerism  will  by  most  be  considered  as 
affording  an  additional  probability  in  favour  of  aseplicism 
throughout :  if  the  spray  is  not  used,  perhaps  sal  alembroth 
wool,  with  frequent  cleansing  of  the  neighbourhood  of  the 
wound,  would  be  as  good  a  dressing  as  any. 

An  indication  in  favour  of  the  employment  of  the  trocar 
would  be,  the  tendency  of  the  abscess  to  point,  shown  by 
oedema,  or  some  redness  and  tenderness  of  the  skin.  Some 
danger  may  attend  its  use,  however.  In  such  a  case  as  one  of 
those  operated  upon  by  Knowsley  Thornton,  where  the  omen- 
tum, with  large  ^'eins  coursing  through  it,  lay  adherent  on  the 
surface  of  the  liver,  serious  bleeding  might  arise.  The  risk  of 
setting  up  inflammation  of  the  liver  substance  by  puncture  with 
fine  instruments  is  very  small.  Indeed,  Trousseau  used  punc- 
ture by  several  needles,  as  a  safe  means  of  setting  up  inflamma- 

*  Lomtun  MiJ.  Gaif.tt.  No.  3S.  p.  566. 
t  Dn  abuts  itn /»t  4i$  fvijt  elumis  tt  dt  lair  traitrmtnl  Chir.,  Paiix  1870. 
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tory  adhesion  between  the  serous  surfaces  of  the  liver  and  ttie 
abdominal  wall,  as  a  preliminary  to  incision.  But  it  must  not 
be  forgotten  that  puncture  with  trocar,  after  all,  taps  the  ab- 
dominal cavity;  ami,  being  done  tn  the  dark,  may  cause  serious 
iojury  to  an  abdominal  organ  other  than  the  liver ;  and  may 
even  permit  of  the  escape  of  pus  into  the  abdominal  cavity. 

(3)  Gradual  opening  by  amstic,  and  by  tkenue-eaultry  applied 
(o  the  nbdominal  wall  over  the  tumour,  arc  proceedings  whereby 
a  liver  abscess  may  be  opened.  Both  arc  slow  and  painful  pro- 
ceedings, and  are  not  bkely  to  be  brought  into  competition  with 
Other  more  rapid  and  less  painful,  while  equally  efficient,  methods. 
R£camtcr^  advocated  the  use  of  caustic  potash  applied  lo  the 
abdominal  wall  for  liver  abscess.  This  process  of  gradual 
perforation  by  destructive  chemical  or  thermic  agents  is  more 
in  vogue  for  the  treatment  of  hydatids  of  the  liver  thau  (or 
abscess. 

(4)  Dirtel  Inciticit  into  the  abscess  through  the  abdominal  or 
thoracic  walls  would  be  carried  out  only  if  there  were  signs  of 
the  abscess  bursting  of  its  own  accord.  Kcdncss,  tenderness, 
and  some  swelling  at  any  part  over  a  hepatic  tumour  which  is 
probably  suppurating,  may  be  taken  as  an  indication  that  the 
matter  is  forcing  its  way  to  the  surface.  In  such  cases  there 
will  be  adhesions  between  the  liver  and  the  overlying  peritoneum, 
and  an  opening  may  be  made  with  safety. 

It  need  scarcely  be  said  that  such  a  tendency  to  point  is 
DCtthcr  to  be  wailed  for  nor  encouraged.  The  chances  of  an 
Bbsc«6S  of  the  liver  escaping  towards  the  abdominal  or  thoracic 
parietes  are,  considering  the  amount  of  surface,  at  least  not 
greater  than  the  chances  of  its  escaping  through  the  diaphragm 
or  into  the  peritoneum.  And  before  signs  of  pointing  appear 
the  patient  will  have  been  reduced  to  a  very  low  ebb. 

After  such  incision,  conducted  antiseptically,  a  large  drainage 
tube  will  be  inserted.  If  the  discharge  continues  sweet,  there 
will  be  DO  need  for  syringing  or  irrigation  of  the  cavity ;  if  it  ist 
*  VdpMti.  Ut/.  Ofhti.  md  Ed.,  iv..  p  ig. 
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or  becomes,  putrid,  then  frequent  washings  with  some  trust- 
worthy  antiseptic  solution  must  be  instituted. 

(5)  Inciiim  in  two  stages — after  the  manner  of  Craves,*  who 
made  the  incision  only  as  br  as  the  peritoneum ;  or  of  B£gin 
(1830),!  who  went  through  the  peritoneum — has  much  to  recom- 
mend it.  The  operation  in  two  stages  is  that  bvoured  by  Volk< 
mann,  and  at  the  present  day  is  known  by  his  name.  It  is,  in 
(act,  an  old  application  of  the  modem  principle  of  creating 
adheflious  between  a  hollow  abdominal  viscus  which  is  to  be 
opened  and  the  parietes,  when  there  is  risk  from  escape  of  the 
contents  of  that  viscus  and  not  very  great  urgency  for  making' 
the  opening.  In  the  case  of  hepatic  abscess  there  is  urgency, 
and  consetjuently  this  double  operation  will  nut  often  commend 
itself. 

In  Graves's  procedure,  some  lint  or  other  material  is  pushed 
to  ihe  bottom  of  the  wound  in  the  parietes,  setting  up  simple 
inflammation  of  the  parietal  peritoneum,  which  thus  in  a  few 
days  becomes  adherent  to  the  liver.  Some  uncertainty  attaches 
to  the  plun  of  Begin,  as  it  has  been  found  that  the  liver  does  not 
always  come  up  to,  and  lie  in  contact  with,  the  wound  in  the 
parietes ;  and  thus  adhesions  do  not  certainly  form.  There  is 
always  the  risk  in  the  operation  which  does  not  lay  open  the 
peritoneum,  that  omentum  or  even  bowel  may  He  directly  under 
the  opening  and  bo  wounded  when  the  liver  is  incised.  These 
objections  are  partly  met  by  suturing  the  liver  sur&ce  to  the 
parietes,  as  recommended  by  Barwel].[ 


(6)  Hefialotomy — the  name  usually  given  to  direct  incision 
through  the  liver  tissue,  after  alMlominal  section— is  the  operation 
which  most  commends  itself  for  hepatic  abscess.  With  lapar- 
otomy, the  risks  of  wounding  omentum  or  bowel  are  done  away 
with  ;  we  see,  and  can  control,  the  bleeding  from  the  liver;  the 
danger  of  escape  of  the  abscess  contents  into  tlic  peritoneum 
can  be  met  and  overcome,  and  if  they  do  so  escape  they  can  be 

'  DMim  Itmf.  Rtf..  May,  1817         t  Jmn.  IlitJom..  iSjO.  i  .  p.  <»7. 
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mopped  up;  while,  lastly  and  not  least  imporianl,  a  second 
Hbscess  can  be  seen  and  opened,  as  has  already  been  done  in  at 
least  one  case-     (Thornton.) 

To  Tait  of  Birmingham  belongs  the  chief  merit  of  inlroductng 
and  establiftliing  tlie  operation  of  hepatotomy.  I  f  c  had  done  the 
operation  ten  times  when  his  work  was  published — nine  limes 
for  hydatids,  and  once  for  abscess.  All  were  successful.  Thoni- 
ton  has  published  two  cases, — one  of  suppurating  hydatid  cyst, 
done  as  a  forlorn  hope  when  the  patient  was  profoundly  septi- 
€a:mic  after  five  titppingH,  which  failed;  the  other  of  hydatids, 
which  was  successful.  It  frccjucntly  happens  that,  after  various 
surgical  manojuvrcs,  hydatid  disease  of  the  liver  suppurates,  and 
then  may  be  con&idered  and  treated  as  an  abscess.  Bryant 
has  in  at  least  twelve  such  cases  operated  by  direct  indsion,  in 
each  instance  successfully ;  and  other  surgeons  have  had  similar 
experiences.  When  such  cy&ts  suppurate,  plentiful  adhesions  to 
the  patietes  will  probably  be  found;  and  if.  after  careful  dis> 
section  down  to  the  cj-st-wall,  there  are  found  adhesions  to  the 
parietes,  the  operation  is  simplified  to  a  mere  incision,  for  ad- 
hesoiu  do  away  with  llie  necessity  for  sutures.  But  in  every 
case,  unless  we  arc  certain  to  the  contrary,  wc  ought  to  act  as  if 
there  were  no  adhesions. 

RansohofT*  has  operated  successfully  for  abscess,  making  all 
the  divisions  by  thermo-cautery. 

In  Australia,  where  hydatid  disease  is  more  common  than  in 
England,  there  is  a  growing  tendency  to  the  treatment  of  all 
cases  of  abdominal  hydatids  by  direct  incision  after  laparoiotny. 

The  site  for  incision  will  be  made  over  the  most  prominent 
pan  of  the  tumour,  and,  if  there  is  no  reason  to  the  contrary, 
will  be  longiiudinal.  A  fairly  long  incision,  from  four  (Tait)  to 
five  (Thornton)  inches,  will  b«  necessary,  to  permit  of  the  neces- 
sary intra -peritoneal  manipulations.  Should  examination,  after 
abdominal  section,  show  that  the  liver  is  adherent  to  the  parietes 
at  any  point,  the  opening  should  be  made  through  the  area  of 
adhesion,  even  if  this  <lo  not  correspond  with  the  opening  is  tbe 
pancles.  Such  an  oi>cning  may  be  made  with  trocar;  it  is 
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made  permanent  by  the  insertion  of  a  drainage  tube.  Should 
there  be  no  adhesions,  the  opening  is  ina<!e  directly  into  the 
liver.  The  liver  tissue  being  recognised  by  its  characteristic 
appearance,  several  soft  flat  sponges  are  placed  round  the  spot 
selected  for  making  the  opening,  to  absorb  any  fluid  that  raay 
escape.  Then,  if  we  think  it  necessary  for  more  accurate 
diagnosis,  or  to  relax  the  walls  of  the  abscess  cavity  and  permit 
of  its  being  raised  up  more  readily  after  incision,  we  may  insert 
the  largest  needle  of  an  aspirator,  and  withdraw  some  of  the 
contents.  A  knife  is  then  passed  in  along  the  side  of  the  needle, 
and  the  forefinger  is  made  to  follow  the  knife.  While  an  assistant 
helps  in  maintaining,  by  pressure,  exact  coaptation  of  the  panetes 
to  the  hver  structure,  the  forefinger  helps  this  by  hooking  up  the 
abscess-wall.  When  all  is  ready,  the  knife  is  carried  in  along  the 
forefinger,  and  the  incision  freely  enlarged.  Then  the  lips  of  the 
wound  are  quickly  seized  by  two  or  more  catch- forceps,  and  kept 
everted  against  the  parietal  wound  by  means  of  these.  Bleeding 
may  he  arrested  by  a  squeeze  with  pressure  forceps,  or,  if  this 
fail,  by  a  continuous  suture  of  not  too  fine  catgut  or  silk. 
Probably  the  abscess  will  nearly  empty  itself  readily  enough ;  if 
it  does  not,  a  lai^e  rubber  tube  lying  in  carbolic  lotion  may  be 
pinched  at  the  end,  and,  when  placed  in  the  bottom  of  the 
cavity,  will  act  as  a  siphon  and  suck  out  all  the  fluid.  I  have 
used  with  advantage  such  means  for  the  removal  of  ascites  and 
6uid  from  an  ovarian  cyst  that  was  laid  open,  and  have  no  doubt 
it  would  answer  here. 

When  the  abscess  is  empty,  the  finger,  carried  round  its 
walls,  will  examine  for  signs  of  a  second  abscess,  which  will  be 
opened  by  pushing  the  finger  into  it,  or  by  Lister's  sinus  forceps 
or  by  trocar,  as  seems  best.  The  whole  of  the  purulent  material 
being  removed,  the  cyst-walls  are  to  be  gently  cleaned  out  with 
a  soft  sponge  held  by  long  forceps.  Rough  manipulation  here 
might  easily  cause  bleeding,  either  by  breaking  down  the  no- 
toriously tender  granulations  of  a  hepatic  abscess,  or,  if  there  is 
a  membranous  wall,  by  tearing  it  olT  the  liver.  While  this  is 
going  on,  an  assistant  has  been  gently,  steadily,  and  firmly 
keeping  the  liver  in  contact  with  the  parietes.     A  sponge  is  now 


«70 


OPERATIOSS  ON   THE  LIVER. 


pUceil  in  the  liver  opening,  and  the  spondees  inserted  at  the 
beginning  arc  removed,  and  the  peritoneum  is  cleansed  of  any 
escaped  or  pcrilonitic  fluid.  If  the  pus  is  fcclid,  an  antiseptic  will 
be  applied  to  the  walls  of  the  emptied  &ac.  Thornton  uses  iodine 
for  this  purpose. 

When  the  sac  has  been  emptied  of  its  pus,  and  the  peiitoneat-j 
cavity  is  free  of  all  fluids,  the  whole  length  of  the  incision  ia 
the  liver  is  stitched  to  the  margins  of  the  wound  in  the  parieies, 
and  a  large  glass  or  rubber  or  celluloid  drainage-tube  is  in- 
serted. If  there  is  much  discharge,  it  must  be  removed  once  or 
twice  daily  by  sj-ringing,  so  that  it  may  be  kept  innocuous  in 
case  of  absorption.  Later  on,  as  the  cavity  shrinks  and  iu  walls 
thicken,  syringing  may  be  emploj'ed  less  frequently,  or  even 
dropped.  An  abundance  of  absorbent  antiseptic  dressing  will 
be  necessary. 

Thornton*  has  successfully  treated  a  case  of  hepatic  absceasj 
by  inciuon  and  drainage  through  the  pleura.  The  patient  hadt 
fifteen  months  [>reviously,becn  cu  red  by  aspiration  of  anabscess  of 
the  left  lobe ;  an  abscess  having  appeared  after  two  months  in  the 
right  lobe,  which  was  not  relieved  by  aspiration,  Thornton  decided 
to  drain  along  the  course  of  the  aspirating  needle.  He  cut  otit 
a  lozenge-shaped  piece  of  skin,  carefully  peeled  the  parietal 
and  viscer.al  pleura  along  small  incisions,  and  sutured  Ihcm  to 
each  other  by  a  continuous  suture,  and  so  completely  shut  off  the 
pleural  cavity  from  the  line  of  drainage.  A  track  for  the  drainage- 
tube  was  made  by  incision  along  tlie  side  of  the  trocar.  Healing 
took  place  without  trouble.  Hunsner  and  Schtde  have  operated 
in  the  same  situation  after  resection  of  the  ribs. 


HYDATIDS  OP  THE   LIVSX. 

Anatomical  Charaeltri. — The  liver  echinococcus  is  usually  J 
single.  When  near  the  surface,  it  may  stand  out  as  a  rounded 
fluctuating  tumour,  distending  the  abdomen  in  the  hepatic  region ; 
when  at  a  distance  from  the  surface,  it  causes  a  more  difTuae 
enlargement.  The  liver  tissue  is  thinned  out  and  expanded  over 
•  Brit.  Xtd.  JfiHn..  1836.  ii.,  p.  i»i- 
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it.  Where  there  U  no  suppuration,  there  is  little  or  do  pain,  and 
constitutional  dieturbance  is  slight  or  absent.  It  is  exceedingly 
slow  in  growth,  sometimes  existing  for  ten  or  even  twenty  years 
without  causing  troublesome  symptoms.  Very  frequently  the 
echinococcus  dies  and  shrivels  up,  leaving  a  curdy  or  chalky 
mass  behind,  enclosed  in  a  cyst-wall.  If  it  grows,  there  are 
almost  no  limits  to  the  size  it  may  attain.  When  the  cyst  grows 
at  some  distance  from  the  surface,  the  liver  tissue  is  spread 
evenly  over  it,  and  the  symptoms  may  be  nothing  more  than 
those  of  enlarged  liver.  Occurring  near  any  of  its  surfaces,  the 
cyst  may  cause  symptoms  by  pressure  on  any  of  the  neighbouring 
organs,  or  even  by  bursting  into  them.  On  the  upper  surface  of 
the  liver,  it  presses  upwards  the  diaphragm,  encro.tching  on  ihe 
lung  and  causing  dyspncea,  sometimes  almost  filling  the  right 
chest.  Extending  downwards,  it  may  cause  obstruction  to  the 
flow  of  bile,  and  jaundice,  by  pressing  on  the  biliary  ducts.  By 
compressing  the  vena  cava  or  portal  vein,  it  may  also  induce 
symptoms  of  venous  obstruction.  Rupture  in  any  direction  is 
always  immediately  dangerous,  and  may  be  ultimately  fatal  by 
causing  infection  with  the  parasites.  Rupture  into  the  vena 
cava  is  always  fatal;  into  the  peritoneum,  usually  immediately 
so,  and  still  more  frequently  ultimately  so.  Suppuration  is  rare, 
except  from  surgical  interference  of  some  sort. 

The  more  rare  mullilocular  echinococcus  is  frequently  asso- 
ciated with  jaundice,  and  has  a  curious  connection  with  tumour 
of  the  spleen. 

DiagMOsis, — In  a  comparatively  young  person,  a  slow-growing 
fluctuating  enlargement  of  the  liver  that  is  unaltendi^d  with 
pain,  fever,  or  cachexia,  is  probably  hydatid.  Perhaps  the 
conditions  most  closely  simulating  hydatids  are,  curiously 
enough,  chronic  hydro- nephrosis  and  ovarian  cyst.  Other 
diseases  of  the  liver,  such  as  cancer  or  abscess,  arc  less  likely 
to  be  mistaken  for  hydatids  than  the  diseases  mentioned.  Such 
an  experienced  observer  as  Thornton  operated  on  a  case  of 
hydatids  of  the  liver,  thinking  it  was  ovarian  disease;  and  it 
was  not  till  he  had  gone  some  way  through  the  oi^ration  that 
he  knew  for  certain  what  he  was  deahng  with.     A  hydatid  cyst 
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may  fluctuate  freely,  may  occupy  ncaily  the  whole  abdomen, 
and  give  resonance  in  the  flanks,  just  like  an  ovaiian  cyst ;  the 
absence  of  any  {lalpaMc  connection  with  the  litems  might  be 
explained  by  the  existence  of  a  long  pedicle,  while  the  con- 
tinuity of  its  dulness  with  that  of  the  liver  may  be  explained  by 
adhesions  to  the  latter.  From  hydro-nepliiosis  of  the  riglit  sid«^^ 
tbo  diagnosis  may  he  sttil  more  difficult.  Many  cases  of  hj-dro-' 
nephrosis  have  been  operated  upon  in  the  belief  that  they  were 
ovarian  cysts ;  and  if  echinococcus  were  more  common  than 
it  is,  perhajis  liydro- nephrosis  would  just  as  frequently  t>e  con- 
founded with  hydatiiU  of  the  liver.  When  the  cyst  exists  on 
the  upper  surface  of  (he  liver,  its  diagnosis  from  pleurisy  ia 
exceedingly  diflicuU.  As  Traube  has  pointed  out,  pain  in  the 
right  scapula,  as  pMnting  to  hver  disease,  may  be  th<^  only 
symptom  to  guide  u».  In  such  coses,  of  course,  the  existence  of 
fever  and  other  well-known  accompaniments  of  pleuritic  cfTusioa 
will  be  carefully  looked  for.  An  exploratory  puncture  will 
almost,  but  not  quite,  certainly  settle  the  dtn^ons.  Echino- 
coccus fluid  is  non-alhuminoui;,  contains  a  large  amount  of 
chloride  of  sodium,  and  is  usually  below  1.015  specific  gravity. 
No  otlier  fluid  of  the  body  has  these  characters.  The  presence 
of  booklets  in  the  fluid  withdrawn,  or  of  pieces  of  the  laminated 
echinococcus  membrane,  is  pathognomonic.  When  a  hydatid 
cyst  becomes  inflamed,  alhumea  may  be  found  in  ihe  fluid,  and 
then  out  difficulties  are  increased.  When  there  ts  clear  evidence 
of  suppuration,  we  must  operate  without  delay,  and  be  content 
to  make  the  diagnosis  after  the  fluid  has  been  withdrawn. 


SVHCtCAL   TREAT  U  KM  T. 

Though  the  call  to  treat  a  stationary  or  very  slow-growing 
hydatid  cyst  may  not  be  urgent,  it  must  not  be  forgotten  that  a 
patient  with  a  living  echinococcus  in  the  liver  is  in  constant  and 
increasing  danger.  The  risks  of  suppuration  or  of  bursting  of 
the  cyst,  with  the  greater  Ukelihood  of  death  after  operation  on 
large  tumours,  make  early  treatment  advisable. 

The  treatment  of  hydatids  is  entirely  surgical,  and  resolves 
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itself  into  destruction  of  llie  life  of  the  parasite  tx  situ,  or  evacu- 
ation of  the  contents  of  the  cyst. 

For  causing  the  death  of  the  parasite  wc  have  electrolysis ; 
sim|)lc  puncture  ;  puncture,  with  removal  of  a  small  quantity  of 
the  fluid:  and  puncture,  with  injection  of  some  chemical  solution. 

As  electrolysis*  has  not  yet  shown  better  results  than  simple 
puncture,  it  is  probable  that  it  docs  good  simply  from  the 
mechanical  insertion  of  the  needles.  Acupuncture,  again,  has 
not  been  so  successful  as  removal  of  a  few  ounces  of  the  fluid 
by  means  of  the  aspirator.  It  has  been  found  that  this  proceed- 
ing in  some  way  kiUs  the  parasite,  which  then  shrivels  up  and 
becomes  innocuous.  The  operation  is  primarily  a  comparatively 
harmless  one  ;  though  Bryant  met  with  a  death  from  puncture 
of  a  misplaced  portal  vein,  probably  letting  the  hydatid  fluid  get 
into  the  general  circulation.  There  is,  again,  some  risk  of  the 
fluid  escaping  into  the  peritoneal  cavity  through  the  opening 
left  after  puncture,  and  not  a  few  have  suppurated  in  conse- 
quence. The  injection  of  some  chemical  fluid,  such  as  iodine 
solution,  has  had  izixXy  good  results. 

Each  case  must  be  a  law  for  itself;  but  in  nn  ordinary  case 
of  slow  growth,  the  first  treatment  would  probably  be,  to  remove 
a  few  ounces  of  (he  fluid  by  aspiration,  and  carefully  watch  the 
course  of  events.  If  the  cyst  refills  and  goes  on  increasing,  and 
more  particularly  if  signs  of  suppuration  appear,  some  plan  of 
opening  and  emptying  the  cyst  must  be  adopted.  With  this 
view,  we  have  various  old  plans  of  operating  by  causing  adhe> 
sion  between  the  liver  and  parietes,  and  the  more  modern,  and 
more  perfect,  one  of  direct  hepatotomy  by  abdominal  section. 

For  producing  adhesions  Simonf  recommended  and  practised 
multiple  puncture  of  the  tumour  through  the  p^nctcs,  and 
evacuation  of  the  cyst -contents  by  incision,  when  adhesions 
would  have  formed  after  a  few  days.  The  first  puncture  is 
made  diagnostic  by  being  made  with  a   hollow  needle,  and 

*  For  ihc  mode  of  applying  elecirolr*ii^  bm  F.igge  and  Denham'§  paper, 
UtJ.  CItii.  Tranf.,  vol.  iliv. 

t  Du  EthMetoeetntjtUn  itt  Skrm  anJ  Jtt  ffhrtrntlm  Bunbgrinta.     Sluit- 
gan.  1877- 
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removing  come  of  the  contents  for  examination.  Many  auc- 
ceesTul  cases,  treated  nfter  this  methoO,  are  recorded,  and  some 
failures.  Volkmann  has  called  attention  to  the  danger  of 
echinococc!  escaping  from  the  puncture  and  infecting  the  peri- 
toneum, and  Hater  relates  such  a  case  where  death  resulted. 

The  plan  of  causing  perforation  by  the  application  of  Vienna 
paste,  or  caustic  potash,  or  actual  cautery,  has  found  many 
adherents.  At  the  Congress  of  the  Society  of  German  Surgeons 
in  1677,  Bardcleben  spoke  of  having  treated  no  fewer  than  forty 
such  casc&  hy  perforation  with  caustic,  and  with  uniform  suc- 
cess. He  applied  Vienna  paste  over  an  area  of  two  fingers' 
breadth,  which,  in  from  six  to  nine  days,  perforated  the  abdo- 
minal wall,  cau^ng  adhesions  as  it  advanced,  and  then  the  cyst 
was  opened  with  ease.  Subsequent  closure  of  the  opening 
always  took  place  without  trouble. 

For  causing  adhesion  to  the  parictes,  Rankc  recommends  an 
incision  through  the  peritoneum,  and  removal  of  two  semilunar 
pieces  of  that  membrane  at  the  sides  of  the  opening,  to  make  the 
wound  gape.  After  a  week  or  so,  when  the  adhesions  are 
strong,  the  incision  is  made  without  an  aossthctic  through 
the  insensitive  liver  tissue,  and  the  cyst  evacuated.  He 
speaks  of  four  cases  successfully  treated  in  this  manner,  in  his 
own  anil  in  Volkmann's  clinic;  and  ollter  successful  cases  are 
recorded. 

As  a  provision  against  the  escape  of  the  parasite  into  the 
peritoneal  cavity,  there  can  be  no  doubt  of  the  validity  of  the 
plan  of  perforation  by  caustic.  But  it  is  too  slow  and  too  pain* 
fu]  to  have  commended  itself  to  the  favour  of  EagUsh  surgeons. 
Multiple  puncture  has  been  justly  criticised  as  being  possibly 
uncertain  in  its  results  ;  sometimes  causing  multiple  fine  adhe- 
sions, useless  for  the  end  in  view,  or  even  no  adhesions  at  aD. 
To  Iwth  proceedings  the  objection  may  be  raised,  that  it  is  more 
or  less  a  working  in  the  dark,  and  that  valuable  information 
which  an  abdominal  section  might  afford  is  withheld.  The  only 
objection  that  can  be  taken  to  the  procedure  of  leaving  the 
incised  peritoneum  to  adhere  over  the  liver  is,  that  the  delay 
has  not  the  same  strong  reasons  foe  it  as  other  similar  proceed* 
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ings  havCi  and  that  it  may  cause  a  loss  of  valuable  time  and 
possibly  be  a  cause  of  inflammation  in  the  cyst. 

Htpatolmny,  or  incision  and  evacuation  of  the  cyst  as  an 
immediate  sequel  to  laparotomy,  is,  comparatively  speaking,  a 
new  operation  for  hydatids  of  the  liver.  Lawson  Tail,  in  1883, 
was  the  first  who  wittingly  performed  the  operation  for  hydatids. 
Up  to  September,  18S2,  he  had  operated  on  nine  cases,  in  alt 
with  successful  result ;  and  a  good  many  other  successful  cases 
have,  from  time  to  time,  been  recorded.  In  skilful  hands 
that  can  be  trusted  to  successfully  guard  against  escape  of 
the  fluid  into  the  peritoneum,  to  quickly  deal  with  possible 
h.'emorrhage,  and  to  accurately  suture  the  liver  wound  to  the 
parielal  opening,  the  operation  need  not  be  attended  with  much 
risk. 

The  steps  of  the  operation  are  essentially  the  same  as  in 
hepatotomy  for  abscess.  There  is  frequently  considerable  ten- 
sion inside  a  hydatid  cyst,  and  its  contents  may  be  ejected  with 
force  when  liberated.  The  whole  of  the  contents  must  be  gently 
removed  (Tail  has  used  a  gravy-spoon  for  this  purpose),  the 
cyst-walls  united  by  continuous  or  other  suture  to  the  parietes, 
and  a  large  drainage-tube  inserted.  In  one  case  Thornton,  with 
full  confidence  in  the  antiseptic  method,  used  no  drainage,''  and 
had  no  cause  to  regret  so  doing.  With  most,  however,  the  fear 
of  haemorrhage,  or  suppuration,  or  leakage  through  the  liver 
woi]n<],  would  wei^li  strongly  as  reasons  for  the  insertion  of  a 
drainage-tube. 

When  the  cyst  has  been  thoroughly  cleaned  out,  the  fore- 
finger is  made  to  explore  the  walls,  to  see  that  there  is  no 
further  cyst  or  even,  as  in  a  case  of  Pauly's,  an  abscess.  Before 
closing  the  wound,  most  punctilious  care  must  bo  taken  over 
the  toilet  of  the  peritoneum ;  and,  during  this  manipulation,  a 
sponge  will  be  placed  in  the  liver  Opening.  Exactly  similar 
precautions  as  to  the  coaptation  of  liver  and  parietes  will  be 
observed  as  in  hepatotomy  for  abscess. 

The  mciiality  of  direct  hepatotomy  is  not  high.     PUdiert  has 

*  iiii.  Timet  a^S  Gat.,  JiUi-.  iHBj.  p.  (tg.     |  AhmU  0/  Sutgiry,  Mardi,  1SG7. 
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published  tables  of  64  operations — twelve  being  done  in  two 
stages,  and  53  (the  incompatibility  of  the  figures  is  not  explained) 
by  the  method  at  one  operation.  There  were  8  deaths  altogether, 
of  which  only  4  could  be  attributed  to  the  operation — a  mortality 
of  about  7  per  cent.  After  Volkmann's  method  17  operations 
were  all  successful. 


Operations  cm  the  Gall-bladder. 


Operations  on  the  gall-bladder  arc  performed  for  comlitions 
arising  from  the  presence  of  gEill-stoncs  and  from  obstruction  in 
the  biliary  ducts.  By  far  the  most  unportani  operatian  is  that 
known  as  Cholccystotomy:  Cholecystectomy  is  performed  hy  a 
few  surgeons:  and,  besides  minor  proceedings,  such  as  puncture 
with  aspiration,  extended  sometimes  into  sounding  for  stone,  we 
have  other  special  proceedings  specially  named — such  as,  Chole- 
lithotrity;  Chole-Hiholoniy ;  Chole-duodenoscomy ;  and  Chole* 
enterostomy. 

History. — In  1618.  according  to  Thudichum,  Johannes  Fa- 
bricius  is  said  to  have  removed  gaJl-stones  from  the  gall-bladder 
of  a  living  subject.  Fabricius  Hildanus*  refers  to  this  operation, 
but  it  is  not  clear  that  the  operation  was  not  done  ]>osl-mortem; 
the  only  evidence  of  the  subject  being  alive  being  the  some- 
what dubious  expression  "dchncatio  horum  tapiduni  ad  vtvnm 
facta." 

To  Petit)  is  undoubtedly  due  the  merit  of  having  founded 
the  surgery  of  the  gall-bladder.  In  1733  he  mooted  his  project: 
his  most  important  papers  appeared  ten  years  subsequently. 
Pelit's  opinions  were  far  in  advance  of  his  time.  He  discuKses 
with  great  acumen  the  diagnosis  of  tumours  of  the  gall-bl.iddcr, 
and  the  sequences  of  biliary  retention.  lie  recommends,  besides 
the  simple  incision  of  an  enlargement  adhering  to  the  peritoneum, 
two  oiher  operalioRs :  "  Tune  sc  sera  dans  le  cas  ou  la  retention 
dc  la  bile  est  portic  k  Textrdmc,  ct  Ic  malade  en  danger  de  mort : 
ccUe-ci  est /(I  ^oHffiofi ;  t'auire  operation  .  .  .  c'ciX  la  Hthot«mit,\6 
vieux  dire  Texlraction  des  pitrrcs  hors  de  la  vesicule  du  fiel." 
His  description  of  these  operations  of  puncture  and  lithotomy 
would  almost  pass  muster  in  the  literature  of  the  advanced 
surgery  of  to-day.  It  may  be  afhrmed  that,  till  teo  years 
ago,  the  surgery  of  the  gall-bladder  did  not  advance  a  step 

*  Oburv.  Chir.     t  Mna  Ji  rAiud  Hi-y.  ib  Chir..  Iosi«  i  .  p.  i6j.    ]'*rit>.  174J. 
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l>«yond  where  Petit  left  it ;  on  the  contrary,  it  fell  almost  into 
oblivion. 

Among  English  Eiirgeons,  with  the  exception  of  that  slirewj 
surgeon  Samuel  Sharp,  Fctil's  work  was  ignored  or  condemned. 
On  the  Contioenc,  Morand  (1757).  Haller  (1760  tirta),  Hcilin, 
Blochs,  and  others,  liy  observations  and  ex|)erinients,  sought 
to  advance  Petit's  lalwurs.  Bromlicld,  in  1773,  ""^e  '*>  '^o"- 
demn  the  operation.  Morgagni,  Chopait.  Dcsaidt,  and  Walter, 
about  the  end  of  the  eighteenth  century,  did  valuable  work 
in  varying  the  methods,  hut  scarcely  in  improving  the  results. 
Richter  appeared  in  1798  with  a  litho-triptor,  and  explained 
how  fragments  could  be  removed  by  washing :  he  also  advised, 
in  certain  cases,  the  operation  A  daix  Umps,  as  dcscht>ed  for 
hydatids  of  the  liver. 

In  the  nineteenth  century  tittle  advance  was  made.  Ddpech, 
in  1816,  rather  decried  the  operation;  and  Good.' in  1825,  spoke 
of  it  as  being  of  doubtful  value.  In  1838  Sebastian  described 
an  operation  whereby  adhesion  was  secured  between  the  gall- 
bladder and  the  peritoneum  before  opening  the  tumour — a 
suggestion  modified  by  Graves  of  Dublin.  In  1847  Dufresn« 
recommended  opening  by  caustic ;  soon  after  R6camicr  advised 
the  trocar;  and  several  other  modifications  were  suggested. 

Thudichum,  in  1859,  wrote  with  an  in.tight  which  recalls  the 
work  of  Petit.  He  recommended  abdominal  section,  suturing 
of  the  unopened  gall-bladder  to  the  abdominal  nxnind,  and 
opening  after  several  days. 

In  18O6  Luton  introduced  exploratory  puncture,  doing  no 
harm;  and  in  his  presence,  Thomas,  at  the  tlUel-Dieu  in 
Rheims,  discovered  a  slonc  by  this  means.  This  procedure  has 
been  resuscitated  in  modern  times. 

The  modern  operation  of  cholecystotomy  was  first  perfbrmod 
by  Dr.  Bohbs  of  Indianopolis  in  1867.*  He  incised  the  gall- 
bladder, removed  some  fifty  small  calculi,  and  closed  the  incision 
b}-  one  suture.  His  patient  recovered.  Marion  Sims!  followed 
with   an  operation   which,  though  unsuccessful,  had  a  most 

■  Tnmt  t»iitv  Suit  Uti  Set .  1S68.  p  68 
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important  infltience  ia  advancing  the  surgery  of  tlie  gall-bladder. 
Sims  originated  the  name  cholecystotomy  (xo^f — bile,  timt— 
bladder,  70/1^ — incision).  At  the  present  lime,  as  reRards  tech- 
nique and  resuhs,  Tait  holds  the  leading  place  with  a  Reries 
of  some  twenty  published  cases,  all  successful. 

In  1882  Langenbuch  introduced  the  operation  of  cholecyst- 
ectomy, or  removal  of  the  gall-bladder;  and  Thiriar,  Courvoi- 
sier,  and  others  took  it  up  favourably,  but  with  do  striking 
success. 


CONDITIONS  POR  WHICH  TKB  OPBilATlO.V  UAV  BR  PEKFORMBD. 

The  conditions  which  may  give  rise  to  a  necessity  for  opera- 
tion may  be  conveniently  classified  as  follows:^ 

I.  Cholelithiasis. 

3.  Dropsy  and  empyema  of  the  gall-bladder. 

3.  Obstruction  in  the  ductus  choledochus. 

4,  Wounds  and  perforations  of  tbc  gall-bladder. 

ChMilhiiiiit. — The  great  majority  of  operations  on  the  gall- 
bladder arc  performed  for  conditions  arising  out  of  the  presence 
of  gall-stones.  Apart  from  the  weakening  i&Suenccs  of  the 
recurrent  agonies  of  biliary  colic,  there  arc  certain  real  dangers 
to  life  to  be  apprehended.  The  effects  of  simple  colic  itself  have 
been  fatal.  The  stones  may  set  up  inflammation,  suppuration, 
and  even  gangrene,  in  the  bladder-walls.  They  may  become 
wedged  in  the  cystic  duct,  or  pass  into  the  hepatic  duct  (though 
in  this  situation  they  usually  have  come  direct  from  the  liver), 
or  cause  obstruction  tn  the  common  duct.  The  effects  of  back- 
ward pressure  arc  seen  in  cystic  distension,  and,  where  the 
hepatic  or  the  common  duct  is  blocked,  in  jaundice.  Stones 
which  have  escajved  into  the  bowel-Kometimes  cause  obstruction. 
Uccasionalty  they  perforate  the  bladder  through  an  ulcerated 
area,  cither  directly  into  the  abdominal  cavity,  causing  fatal 
peritonitis,  or,  after  the  formation  of  adhesions,  into  any  of  the 

*  See  Rolh,  "  Znr  Cbirurgic  dec  GaUcnwcge."  L&iigetiboch'a  ArtUg. 
Ba  xui.,  Hcfl  i. 
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hollow  viscera  or  through  th«  abdominal  wall,  fonning  biUAry 
fislulsc.  Partelal  fistuUe  are,  forlunntely.  the  most  common. 
Fistulx  conimunicaling  with  the  stomach  and  the  bowels  are 
next  in  fretiiiency..  Somclim<:s  the  comniunicatioa  is  extended 
t>etween  different  portions  of  bowel,  as  the  colon  and  diiodentun. 
The  urinary  bladd«i  has  be«n  perforated.  Arteries  may  be 
ulcerated  through— the  pyloric,  for  instance.  The  diaphragm 
lias  been  perforated,  and  stones  have  been  found  in  the  air- 
passages.  It  is  stated  by  some  that  gaU-sloncs  arc  an  exciting 
cause  of  cancer  of  the  liver :  it  is  certain  that  they  are  frequent 
concomitants. 

In  obstruclion  of  the  cystic  duct,  the  changes  are  local.  If 
the  obstruction  i§  in  the  common  duct,  the  changes  arc  general 
as  well  as  local ;  there  is  dilatation  of  liic  biliary  channels  of  the 
liver  itself  as  well  aa  of  the  gall-bladiler,  with  llie  symptoms  of 
obstructive  jaundice.  Changes  take  place  in  the  accumulated 
bile,  which  arc  identical  in  the  bilo-channcls  and  in  the  gall- 
bladder. The  bile  is  first  transformed  into  a  yellowish  •brown 
watery  fluid,  which  becomes  mixed  with  a  mucoid  secretion  from 
the  duct-walls.  If  the  obstriiction  has  existed  for  some  weeks  or 
months,  the  bile  is  replaced  by  a  perfectly  clear  fluid  containiD|> 
flakes  of  mucus,  but  little  or  none  of  the  proper  constituents  of 
bile,*  which  is  all  the  more  remarkable  that  the  tissues  generally 
may  be  saturated  with  it.  In  obstruction  of  the  common  duct, 
general  chola^Riia  now  supervenes.  In  obstruction  of  the  cystic 
duct,  matters  may  remain  .stationary  after  the  bladder  is  dis- 
tended, or  (hey  may  become  more  urgent.  Increase  of  lensioa 
may  go  on  to  inflammation,  suppuration,  or  even  ulceration  and 
perforation. 

Without  obstruction,  the  presence  of  gall-stones  may  either 
set  up  no  symptoms  at  all,  or  may  cause  any  degree  of  inflam* 
mation  from  ^tnple  catarrh  up  to  suppuration  and  necrosis. 
Accompanying  the  catarrh  wc  sometimes  find  a  low  cellulitis  of 
the  outer  coats,  leading  to  .tubsequeot  thickening  and  contrac- 

*  It  haa  bcra  tdd  ibat  (fait  fluid  MiDctiin«>  coniu&t  a  ficnBeni.  My  frKOd 
Mr  G  M  Smith.  i«lar«r  on  I'bxsioloKy  nt  ibc  UriMol  Medical  School.  foUy 
tettcd  a  <iuBRtily  of  fluid  rcmoi-cd  bjr  mo  in  a  case  of  cbolccrHoMmy.  and 
foond  aa  ividtncn  of  the  pmcuce  of  a  fcnncat. 
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lion.  But  lluK  celluHlis  is  sometimes  of  an  acute  nature,  leading 
to  great  increase  of  size  from  thickening  of  the  bladder-walls. 
Unc  of  Musser  and  Keen's  cases,  in  which  operation  could  not 
be  coinpitrted,  was  probably  of  this  sort, 

Tnit  informs  ni  that  he  has  found  in  the  majority  of  cases 
cither  a  very  few  large  stones  or  very  many  small  ones.  An 
examination  of  collections  of  gall-stones  in  museums,  shows 
that  biliary  concretions  in  the  gall-bladder  generally  show  this 
peculiarity. 

Dropsy  and  Empyema  of  the  Gati-bladdtr. — In  most  cases  these 
conditions  are  sequels  of  obstruction  in  the  bile-ducts.  The 
most  common  cause  of  ob.struction  i^  a  gall-stone:  but  collec- 
tions of  parasites,  such  as  liver-flukes,  hydatids,  or  worms,  have 
been  found  to  cause  bloctdng.  Stricture  following  localised 
inflammation,  and  obstructive  catarrh,  are  also  reckoned  as 
causes.  Rarely  ihr  cause  is  external,  arisi^ig  from  pressure  by 
a  new  growth  springing  from  a  neighbouring  organ. 

There  is,  practically,  no  limit  to  the  amount  of  distension 
which  a  dropsical  gall-bladder  will  bear.  The  bladder-walls  arc 
nearly  always  thinned.  Empyema  docs  not  usnally  attain  to 
great  dimensions :  perforation  is  liable  to  occur  when  distension 
is  excessive.  In  empyema,  the  walls  are  greatly  thickened  in 
some  places;  at  othefs,  they  may  be  thinned  by  stretching  or 
ulceration.  The  changes  which  take  place  in  retained  bile, 
kading  to  dropsy,  have  already  lieen  described :  the  passage  to 
suppuration  is  easily  understood. 


Obitmitien  in  the  Common  Dud.—TWis  may  be  caused  by 
foreign  bodies  in  the  duct,  such  as  gall-stones,  worms,  or 
hydatids;  by  stricture  in  any  part  of  its  course;  or  by  com- 
pression from  the  outside  by  inflammatory  exudations  or  new 
growths  in  neighbouring  organs.  Among  these  last  must  be 
reckoned  tumours  of  the  pancreas,  duodenum,  stomach,  and 
kidney.  The  bladder  may  become  distended  to  considerable 
dimensions,  and  the  contents  may  undergo  the  changes  already 
described. 
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Jaundice,  passing  into  profound  cholaamia,  is  to  be  cxpecled, 
vnxh  its  wcU-koown  train  of  symptoms.  Few  cases  last  more 
than  six  months  before  symptoms  of  cholxmia  appear,  and 
death  usually  supervene*  within  the  year.  One  case  is  recorded 
by  Murchison  in  which  there  was  complete  obstruction  for  six 
yean. 

Wmnds  and  Ptr/trntlimt  of  the  GitU-blaJder.—Tlit  gaJl-bladder 
may  be  wounded  by  cutting  or  piercing  instruments;  or  it  may 
bo  perforated  by  ulceration  started  by  a  foreign  body  in  its 
cavity;  or  it  may  burst  from  over -distension.  Bursting  of  an 
empyema  i»  always  fatal :  escape  of  a  foreign  Iwdy  with  the 
bladder  contents,  though  usually  fatal  in  a  vcr)*  short  time,  has 
in  a  very  few  cases  not  been  fatal  for  some  weeks.  Localised 
peritonitis  is  set  up,  which  confines  the  extravasated  contents  io 
a  supptirnting  cavity  for  a  time.  Simple  cxlniv.ii^lton  of  ImIc 
has  usually  been  reckoned  as  certainly  fatal.  Uut  the  experi- 
tneots  of  ScbQppcl,  BostrOni,  and  others  would  seem  to  show 
that  large  quantities  of  bile  may  be  absorbed  by  the  peritoneum 
without  causing  much  trouble:  and  certain  recorded  cases  of 
wound  of  the  gall-bladder  show  that  a  similar  result  may  take 
place  in  the  human  subject.  Paroisse  recoids  a  case  in  which 
a  ball  remained  for  two  years  in  the  gall-bladder.  Sabalicr  bad 
a  patient  who  lived  seven  years  after  wound  of  the  gall-bladder 
by  a  sword-lhrust:  at  the  post-mortem  examination,  much  Huid 
bile  was  found  in  the  abdomen.  But,  in  spite  of  ihe«e  and  other 
cases,  the  general  experience  is,  that  wounds  of  the  gall-bladder, 
with  extravasation  of  bile,  are  nearly  always  fatal.  Sometimes, 
before  death  takes  place,  there  is  an  enormous  accumulation  of 
bile  in  the  abdomen.  I'hicrsch  successfully  removed  forty-seven 
pints  of  what  appeared  to  be  pure  bile  from  the  abdomen  of  a 
bo)'  whose  gall-bladder  had  been  ruptured  by  a  blow. 


Diagnom. — Cholelithiasis,  in  its  simplest  form,  is  diagnosed  by 
recunent  attacks  of  hepatic  colic,  with  or  without  enlargement  of 
the  gall-bbddcr,  and  not  necessarily  accompanied  with  jaundice. 
The  symptoms  of  hepatic  colic  arc  well  known.     Paroxysmal 
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attacks  of  pain  in  the  epigastric  and  right  hypochondriac  regions, 
radiating  towards  the  back  and  slioulders,  often  preceded  by  a 
rigor,  frequently  accompanied  by  vomiting,  and  always  atloided 
by  profound  constitutional  disturbance,  suggest  the  passage  of 
gall-stones.  The  paroxysms,  increasing  in  severity,  may  pass 
ofT  suddenly  in  a  few  hours:  rarely  do  they  last  more  than  one 
or  two  days.  The  liver  is  usually  enlarged  during  the  attack ; 
and  occasionally  it  is  possible  to  detect  a  distended  gall-bladder. 
If  jaundice  is  present,  we  may  itifer  that  there  is  occlusion  of 
the  common  or  the  hepatic  duct. 

If  there  is  ]iennanent  occlusion  uf  any  of  the  ducts,  there 
follows  permanent  distension  of  the  gall-bladder.  The  ph)-sical 
characters  of  an  enlarged  gall-bladder  arc  of  importance.  In 
all  cases  it  will  appear  to  have  its  origin  in  tlie  right  hypo- 
chondrium.  When  first  discovered,  such  a  tumour  is  usually 
about  the  size  of  the  closed  list ;  but  all  dimensions  are  met 
with,  even  up  to  tilling  the  abdominal  cavity.  Kochcr  operated 
successfully  on  a  case  in  which  the  disease  was  supposed  to  be 
ovarian  cyst ;  and  Tail  has  had  a  similar  experience.  The  line 
of  enlargement  is  usually  in  a  diagonal  hne  from  the  normal 
situation  of  the  gall-bladder  towards  the  umbilicus.  Mr.  J.  W. 
Taylor"  has  specially  insisted  on  this  point  as  an  important  aid 
ID  diagnosis.  A  dull  note  is  usually  given  out  over  the  whole 
tumour,  but  sometimes  a  resonant  area  is  found  at  its  junction 
with  the  liver.  The  shape  of  an  enlarged  gall-bladder  has  been 
described  as  cordate,  or  pytiform,  or  globular.  According  to 
the  amount  of  tension  and  the  thickness  of  its  walls,  the  luinour 
may  be  hard  and  unyielding,  or  soft  and  semi- fluctuating.  Its 
consistency  is,  however,  not  easily  ascertained,  on  account  of 
its  tendency  to  slip  backwards  from  the  grasp.  The  tumour,  if 
not  of  large  dimensions,  moves  upwards  and  downwards  with 
the  liver  during  forced  expiration  and  inspiration. 

The  conditions  most  hkely  to  be  mistaken  for  enlarged  gall- 
bladder are,  tumours  and  cysts  of  the  right  kidney,  and  movable 
Iddncy.  Any  solid  growth  of  the  kidney  may  be  mistaken  for 
an  enlarged  gall-bladder;  but  mistakes  are  most  likely  to  arise 
*  Brii.  ilti.  Journ  .  Jan.  jisi  aatl  April  mil,  iBiy 
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in  cases  of  cystic  tumours,  and  especially  of  hy ciro- nephrosis. 
In  these  cases  symptoms  of  functional  disturbance  of  secretion 
of  nrine  are  to  be  diligently  sought  for.  From  floating  kidncj-, 
the  points  of  distinction  refer  specially  to  peculiarities  in  shape. 
consistcoce,  and  range  of  mobility,  as  proper  to  each.  An 
important  criterion  is,  the  presence  of  resonant  bowel  overlying 
a  movable  kidney.  Hydatid  or  other  cysts  of  the  peritoneum 
might  be  a  possible  source  of  confusion.  A  patient  recently 
died  in  the  Bristol  Infirmary  of  aneurism  of  the  pyloric  artery: 
for  two  months  the  diagnosis  was  enlargement  of  the  gall* 
bladder.  Acupuncture  and  aspiration  are  not  recommended  as] 
aids  to  diagnosis. 

Of  jaundice  as  a  factor  in  diagnosis,  no  more  need  be  said  | 
than  that  its  presence  in  a  marked  and  persistent  form  indicates 
obstruction  in  the  common  or  the  hepatic  duct.  Though  we 
might  expect  that  obstruction  in  the  common  duct  would  be 
uniformly  attended  with  cystic  distension,  and  obstruction  in 
the  hepatic  duct  with  cystic  collapse,  the  clinical  facts  arc  hy 
DO  means  uniform  in  cither  direction.  The  detailed  accompani- 
meats  of  obstructive  jaundice  cannot  properly  l>e  considered 
here.  The  presence  of  leticin  and  tyrosin  in  the  urine,  and 
diminished  secretion  of  urea,  may  aid  in  diagnosis. 

The  diagnosis  of  wounds  of  the  gall-bladder  must  lie  purely  ' 
inferential,  unless  there  is  an  escape  of  bile  through  a  pari«tal 
wound.  Abdominal  shock,  with  a  sensation  of  distress  in  the 
right  hj-pochondrium  and  a  history  of  traumatism  in  that  region, 
followed  by  abdominal  distension  and  perhaps  by  jaundice, 
suggest  ntpture  of  liver  or  gall-bladder,  or  both.  The  injury  is 
a  rare  one.  Perforation  by  a  gall-stone,  or  rupture  of  an  em- 
pyema, are  diagnosed  only  through  the  help  of  prcviotts  histof)*. 


tuikaliom  for  Operotim. — In  every  case  of  wound  or  pcrbm- 
tion  of  the  gall-bladder,  operation  ought  nt  once  to  be  performed. 
Operation  gives  the  only  chance  of  recovery. 

In  eveiy  case  of  empyema  of  the  gall-bladder  operation  t» 
indicated.  Aspiration  is  only  a  temporary  measure,  and  it  is 
by  no  means  free  from  danger. 
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In  every  case  of  dropsy  of  the  gall-bladder  operation  is  indi- 
cated. Aspiration  may  do  no  harni,  and  it  may  delect  the  pre- 
sence of  stone.  But  it  is  useless  towards  the  removal  of  the 
stone,  and,  generally,  it  has  no  beneficial  effect  on  the  disease. 

In  cases  of  cholelithiasis,  the  indications  to  operate  must  be 
guided  by  the  effects  produced  by  the  disease.  The  dangerous 
sequences  of  gall-stones  are:  frequently  recurring  attacks  of 
hepatic  colic,  which  wear  out  the  patient's  strength ;  jaundice, 
proceeding  to  dangerous  cholxmia ;  and  suppuration  in  the 
gall-bladder.  The  indication  in  each  instance  is  atrengthoncd 
by  the  presence  of  an  enlarged  gall-bladder. 

No  general  rule  can  be  laid  down  as  to  the  weight  of  the 
indication  arising  from  hepatic  colic.  .After  months  or  years  of 
intense  but  intcrmitlcnl  suffering,  many  patients  get  well,  and 
remain  so.  On  the  other  hand,  a  patient's  life  may  be  rendered 
iniseraUe.  or  his  active  existence  as  a  bread-winner  may  be  cut 
short,  by  persistently  recurring  attacks  of  hepatic  colic.  A  time 
then  comes  when  patient  and  surgeon  both  agree  that  it  is 
proper  to  interfere.  In  all  such  cases  the  patient's  desires  must 
have  great  influence  with  the  surgeon. 

in  cases  of  persistent  obstructive  jaundice,  operation  is  at 
the  same  time  indicated  and  contra-indicated.  Cholxmia,  not 
only  as  weakening  and  depressing  the  patient,  but  also  as  pre- 
disposing to  bleeding,  ik  an  unfavourable  clement.  In  only  seven 
of  Musser  and  Keen's  scries  of  35  cases  of  cholecystotomy  was 
jaundice  present,''  and  6ve  of  these  cases  died, — half  of  the 
whole  mortality.  That  the  jaundice  had  much  to  do  with  this 
excessive  death-rate,  there  can  be  no  dispute:  this  suggests 
early  operation,  before  the  patient's  condition  is  lowered  t>y 
cholxmia. 

Where  evidences  of  suppuration  appear  in  cholelithiasis, 
operation  is  to  be  urged.  Every  day  that  passes  brings  in- 
crease of  danger. 

In  cases  of  obstruction  of  the  common  or  the  hepatic  duct, 
cholecystotomy  may  simply  prevent  death  from  choUemia  by 
permitting  escape  of  the  biliary  poison.  Patients  can  live  with- 
•  Amt.  Javn.  JIW,  St..  October,  1884. 
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out  discbarge  of  bile  into  the  intestiocs.  But  Tait  has  sliown 
how  a  stone  in  the  common  duct  can  Iw  crushed ;  so  that  even 
in  these  cases  cure  may  be  elTcctcd. 

In  cases  of  obstruction  of  the  cystic  duct,  operation  in  the 
majoiity  of  cases  will  not  only  relieve  pain,  and  remove  danger 
of  suppuration  in  the  ^^11- bladder,  but  will  also,  in  all  proba- 
bility, bring  about  complete  cure- 
As  to  the  mortality,  cases  are  as  yet  too  few  for  the  establish- 
ment of  irustwortliy  data.    The  mortabty  in  skilled  hands  is 
very  small.     Tait  has  published  sixteen  cases,  without  a  death. 
If  operation  is  performed  before  cliolxmia  supervenes,  a  death* 
rate  of  not  more  than  six  per  cent,  may  be  predicted.      Of  the 
thirty-five  cases  quoted  in  Musser  and  Keen's  table,*  ten  died. 
The  table  is  of  value  chieHy  in  showing  the  causes  of  death. 
Peritonitis  would  not   seem  to  be  included  among  the  risks. 
The  most   common  cause  of   death  is    collapse,  or  collapse] 
accompanied  with  haemorrhage,  to  which  cholscmic  individuals  t 
arc  pccuharly  liable.     Escape  of  bile  was  found  in  only  ona- 
case. 

The  practical  lesson  is,  that  operation  is  not  to  be  delayad 
till  the  patient's  strength  is  sapped  or  the  blood  jwisoned. 


Sounding  for  GaU-itvtut  with  a  probe  passed  through  a  hollow  ■ 
cannula  insened  into  the  gall-bladder  was  proposed  by  Petit!  ia 
■733  :  but  was  not  put  into  practice  till  i8;6,  when  Bartholov 
succesafuUy  used  the  method.  In  167S  Brown ;  sounded  gall- 
stones in  this  way.  A  similar  purpose  may  be  served  by  using 
the  fine  needle  of  an  aspirator  as  a  sound.  Whiltakcr  of  Cin- 
cinnati, in  conjunction  with  RansohofT,  in  1882,^  employed  this 
plan.  Hartey  in  1884.  in  ignorance  of  Whittaker*s  priority, 
practised  sounding  for  gall-stones.  These  cases  were  successful 
in  detecting  the  stone. 

The  proceeding  is  not  free  from  risk.    In  Harley's  case, 

■  Amit.  7*«f«-  JWfrf-  St .  October,  18U4        |  MaUiitt  CMr..  \..  »8l. 
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alter  &  short  interval,  enteritis  and  peritonitis  set  in,  and  killed 
the  patient.  In  Keen*s  first  case,  not  a  little  hitmorrhage  and 
considerable  local  peritonitis  followed  the  use  of  a  hypodennic 
syringe.  Unless  there  are  very  urgent  reasons  for  doing  so, 
few  men  woiUd  care  to  risk  a  patient's  life  for  the  sake  of  making 
a  iliaf^no^s.  Urgency  is  great  only  when  A  patient's  life,  in 
imminent  danger,  can  be  saved  by  a  very  grave  operation,  and 
an  error  in  diagnosis  would  be  a  catastrophe.  And  if  we  bear  in 
mind  the  blind  groping  nature  of  the  proceeding,  and  the  close 
contiguity  of  important  organs  and  vessels,  we  must  admit  that 
the  risks  are  scarcely  less  than  those  following  extravasation  of 
bile  or  pus.  Musscr  and  Keen,  though  justly  criticising  the 
somewhat  crude  proceedings  of  Harley,  and  quoting  the  disas- 
trous result  of  his  own  case  to  disprove  his  statement  that  the 
operation  is  both  "easy  and  safe,"  still  look  upon  exploratory 
puncture  with  favour,  on  account  of  the  valuable  information 
which  it  may  supply. 

I  look  upon  the  proceeding  with  no  favour  whatever.  If 
the  gall-bladder  were  considerably  enlarged,  if  its  walls  were 
thick,  and  it  lay  in  contiguity  with  the  abdominal  wall,  puncture 
might  be  safe;  but  we  can  very  rarely  be  certain  that  these 
conditions  are  present.  The  positive  detection  of  a  stone  in 
the  bladder  is  a  clinical  fact  of  supreme  importance;  but  a 
failure  to  delect  stone  is,  as  more  than  one  case  has  shown,  no 
proof  that  it  is  not  there.  And  it  is  not  the  presence  of  stone 
that  justifies  operation.  A  stone  or  stones  in  the  gall-bladder 
may  be  perfectly  harmless;  we  have  no  right  to  meddle  with 
them  unless  they  produce  serious  discomfort  or  danger. 

I  am  strongly  of  opinion,  that  in  cases  where  it  is  clear  that 
surreal  interference  of  some  sort  is  called  for,  the  operation 
should  in  the  first  place  be  abdominal  section  ;  then,  exploration 
with  the  finger ;  and  then,  cholecystotomy,  if  the  operation  is  to 
be  anything  more  than  exploratory.  Of  course,  where  a  sup- 
purating gall-bladder  is  adherent  to  the  abdominal  wall,  more 
incision  is  all  that  is  called  for — provided  the  incision  will 
permit  of  the  withdrawal  of  stones. 


Cholecystotomy. 


Cholccystotomy  is  the  n.ime  given  to  incision  made  into  Uie 
gall-bladder  after  division  of  the  panetes.  It  may  l>e  followed 
by  icmoval  of  gall-stones — cholelithotomy ;  or  by  cnisliing  of 
ston«s  tlisl  are  impacted  and  cannot  be  removed— cholclitbotrity. 
In  other  cases  it  !»  simply  of  the  nature  of  an  evacuation  of 
cystic  or  purulent  fluids,  followed  usually  l>y  drainage. 

The  parietal  incision  is  best  made  vertically  over  the  most 
piominent  part  of  the  tumour,  if  there  is  one:  and  ovet  the 
aitiiaiion  of  (he  fundus  of  (he  gall-bladder,  if  there  is  not.  The 
best  landmark  is  the  tip  of  the  cartilage  ol  the  lenth  rib:  tlie 
fundus  of  the  gall-bladder  lies  directly  beneath  it.  Muuet  and 
Keen  recommend  that  the  incision  be  made  parallel  to  the  ribs; 
and  various  other  lines  of  incision  have  been  recommended. 
But  the  vertical  one  over  the  fundus  is  probably  the  best.  Tait. 
whose  experience  is  largest  and  whose  success  is  greatest,  alwaj 
uses  it. 

The  skin  and  the  muscles  are  divided  in  the  ordinary  way. 
The  peritoneum,  piuchm)  up  between  two  pairs  of  calch-fofceps,; 
is  opened  by  slowly  culling  through  the  dcvalcd  fold  strvtchtt<li 
betweea  them.  Through  ihc  opening  the  right  forehngcr  is 
inserted,  and  the  bladder  explored.  If  the  bladder  is  much 
distended,  and  more  particularly  if  it  "  fills  the  abdomen,"  such 
exploration  is  impossible  [as  it  is  unnecessary')  until  Ihc  fluid 
has  been  drawn  off.  If  the  bladder  is  small,  the  presence  of 
stones  m.iy  be  easily  delected  by  touch.  But  sometime)),  it 
would  5<:em,  we  may  meet  with  considerable  difficulty  in  finding^^ 
the  bladder. 

The  opening  is  made  in  differcnl  ways,  according  as  tl 
bladder  is  collapsed,  moderately  full,  or  enonnously  di&teniled.' 
I  r  the  tumour  is  very  large,  its  contents  may  be  at  onco  evacuated 
by  an  ordinary  cyst-trocar.     During  the  evacuation,  the  cyst  is 
gradually  brought  to  the  surface — and,  if  possible,  a  little  way 
out  of  the  wound — by  forceps  attached  by  the  side  of  the  trocar. 
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Hut  the  cyst-wall  should  not  lie  roughly  dealt  with  by  corn  predion 
forceps;  as  it  must  be  left  behind,  we  must  be  careful  not  to 
cause  sloughing.  Jf  small  catch-forceps  are  applied  in  the  line 
of  incision  above  and  below  the  Irocar  opening,  the  chance  of 
danger  from  injury  is  minimised  by  having  the  bruised  area  in 
the  lino  of  attachment  to  the  parictes.  This  caution  is  all  the 
more  necessary,  in  dealing  with  greatly  distended  gall-bladders, 
when,  as  is  fretniunlly  the  case,  their  walls 
are  very  thin.  In  every  case  flat  sponges 
are  suitably  placed  around  the  site  of  pitnc* 
lure,  to  absorb  any  fluid  that  may  escape. 

If  the  cyst-wall  is  very  tense  from  over- 
distension either  by  bile  or  by  pus,  it  is  best 
a!wa>-«  to  remove  the  fluid  contents  by  the 
aspirator  before  making  the  large  opening. 
An  excellent  ritedlc,  which  may  al  the  same 
time  be  converted  into  a  blunt  probe,  is  that 
invented  by  Iloddor.  il'ig.  73.)  The  needle 
is  inserted  as  low  down  on  the  tumour  sur- 
face as  possible,  because  as  the  fluid  is 
J  removed  the  cyst-wall  contracts  and  draws 

the  opening  upwards.  Any  drops  of  fluid 
that  exude  by  the  side  of  the  needle  are  at 
once  mopped  up.  When  the  fluid  is  removed, 
two  small  catch-forceps  are  placed,  one  at 
each  side  of  the  puncture ;  the  cyst-wall  is 
drawn  forwards,  and  vertically  divided  by 
scissors  to  an  extent  sufficient  to  admit  the 
forefinger.  Before  this  opening  is  made,  it 
will  be  wise  to  place  a  sponge  below  t)ie 
gall-bladder. 

If  the  bladder  is  collapsed  or  but  slightly  distended,  the 
opening  may  at  once  be  made.  The  fundus  is  caught  in  a  catch- 
forceps,  and  gently  drawn  to  the  surface.  Below  the  bladder  is 
placed  a  flat  sponge,  which  keeps  the  bowels  out  of  the  way  and 
absorbs  any  fluid  that  may  escape.  A  second  forceps  is  attached 
by  the  side  of  the  first,  and  the  raised  fold  between  them  divided 


Fic.  73- 

UoiJtr-f  Gwriti 

Aifirsttnf 
NitMi     IWftiu. 


590 


CUOLECYSTOTQUY. 


^ 


by  scissors  to  an  extent  sufficient  to  admit  the  finger.  Any 
bleedin;;  points  arc  at  once  secured.  The  forceps  placed  on  the 
edges  of  the  wound  are  handed  to  an  assistant,  whose  duty  it  is 
with  gentleness  to  keep  the  opening  in  the  bladder  steadily 
forward  in  the  abdominal  opening ;  while  he  is  also  careful  to 
mop  up  any  fluid  that  may  well  up  while  the  operator  has  his 
fingers  or  instruments  inside  the  bladder. 

Tlie  linger,  inserted  through  the  opening,  feels  for  stones, 
measures  their  size,  an<l  tells  how  best  they  may  l>e  removed. 
For  their  removal,  Tait  uses  special  scoops  and 
forceps;  and  these  will  be  found  very  convenient. 
Small  stones  are  scooped  out ;  large  ones  are  care- 
fully extracted  hy  forceps.  All  this  is  easy  enough; 
but  if  a  stone  is  impacted  in  the  neck  of  the  gall- 
bladder, and  more  particularly  if  it  lies  some  way 
down  the  cystic  duct,  extraordinary'  difficulties  may 
be  met  with.  It  must  never  be  forgotten  that  the 
«*alls  of  the  bladder  and  its  ducts  arc  thin,  friable, 
and  by  no  means  dislensile ;  that  ihey  may  very 
easily  be  torn  through;  and  that,  if  such  an  accident 
happens,  the  result,  as  creating  a  biliary  fistula 
opening  into  the  peritoneum,  will  almost  certainly 
be  fatal.  Cholecystectomy  is  then  the  only  resource. 
Therefore,  all  manipulations  upon  impacted  gall- 
stones must  be  carried  out  with  extreme  delicacy. 

Tail's  special  forceps  (Fig.  74)  are  here 
invaluable.  If  the  stone  canoot  readily 
be  dislodged,  it  is  broken  into  fine 
fragments  by  nibbling  or  chipping 
pieces  off  it  as  it  ties  in  »(m.  During 
this  process  of  detrition,  one  forefinger 
(the  right,  if  (he  surgeon  is  ambi- 
dextrous) is  kept  over  the  .stone  in- 
side the  abdomen,  to  act  as  a  guide 
and  as  a  guard,  and  perhaps,  when  it 
has  been  suRtciently  diminished  in  size, 
to  start   it    from   its  bed   or  push  it 
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between  the  blades  of  the  forceps.     During  these  manipulations 
there  may  be  some  bleeding  from  the  mucous  membraoe. 

To  prevent  escape  of  flmil  into  the  abdominal  cavity,  and  to 
guide  it  towards  the  outside,  Musaer  and  Keen  invented  and 
used  a  scoop  of  a  special  shape,  which  was  held  under  the 
gall-bladder  by  aa  assistant.  A  sponge  is  quite  efficacious, 
however. 

If  a  itone  in  any  of  the  ducts  cannot  be  reached  by  foice)>5, 
and  cannot  easily  be  pushed  onwards  or  backwards  by  the 
fingers,  wc  may  adopt  Tail's  ingenious  expedient  of  crushing  it 
by  carefully -padded  forceps  outside  the  duct-walls.''  The 
obvious  suggestion  of  trj-ing  to  push  the  stone  onwards  by 
means  of  a  probe  has  been  made  by  several  writers ;  but  it  has 
not  been  successful,  nor  is  it  very  likely  to  be  SO  if  the  stone  is  of 
considerable  size.  Thornton  I  has  in  two  cases  succeeded,  after 
dilating  the  cystic  duct,  in  removing  from  the  common  duct 
calculi  which  caused  obstructive  jaundice. 

Suturing  of  the  opening  in  the  gall-bladder  to  the  edges  of 
the  parietal  wound  is  the  next  step.  The  sponge  inside  the 
abdomen  is  removed  ;  and  the  surface  of  the  bladder  carefully 
cleansed.  While  the  assistant  steadily  holds  the  opening  in  the 
bladder  in  the  position  wtiere  it  is  to  be  fixed,  the  surgeon  passes 
the  sutures.  The  best  mode  of  suturing  is  that  favoured  by 
Tait — the  continuous  suture,  including  skin,  parietal  peritoneum, 
and  cyst-wall.  Two  needles,  threaded  with  Chinese  twist  of 
medium  size,  are  used.  The  needle,  beginning  opposite  one 
extremity  of  the  bladder. wound,  is  passed  in  succestiion  through 
skin,  parietal  peritoneum,  and  gall-bladder,  and  so  continued  by 
separate  insertions  up  to  the  other  extremity.  The  same  is  done 
on  the  opposite  side.  Two  free  ends  of  the  two  continuous 
sutures  are  now  caught  up — one  pair  in  one  hand,  the  other  pair 
in  the  other  hand — and  pulled  sufBciently  tight  to  secure  accurate 
closure  ail  round.  The  free  ends  above  and  below  may  now  be 
tied  together.  If  extra  sutures  are  necessary  to  close  the 
parietal  opening,  these  are  best  placed  before  suturing  the 
bladder;  but  they  arc  not  tied  till  the  last. 
•  Sril.  Mid.  Jijum..  July  lilh.  18&4.       t  B"l    Mid.  Journ..  Nov    j6,  18S7. 
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A  rulil)er  drainage- lube  is  placed  in  the  bladder,  and  left 
protruding  throiigh  the  parietal  opening.  Rubber  is  better  than 
an  unyielding  material,  because  of  the  movements  during  respi' 
ration,  [t  is  fixed  in  position  by  a  stitch  carried  through  the 
sldn.  It  the  tube  fits  the  opening  accurately,  additional  finish 
may  he  given  lo  the  operation  by  surrounding  it  with  a  sheet  of 
nibber,  as  in  ilcainage  after  ovariotomy ;  or  even  by  carrying  its 
imperforated  extremity  to  some  distance  from  the  wound,  and 
[facing  it  in  a  bottle  which  lies  by  the  patient's  side.  By  this 
latter  plan  I  have  been  able  to  collect  all  the  bile  which  escaped 
without  any  ol  it  coming  into  contact  with  the  wound. 

An  ordinary  dressing  of  absorbent  material  ts  appUcd,  and 
changed  as  frequently  as  may  be  necessary.  At  the  end  of 
week  the  sutures  arc  removed.  The  drainage-tube  may  be  led 
longer  if  there  is  much  discharge,  or  if  the  cavity  it  drains  is 
large  and  has  not  greatly  diminished.  A  biliary  fistula  now 
remains,  which  will  probably  close  in  a  few  weeks  if  the  ducts 
arc  pervious.  If  there  remains  an  obstruction  in  the  coromon 
duct,  the  whole  of  the  bile  will  he  discharged  through  l}te  fistula, 
and  attempts  lo  close  it  will  fail.  In  such  cases,  if  Tait's  daring 
expedient  of  crushing  a  stone  left  in  the  duct  cannot  be  adopted, 
Winiwarter's''  plan  of  establishing  a  fistula  between  the  gall- 
bladder an<l  the  intestine  may  be  followed.  (See  Entero* 
c  ho  Ice  j'St  ot  om  y . ) 

The  plan  of  complete  intra-pcritoncal  closure  of  the  opening 
in  the  gall-l>l.idder  may  )>e  dismissed  in  a  word.     Bobbs,  in  bif 
case,  had  a  success,  though  Ite  used  only  one  suture.    Gros*,'^ 
whose  o{>cration  was  a  sc^juence  to  nephrectomy,  cut   out  a 
piece  of  the  bladder  with  the  stone,  and  closed  the  opening  by 
sutures.     When  his  patient  died  from  the  eRects  of  the  major>. 
operation,  lite  wound  in  the  gall-bladder  was  found  to  be  closed*^ 
These  cases  prove  that  intra-abdominal  closure  may  be  suc- 
cessful.    But  it  has  also  failed,  as  more  than  one  case  proves.^ 
But  primary  closure  of  such  a  cyst  has  been  proved,  in  othe 
deparintents  of  abdominal  surgery,  to  be  not  so  safe  as  seconds 
closure  after  drainage.     Ar>d  special  risks  exist  in  the  case  of 
*  Png.  Mtttit.  tV'ft'Arawi .  No.  ii.  ;SSj. 
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the  gall-bladder  ;  for  we  can  never  be  certain  that  the  ducts  are 
pervious  down  to  the  duodenum,  and  there  is  often  doubt  as  to 
the  complete  removal  of  calculi.  The  very  smallest  stone  left 
behind  may  be  a  source  of  subsequent  trouble.  U  is,  further,  a 
consideration  deserving  of  some  weight,  that  if  the  gall-bladder 
IB  adherent  to  the  abdominal  wall,  any  stones  which  may  subse- 
quently form  can  be  safely  and  easily  evacuated  by  a  simple 
incision  tliiougli  the  old  scar. 


ESTERO^HOLECYSTOTOMV. 

By  this  operation  is  meant  the  establishment  of  a  fistula 
between  the  gall-bladder  and  the  intestine.  The  operation  is 
..indicated  only  in  cases  of  incurable  biliary  fistula — that  is,  in 
-cases  where  there  is  insuperable  occlusion  in  the  ductus  com- 
munis choledochus.  The  original  operation  of  Winiwarter, 
already  referred  to,  successfully  established  a  communication 
between  the  gall-bladder  and  the  colon.  In  this  situation,  the 
physiological  effects  of  the  biliary  secretion  were  lost.  Dr. 
Gaston  of  Atlanta,  Georgia,*  in  a  series  of  instructive  experi- 
ments on  dogs,  showed  how  a  communication  might  be  estab- 
lished between  the  duodenum  and  the  gall-bladder,  thus 
preserving  to  the  system  whatever  value  the  bile  may  have. 
Gaston  speaks  of  his  operation  as  duodeno-cliolecystotomy. 
Some  misconceptions  and  misdirected  criticisms  of  Gaston's 
operation  have  appeared  in  various  journals :  to  these  he  has 
given  satisfactory  answers.!  A  very  valuable  experimental  and 
literary  consideration  of  the  operation  has  been  contributed  by 
Francesco  Colzi  of  Florence,;  Winiwarter's  operation  was 
colo-cholecystotoniy :  Gaston  recommends  duodeno-cholecys- 
lotomy;  and  this  operation,  where  it  is  easily  carried  out,  is 
theoretically  the  best.  But  fistula  with  the  upper  portion  of  the 
jejunum  would  be  scarcely  inferior  to  fistula  with  the  duodenum ; 
and  fistula  with  any  part  of  the  jejunum,  or  even  ileum,  superior 

*  Alltuta  Mnl.  aid  Snrg   J^un..  Sopt    and  Uct  .  iSSj. 
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to  fistula  with  the  colon.  The  clioice  ought  to  be  surgical  bs 
well  as  ph)-siological :  the  operation  may,  thcrcibre,  be  properly 
described  as  entero-cholccyslotomy. 

The  operation  has,  as  yet,  scarcely  passed  the  experimental 
sUge.  Winiwarter,  not  satisfied  with  his  original  operation, 
recommends  the  following :  Some  portion  of  the  small  bowel,  as  > 
near  as  possible  to  the  duodenum  (the  duodenum  is  usually 
too  firmly  hxed),  is  stitched  to  the  gall-bladder  by  sutures  not 
pcnclrating  the  mucosa.  The  apposed  surfaces  are  joined  to 
the  abdominal  wound,  the  threads  uncut  being  left  hanging  out. 
In  live  or  jiix  days  adhesions  will  have  formed  between  the  gall- 
bladder ,ind  the  intestine :  tlie  fistula  is  made  by  incision  through 
the  centre  of  the  adherent  area,  and  the  edges  of  the  opening 
sutured,  and  a  tampon  inserted  to  prevent  closure.  Other  pbns 
have  been  suggested. 

In  any  case  of  biliary  fistula  which  might  be  placed  uimjct' 
my  care,  [  would  be  inclined  to  try  the  following  plan:  (i) 
Abdominal  section  below  and  up  to  the  site  of  the  fistula, 
(a)  Suture  of  a  convenient  portion  of  the  upper  intestine  to  the 
under  aspect  of  the  gall-bladder,  as  near  as  possible  to  tlie 
fundus  and  over  an  area  as  large  as  convenient.  These  sutures 
to  pass  through  the  serous  and  muscular  coals  only,  and  to 
extend  from  the  margin  of  the  fistula  at  least  an  inch  down- 
wards. (3)  At  the  end  of  a  week  or  so,  perforation  of  the 
apposed  and  adherent  surfaces  by  a  cutting  operation.  This 
might  readily  be  done  through  the  abdominal  fistula,  and  would 
not  require  anorsthe&ia.  A  small  solid  bougie  of  rubber  or 
decalcified  bone  is  placed  in  the  opening,  and  left  for  a  few 
days  longer  till  it  has  t>ecomc  a  fistula.  (4}  Blocking  of  the 
parietal  fistula  as  soon  as  the  fistula  between  gall-bladder  and 
bowel  has  been  cstabhshcd.  If  simple  mechanical  pressure  docs 
not  succeed,  then  a  plastic  operation  might  t>e  performed.  Such 
an  operation,  though  somewhat  tedious,  is  not  dangerous :  the 
whole  of  the  proceedings  are  carried  out  near  tlic  surface,  almost 
under  the  eye ;  and  it  follows  up  and  takes  advantage  of  per- 
fectly natural  processes  of  adhesive  inflammation  and  fistula- 
formation. 
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or  removaFof  the  gall-bladder,  has  been  proposed  by  Langen- 
bud),  and  carried  out  by  him  in  twelve  cases.  Thiriar  has 
performed  the  operation  three  times, ~  Coiirvoisier  once,  and 
TiUmanost  once. 

The  idea  is,  to  remove  with  the  gall-bladder  all  future 
dangers,  such  as  may  arise  from  the  presence  of  calculi  in  it. 
It  is  a  fact  that  perfect  health  may  co-exist  with  absence, 
atrophy,  or  obliteration  of  the  gall-bladder.  Some  animals  have 
no  gall-bladder,  and  from  others  it  may  be  removed  without 
intetfering  with  healthy  existence. 

Of  Langenlnich's  twelve  operations,  two  dieil — one  from 
ulceration  of  the  bile-duct,  caused  by  an  undetected  calculus. 
Seeing  that  Langenbuch  speaks  of  obstruction  in  the  common 
duct  as  a  contra-indication,  the  result  in  his  fatal  case  ts  a  some- 
what severe  commentary  on  his  operation.  The  mere  fact  that 
we  cannot  be  certain  in'some  cases  that  there  is  no  stone  left 
behind,  is  a  strong  objection  to  the  operation.  In  a  goodly 
proportion  of  cases  of  cholecystotomy.  stones  have  appeared 
through  the  fistula  after  they  had  all  been  supposed  to  have 
been  removed.  One  of  Thiriar*s  cases  died  of  cerebral  tumour ; 
so  that,  out  of  nine  published  cases,  one  death  only  can  be 
attributed  to  the  operation.  It  is  not  so  much  the  death  as  the 
immediate  cause  of  it  that  speaks  against  the  operation.  Not 
only  does  cholecystectomy  not  remove  every  nidus  for  biliary 
calculi,  but  it  greatly  adds  to  the  risk,  in  cases  of  lodgment  of 
stones  in  the  ducts,  by  cutting  off  one  avenue  of  escape.  To 
seek  to  establish  a  place  for  cholecystectomy  by  decrying  the 
advantages  of  cholecystotomy  is  futile.  It  is,  however,  justifiable 
to  urge  against  the  performance  of  the  major  opciatioo  the 
gratifying  success  of  the  minor  proceeding. 

The  indications  for  operation  given  by  Langenbuch  are, 
dropsy,  cholelithiasis,  and  empyema.  These  indications  arc 
probably  too  broad.     I  should  limit  the  indications  to  two: 

*  Rte.  ii  Chir..  March,  tSSa. 
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(i)  whcTC  the  bladder,  conlaiDing  one  or  more  calculi,  is  so 
contracted  that  its  fundus  cannot  be  sutured  to  the  parietes 
without  tearing  iis  walls ;  (2)  where  there  has  been  pcrforatioa 
after  ulceration  and  cnipj'cnia,  and  the  tissues  are  so  thin  or  so 
much  inflamed  that  they  will  not  bear  suturing. 

The  operation  need  not  be  difficult.  Separation  from  the 
liver  is  begun  at  tlie  fundus  of  the  bladder,  and  carried  down  to 
the  cyst'ic  duct.  -  The  duct  is  divnded  between  two  ligatures, 
and  the  bladder  removed.  A  suture  passing  through  the  outer 
coats  will  more  thoroughly  close  the  divided  end  of  the  duct. 
The  inciMon  will  be  at  least  an  inch  and  a  half  longer  than  in 
cholccystotomy ;  if  additional  room  is  wanted,  Courvoisier's 
plan  of  dividing  transversely  the  muscles  a  httle  below  the  ribs 
may  l)e  adopted.  If  the  bladder  is  intimately  attached  to  the 
liver,  a  good  deal  of  hemorrhage  may  be  expected  :  most  of  the 
bleeding  may  be  checked  by  forci-prcssure,  but  a  few  ligatures 
may  be  called  for.  During  the  operation  ttie  edge  of  the  liver : 
is  pulleil  upwards  by  a  rclractor,  and  ihc  area  of  operation  is 
isolated  by  means  of  sponges. 

If  removal  of  the  bladder  cannot,  in  whole  or  in  part,  be 
effected,  ligature  of  the  cystic  duct  has  been  suggested.  It  is 
difficult  to  sec  how  this  can  be  more  beneJicial  than  total . 
occlusion  of  the  duct  from  pathological  causes.  As  the  gall- 
bladder not  only  acts  as  a  receptacle  for  bile,  but  also  secretes  a 
mucous  fluid  which  probably  contains  a  ferment,  mere  ligature 
or  the  duct  does  not  seem  to  promise  much  benefit. 


Free  bilateral  incision  of  the  gall-bladder,  followed  by  suture 
and  return  to  the  cavity,  has  been  recommended  by  Kflsler  of 
Berlin,  and  carried  out  by  him  and  Tillmanns  of  L^pzig.  In 
suppuration  of  tlie  bladder,  removal  of  redundant  portions  of 
tissue  may  be  of  advantage,  and  the  same  may  be  true  of 
enormous  cystic  distensions :  but  it  is  difficult  to  see  how  the 
chances  of  recovery  are  removed  by  mere  incinoo  with  sub- 
sequent suture. 


Section  X. 


OPERATIONS    ON    THE    SPLEEN. 


The  operations  performed  on  the  spleen  are — Splenotomy,  or 
incision  through  the  organ ;  and  Splenectomy,  or  removal  of  it. 
It  happens  that  the  term  splenotomy  has  been  extensively 
employed  for  extirpation  of  the  spleen ;  splenectomy  has  only 
recently  come  into  general  use,  in  its  proper  sense.  Splenotomy, 
or  splenic  incision,  must  always  be  a  rare  operation :  as  being 
so,  and  as  presenting  no  special  features  calling  for  description, 
the  present  account  is  practically  confined  to  splenectomy,  or 
extirpation  of  the  spleen. 

Surgical  Anatomy. — The  spleen,  lying  in  the  left  hypochondriac 
region  between  the  cardiac  end  of  the  stomach  and  the  under 
surface  of  the  diaphragm,  is  roughly  moulded  to  fit  the  space  in 
which  it  lies ;  being  concave  on  the  stomachic  aspect,  and  con- 
vex on  the  diaphragmatic.     On   the  concave  inner   surface, 
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nearer  to  the  posterior  than  the  anterior  Iwrder,  is  the  vertical 
groove  of  the  hihim,  pierced  by  apertures  for  vessels  and 
nerves.  The  peritoncuin  which  invests  the  spleen  is  reflected 
at  the  hiliim  to  enclose  the  splenic  vessels  anil  nerves  and  the 

vsea  breviai  and  is 
known  as  the  gastro- 
splenic  omentum. 
Stirgicall)',  this  is 
llie  pedicle  of  the 
spleen.  (Fig.  75.) 
Between  the  up- 
per end  of  the 
diaphragm  passes 
another  double  peri- 
toneal layer,  known 
as  the  suspensory 
ligament  of  the 
spleen.  The  exter- 
nal surface  of  the 
spleen,  in  con- 
tact wit  h  the 
diaphragm,  is  des- 
crib&l  a9  lying  tn 
contact  with  the 
ninth,  tenth,  and 
eleventh  ribs-  The 
internal  surface,  in 
its  anterior  por- 
tions, is  in  relation 
with  the  cardia 
of  the  stomach — 
behind,  with  the 
left  cru3  of  the  diaphragm  and  the  left  supra-rena  capsule; 
and  below,  with  the  tail  of  the  pancreas.  Its  relations  with 
the  stomach  are  liable  to  be  disturbed  by  the  movements  of  that 
organ.  As  to  the  margins  of  the  s[4een :  at  the  top,  where  the 
suspensory  ligament  is  gi^xn  off,  it  is  blunt  and  rounded ;   the 
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lower  extremity  is  pointed,  and  normally  lies  over  the  junction 
of  the  transverse  with  the  descending  colon ;  the  posterior  mar- 
gin is  broad  and  rounded,  and  is  connected  with  the  left  kidney 
by  loose  areolar  fibres.  The  average  dimensions  of  the  spleen, 
in  the  adiiit,  are :  live  inches  in  length,  three  or  four  in  breadth, 
and  from  an  inch  to  an  inch  and  a  half  in  thickness.  Us  weight 
is  ahoiil  seven  ounces. 

The  structures  in  the  ga si ro- splenic  omentum,  venous  and 
arterial,  which  go  to  form  the  pedicle  in  splenectomy  are  of 
importance.  The  splenic  artery,  the  largest  branch  of  the 
cceliac  axis,  pursues  a  tortuous  course  behind  the  upi>er  border 
of  the  pancreas  from  the  aorta  to  the  spleen.  In  its  course  it 
gives  off  small  branches  to  the  pancreas;  near  its  termination  it 
gives  off  the  gaslro-epiploica  sinistra :  and  it  finally  breaks  up 
into  a  number  of  branches  near  the  hihim,  most  of  which  enter 
it,  but  a  few  of  which — the  vasa  brevia — turn  backwards 
to  the  stomach.  The  vasa  brevia,  from  five  to  seven  in 
number,  issue  partly  from  the  trunk  and  partly  from  the 
branches  of  the  splenic  artery.  If  deligation  is  made  close  to 
the  spleen,  Ihey  may  escape.  The  terminal  branches  are  five, 
six,  or  more  in  number,  and  vary  greally  in  length  and  size. 
If  the  branches  are  short,  and  ihcy  enter  the  spleen  over  a  con- 
siderable area,  it  would  be  impossible  to  include  all  of  them  in 
one  or  even  in  two  ligatures. 

The  splenic  vein  is  a  very  large  vessel,  returning  blood,  not 
only  from  the  spleen  and  the  pancreas,  but  also  from  the  duo- 
denum, a  great  part  of  the  stomach  and  omentum,  the  descending 
colon,  and  part  of  the  reclurn.  Its  splenic  branches  correspond 
to  those  of  the  artery ;  the  vein  itself  lies  behind  the  pancreas, 
below  the  artery. 

But  little  padding  of  fatty  or  areolar  tissue  surrounds  the 
splenic  vessels  at  the  hilum.  As  it  would  usually  be  unsafe  to 
include  all  the  splenic  branches  in  one  ligature,  it  is  fortunate 
that  Ihey  may  readily  be  isolated  and  hgatured  separately. 

Hatory  of  Splentdomy. — The  practice  of  removing  the  spleea 
is  probably  of  some  antiquity.      It  was  done  for  purposes  sufli- 
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cientty  vague,  being  supposed  to  improve  the  wind  of  the 
individual  (as  in  the  Texan  runnets),  or  to  ameliorate  his  moral 
nature.  Dionis,  in  his  second  demonstration  of  surgical  opera* 
tions  (1733).  speaks  of  a  class  or  sect  of  surgeons  which  sprang 
into  notoriety  about  1700  from  their  operations  of  removing  the 
milt  or  spleen — "unmilting"  the  proceeding  was  called.  He 
does  not  spare  them :  "  They  looked  on  this  part  as  useless  and 
noxious,  because  (perhaps)  unacquainted  with  its  uses;  and.  in 
pursuit  of  this  opinion,  they  prescribe  the  making  an  incision  in 
the  left  hypochondrium,  through  which  they  take  out  the  milt, 
and  aher  having  made  a  ligature  of  the  vessels,  boldly  cut  it  off. 
This  opctatioQ  being  performed  on  some  dogs  which  did  not 
thereupon  die  on  the  spot,  ihey  thence  deduced  and  proclaimed 
the  advantages  which  would  accrue  to  mankind  by  it.  .  .  . 
No  longer  mention  is  made  of  these  cnicl  operations,  which 
owing  their  existence  to  some  crude  brains,  found  a  sepulture  in 
that  of  their  inventors." 

For  prolapse  of  the  spleen  through  a  parietal  wound  splen- 
ectomy was  performed  mote  tlian  200  years  ago.  Such  an 
operation  was  that  of  Matthias,  performed  in  1678  :*  and  a  few 
others  arc  on  record.! 

Many  experiments  have  been  made  on  the  lower  animals  by 
removing  the  spleen.  In  comparatively  recent  times,  Blundell 
operated  at  least  seven  limes  on  rabbits;  two  recovering  per- 
manently, and  two  temporarily.  The  whole  subject  has  been 
experimentally  gone  into,  with  all  tlie  aids  of  modem  science, 
by  numerous  phj'siologisls  and  surgeons,  and  notably  by 
Tizzoni,  Moslcr,]  Ze&as,^  and  Wmogradofr.||  These  experi- 
ments prove  that  the  spleen  is  not  essential  to  the  hfe  of  animals: 
and  thai  if  it  is  removed,  its  functions  are  taken  up  by  vicarious 
lymphatic  organs  which  increase  in  size,  and  by  bone-marrow. 

For  disease,  the  first  operation,  according  to  Collier,f  wu 

*  Sm  Simon.  Dii  EMirftttm  dir  .VUi  ■■  Untchtii.    Gtttut..  18)7. 

t  ScoUonit./it*nM(.^d.x/£>iff..  vol.T,  "liqwiesaKl 

DbesMs  o[  ihe  Abdomen." 

1  DnIuM  m»i  Wetk..  (884,  Ho.  as     1  Ijinceubeck's  Artkiv.  M.  uvtii .  p. 815. 

SnmirCMir.,  1885.  p.  jtS:  qaolcd  frocn  I'niuJl.  iSS),  Not.  (jaoil  ?. 

*l  Ltattl,  1881.  i,  p.  119. 
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licrfomicd  by  Zaccarelli  in  1549,  and  was  successful.  The 
second  operation,  by  Ferrerius  in  1711,  seems  to  have  been  the 
icDioval  of  .a  rudimentary  spleen  from  an  abscess  tending  to 
point;  it  also  was  successful.  Both  these  operations  have  been 
discredited.  Quittenbaum  in  1826.  and  KQchler  in  1655,  each 
lemoved  an  enlarged  spleen ;  the  patients  in  each  case  dying  in 
;i  few  hours,  of  hiemorrhage.  Spencer  Wells  operated  ior  simple 
hypertrophy  in  1865 :  his  patient  hved  six  days,  and  died  either 
of  thrombosis  or  of  blood-poisoning — possibly  of  both.  Pian  in 
i>^(yj,  operating  for  enlarged  and  cystic  spleen,  had  the  first 
success  of  modern  times :  from  his  case  we  may  date  the  intro- 
duction of 'splenectomy  into  modem  surgery. 


CeuiitioHi  for  which  Splemctomy  may  be  Performed. — Nearly  all 
authorities  are  agreed  that  the  extirpation  of  leucocythsemic 
spleen  is  an  unjustifiable  operation.  Therefore,  although  the 
operation  has  been  performed  some  eighteen  times,  leucocythae- 
inic enlargement  is  excluded  from  the  conditions  Justifying  opera- 
tion.   The  following  conditions  remain  : 

(i)  Injury  or  Prolapse. 

(2)  Certain  cases  of  movable  spleen. 

(3)  Simple  hypertrophy,  with  or  without  cirrhosis. 

(4)  Sarcoma  or  lympho-sarcoma  in  the  early  stages. 

(5)  Cysts. 

(6)  Hydatid  disease. 

In  thecaseof  abscess,  as  well  as  of  cysts,  ^m pie  and  hydatid, 
Kplenotomy,  or  incision  of  the  spleen  with  suture  of  the  wound 
to  the  parietes  and  drainage,  should  first  be  instituted.  The 
treatment  is  carried  out  on  exactly  the  same  lines  as  for  similar 
diseases  of  the  liver  or  kidney,  and  need  not  be  again  detailed. 
Should  splcnotomy  fail  to  cure,  splenectomy  may  be  indicated. 
Splenic  abscess  becomes  early  adherent  to  the  parietes,  and  its 
treatment  may  be  nothing  more  than  incision  and  drainage. 
From  such  an  abscess  I  liave  seen  a  piece  of  splenic  tissue,  as 
large  as  an  orange,  removed  as  a  slough. 

Wounds  of  the  spleen  can  only  bo  inferred  with  a  prcsump- 
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tion  of  certainty  from  the  site  of  the  injury  and  the  presence  of 
abdotnina]  hfemonhaKc.  Later  on,  peritonitis,  splenitis,  and 
abscess  may  supervene,  and  induce  symptoms  calling  for  ab- 
dominal section,  after  which  the  condition  is  diagnosed  with 
certainty.  In  such  cases,  the  state  of  the  patient  is  the  indi- 
cation to  operate :  splenic  woimds  are  by  no  means  always  fatal. 
Prolapse  of  the  si>leen  through  a  parietal  wound  is  easily 
diagnosed:  in  certain  cases,  the  organ  maybe  returned;  in 
others,  only  the  protruding  part  need  be  removed. 

Movable  spleen,  according  to  En);el,*  is  associated  with 
pregnancy,  dejwnding  on  causes  similar  to  those  assigned  by 
Landau  to  movable  kidney.  It  is  not  free  from  tbnger  to  life. 
Reported  cases  sliow  that  a  movable  spleen  tends  to  fall  into 
the  left  iliac  fossa  ;  that  the  or(;an  is  enlarged;  that  its  pedicle 
may  t*ecome  twisted,  causing  occlusion  of  the  vessels;  and  that 
it  has  a  tendency  to  contract  adhesions  in  its  abnormal  situation, 
and  there  undergo  degenerative  changes,  or  even  gangrene. 
Serious  symptoms  may  be  caused  -by  dragging  on  the  stomach 
through  the  gastro- splenic  ligament. 

Simple  hypertrophy,  with  and  without  cirrhosis,  has,  in  at 
least  fourteen  cases,  been  given  as  the  reason  (or  removal.  It  is 
difficult  from  the  histories  to  estimate  the  influence  of  malarial 
dissase  in  causing  the  enlargement  for  which  operation  was  pei- 
fbrmed.  The  diagnosis  is  simply  that  of  enlarged  spleen,  already 
described :  in  most  cases,  however,  the  operation  was  performed 
in  the  belief  that  the  disease  was  something  else. 

Billrotht  has  successfully  removed  tlie  spleen  for  lytnpho- 
sarcoroa.  The  tumour  had  existed  for  seven  years :  there  was 
no  leuksmia.  It  would  be  im]H»sible  in  the  early  stages  to 
diagnose  malignant  disease  from  simple  enlargement.  When 
the  disease  is  so  far  advanced  as  to  cause  adhesions  to  neigh- 
bouring organs,  the  operation  is  unjustifiable.  Indeed,  from 
what  we  know  of  the  behaviour  of  malignant  disease  of  Uw . 
spleen,  we  should  infer  that  the  operation  was  only  very  excep- 1 
tionally  admissible. 

Considering  the  rarity  of  cysts  of  the  spleen,  it  is  somewhat 
■  CnlfalH.  /  CjmaM.  |B»6.  V  t  i^Mrl.  Jum  7lh.  1SS4. 
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remarkable  that  the  organ  should  have  been  three  times  re- 
moved for  ihat  disease.  All  the  operations  were  successful. 
Thornton's  first  operation — the  first  successful  one  in  England- 
was  for  splenic  cysl.  The  diagnosis  cannot  with  certainty  be 
made  from  renal  cyst.  Puncture,  or  incision  with  drainage, 
might  be  tried  before  removing  the  organ.  As,  however,  the 
cj-siic  disease  is  usually  associated  with  hypertrophy  of  the  splenic 
tissue,  it  is  probable  Ihat  the  cyst-formation  is  only  part  of  a. 
more  general  disease.  In  none  of  the  operations  was  the  condi- 
tion diagnosed  till  the  abdominal  cavity  was  entered. 

For  hydatid  disease,  puncture  has  been  successfully  per- 
formed by  Wilde,"  and  probably  by  others.  Koeberlc  has 
extirpated  the  organ  for  hydatid  disease  followed  by  a  sanioiis 
discharge.     The  diagnosis  must  always  be  uncertain. 

Appreciation  and  Mortality.  Indicattont  and  Contra-indicaiiont, — 
Collier's  elaborate  tables  comprise  29  cases  of  splenectomy ;  13 
being  for  diseases  not  associated  with  Icucocyth^mia — of  these  8 
recovered ;  16  for  leucocythacmic  hypertrophy — all  these  died. 
So  far,  there  would  appear  to  have  been  performed  only  one 
successful  operation  for  lGucocytha!?n:iic  spleen — that  of  Franzolim 
of  Turin. t  Ashhurst]  has  collected  43  splenectomies  for  disease, 
with  31  deaths;  and  31  operations  for  injury  or  prolapse — all 
successful.  Nussbaum,  however,  of  36  cases  for  traumatic 
causes,  found  that  only  16  recovered.  GiIson,§  in  a  careful 
review  of  the  whole  subject,  (juoles  18  operations  for  injury, 
with  recovery  in  all ;  and  37  for  disease,  with  29  deaths  and  8 
recoveries.  Hodrcz  of  Kharkoff  estimates  the  total  mortality  as 
73  per  cent.  Molli£re||  has  tabulated  28  cases  of  laparo-splen- 
Otomy  for  disease,  ami  1 1  cases  of  splenolomy  for  wound,  with 
results  according  with  the  above. 

A  dissection  of  the  figures  according  to  the  causes  of  opera- 
lion  shows  that  the  removal  of  prolapsed  or  wounded  spleen  ig 
not  only  a  justifiahle  hut  a  successful  operation;  and  that  the 

*  Vruluht  .IrrAir..  viil.  116. 

f   JVitn.  mtd.   FC«cA.,  1883.  No.  10.       ;  InUnni    F.ncyt.  Surg.,  vol.  v..  p.  1103. 

S  An),  lb  Chir..  Apnl  loth,  lesj. 

II  DM.  Emejt.  ia  St.  Uii.,  18S3.  Art.  " SpTenotomie." 
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removal  of  leucocythsmic  spleen,  even  if  it  gave  promise  of  a 
cure  of  the  disease,  ii  negatived  by  its  almost  uniform  fatality. 
Experience  has  shown  that  in  leucocythxmia  there  is  a  marked 
tendency  to  hDcmorrhage  aftet  operations  of  any  sort :  and  this 
tendency,  in  such  an  operation  as  splenectomy  where  hamor- 
rhage  is  always  a  chief  risk,  is  enough  to  fordid  it.  Besides, 
there  is  no  reasonable  giound  for  inferring  that  removal  of  the 
spkcn  woidd  have  any  influence  for  good  on  the  general  disease. 
Splenectomy  in  Icucocythiemia  is,  as  Bryant  puts  it,  "physio- 
logically unsound  and  surgically  unsafe  " :  it  ought,  therefoie,  to 
t>c  abandoned.  In  Fianzolini's  case — the  only  successful  one — 
the  spleen  was  not  very  large  (61  oz.);  and  (he  last  report  of  it, 
when  the  blood  was  said  to  be  normal,  was  only  four  months 
after  operation. 

For  disease  not  attended  with  leucocytheemia,  the  operation 
is  at  least  justifiable.  Two  operatioDS  have  been  performed  for 
undue  mobility,  both  successful ;  three  for  cysts,  all  successful ; 
one  for  lympho-satcoma,  successful ;  am)  twelve  for  such  con- 
ditions as  simple  hypertrophy,  hypoiirophy  with  cirtbosis, 
hydatids,  abscess— of  these  five  died. 

The  present  position  of  splenectomy,  therefore,  is  sooicthtng 
like  the  following:  Operations  for  leucocythxmic  spleen  arc  un- 
justifiable. Operations  for  traumatic  lesions  arc  justifiable  and  1 
safe.  For  movable  spleen,  excision  ought  not  to  be  carried  out 
till  less  severe  measures,  such  as  mechanical  support  or  oi>erative 
fixation,  have  been  Irted  ami  found  ineffectual.  For  cystSftbe 
spleen  may  be  removed  with  a  fair  chance  of  success;  but 
puncture  or  incision,  with  drainage,  ought  to  have  a  trial  first. 
In  the  early  stages  of  malignant  disease  the  operation  is  justi- 
fiable.  In  the  rare  cases  of  primary  hypertrophy,  the  operation 
is  permissible  if  the  discasf  is  attended  with  danger  or  serious. 
discomfort. 


THU   OP8KATION    or   SrLKNKCTOUY. 

The  incision  in  most  of  the  operations  has  been  made  in  the 
middle  line.  This,  no  doubt,  is  a  result  of  erroneous  diagnosis, 
aad  not  of  operative  election.     A  lateral  incision  along  the 
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outer  edge  of  the  left  rectus  would  probably  be  the  most 
convenient.  It  would  certainly  be  so  in  all  cases  not  attended 
with  great  enlargement.  Kftchler  and  Wells  made  the  entrance 
through  the  linea  semilunaris;  Bryant,  a  little  farther  to  the 
outside.  lo  prolapse,  the  wound  may  or  may  not  require 
enlargement. 

The  tumour  being  fully  exposed,  all  adhesions  are  di\'tded 
and  ligatured.  It  is  gently  delivered,  lower  extremity  first.  It 
the  tissue  is  not  very  friable,  the  use  of  Tait's  myoma  screw 
will  be  of  advantage.  Sponges  are  packed  inside  (he  cavity: 
and  the  paiietes  are  depressed  as  much  as  possible  by  an 
assistant,  to  prevent  traction  on  the  pedicle.  The  tumour  must 
be  handled  with  extreme  gentleness:  and  the  most  scrupulous 
care  must  be  given  to  the  avoidance  of  injury  to  the  vessels  in 
the  jwdicle,  and  even  to  dragging  on  them,  which  has  been 
found  to  produce  alarming  symptoms  of  shock. 

The  success  or  failure  of  the  operation  may  be  truthfully 
said  to  depend  on  the  treatment  of  the  pedicle.  Death  from 
hemorrhage  after  a  few  hours  has  frequently  occurred,  after 
what  seemed  to  be  the  most  perfect  dcligation  at  the  hands  of 
our  most  skilled  operators.  A  small  artery  shps  from  the 
encircling  ligature  (as  in  Thornton's  second  case) ;  or  a  ligature 
slips  during  straining:  or  bleeding  may  commence  from  the 
moment  the  patient  begins  to  rally  from  the  shock.  It  is  clear, 
therefore,  that  our  surgical  technique  in  this  part  of  the  opera- 
tion is  by  no  means  perfect. 

Morris*  recommends  that,  before  cutting  away  the  tumour, 
a  clamp  should  be  placed  around  the  pedicle,  and  that  it  should 
afterwards  be  ligatured  in  two  or  more  parts  with  strong  twisted 
silk  or  whipcord.  Thornton,  in  his  successful  operation,  tied 
the  pedicle  in  two  locked  ligatures,  and  added  a  separate 
ligature  carried  round  the  whole.  In  his  unsuccessful  case,  he 
placed  three  locked  ligatures  by  double  transfixion,  lying  the 
outer  loop  hrst,  then  the  inner,  and  finally  the  middle  one. 
Temporary  forci-prcssurc  was  also  employed;  yet  death  oc- 
curred from  hemorrhage  in  a  few  hours.  Thornton,  somewhat 
•  iHimai-  EHtyt.  Swg.,  vol.  v.,  p.  1104. 
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bypcrcritically  (as  it  seems  to  me),  blames  himscIT  Tor  having 
tied  the  middle  ligntiire  last.  Billroth  was  able  to  ligatc  artery 
and  vein  separately ;  but  in  this  case  he  must  have  passed  the 
ligiitiire  further  away  from  the  spleen  than  is  usually  po&sible — 
a  supposition  which  seems  the  more  likely,  as  he  removed  a  por> 
tion  of  the  pancreas  with  the  tumour.  Fcanzolini  also  was 
able  to  put  a  ligature  on  the  artery,  which  was  the  size  of  the 
forefinger,  and  another  on  the  vein,  which  was  the  size  of  the 
ihiinib:  in  his  case,  it  was  specially  noted  that  the  pedicle  was 
short.  The  gastro-splenic  ligament  was  also  surrounded  in  two 
ligatures,  and  the  suspensory  ligament  in  one.  SimnxKis,  in 
America,  ligatured  the  pedicle  and  the  gastro- splenic  ligament 
separately  and  in  sections:  the  patient  died,  from  haemorrhaget 
to  two  and  a  half  hours.  Langley  Browne''  found  no  proper 
pedicle,  but  four  very  large  arteries,  each  of  which  he  secured 
separately  by  double  ligatures,  dividing  them  between :  there 
was  no  tucmorrhage ;  but  the  patient  died,  in  five  hours,  of 
shock. 

No  absolute  rule  can  be  laid  down  as  to  the  management  of 
the  pedicle ;  but  a  few  guiding  principles  may  safely  be  enunci> 
aled.  Ever)'  divided  vessel,  artery,  or  vein  sliouM  be  cDicicntly, 
and  as  far  as  po!i!>iblc  separately,  ligatured.  The  ligature  should 
be  tied  while  the  pedicle  is  in  a  stale  of  relaxation :  the  tendency 
of  a  small  branch  to  retract  after  being  forcibly  elongated  is 
thereby  obviated.  The  veins  should  be  ligatured  as  well  as  tha< 
arteries,  because  considerable  branches  communicate  with  the 
splenic  vein  close  to  the  site  of  ligation.  If  the  splenic  branches 
spread  out  considerably  before  entering  the  hilum  ;  if  they  are 
numerous  and  intermingled  with  veins,  and  not  easily  isolated; 
and  if  the  pedicle  is  not  short,  the  placing  of  a  broad  temporary 
damp  before  cutting  away  the  tumour  may  be  found  advan- 
tageous. In  many  cases  it  will  be  found  a  good  plan  to  apply 
pressure  forceps  in  pairs — one  pair  after  another — to  each  por- 
tion of  Ibc  pedicle  which  contains  a  vessel,  and  divide  between 
them  till  the  whole  pedicle  has  been  cut  through.  Then  one , 
forceps  after  another  is  picked  up.  and  the  vessel  or  vessels' 
*  Ltmtti,  ii..  1S77,  p.  jio. 
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which  it  grasps  are  deliberately  tied  at  a  safe  distance  Crom  the 
forceps.  When  each  vessel  has  been  secured,  the  whole  may 
be  surrounded  with  a  single  ligature,  tied  with  moderate  force, 
so  as  to  lessen  the  shock  of  the  arterial  pulse  on  the  distal  liga- 
tures. Finally,  the  ligatures  are  all  cut  short,  and  the  pedicle 
dropped  into  the  cavity.  Sponging,  if  it  is  necessary,  should 
avoid  the  pedicle,  which  may  be  kept  out  of  the  way  by  a 
catch -forceps  attached  to  its  extremity. 

The  gastro- splenic  and  diaphragmatic  ligaments  are  dealt 
with  in  the  same  fashion  by  separate  ligatures;  the  same  minute 
care  need  not  be  observed,  however.  Adhesions  are  treated 
according  to  ordinary  principles. 

The  great  risk  of  the  operation  is  haemorrhage  from  the 
pedicle.  Of  the  29  cases  collected  by  Collier,  14  died  directly 
from  heemorrhage,  and  7  from  other  causes,  such  as  thrombosis 
(i  case),  peritonitis  (2  cases),  shock  (3  cases).  Shock  is  often 
very  alarming,  and  has  appeared  during  the  performance  of  the 
operation,  specially  while  traction  is  being  exerted  on  the 
pedicle. 


Section   XI. 
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The  surgery  of  the  pancreas  has  not  as  yet  advanced  much 
beyond  the  tentative  or  experimental  stage.  The  elaborate 
studies  of  Dr.  N.  Senn/-  of  Klilwaukee,  exhaust  what  is  known 
of  the  operative  treatment  of  diseases  of  the  pancreas,  and  fix 
a  starting-point  in  their  description  from  which  all  future  work 
must  take  its  departure.  To  Senn's  work — a  model  of  every- 
thing that  such  work,  experimental,  clinical,  and  pathological, 
ought  to  be — I  am  almost  entirely  indebted  for  the  short  account 
of  the  surgery  of  the  pancreas  which  follows. 

Surgical  Anatomy  of  tkt  Pancreas. — The  pancreas  lies  deeply  in 
the  abdomen,  at  the  level  of  the  first  lumbar  vertebra.  Its  head 
lies  in  the  concavity  of  the  duodenum ;   its  tail  lies  in  contact 

•  TAt  Surgtry  »/  f/re  Pancreai.     I'hila.,  i88C      "  The  Surgical  Tre.itmenl  of 
Cyals  of  the  Pancreas, "  Amtr.  Jauta.  Mid.  Sc.  July,  idtij. 


CONDITIONS  DEMANDING  OPERATION. 


S09 


wilh  the  spleen.  It  can  be  reached  and  exposed  to  sight  b>' 
division  of  the  gastro-colic  omentum,  and  hy  pulling  the  colon 
and  the  stomach  apart.  In  the  epiploic  sac  thus  opened,  the 
pancreas  is  seen  lying  on  the  targe  abdominal  vessels.  Tlic 
stomach  lies  in  contact  with  its  anterior  surface,  from  which  it 
is  separated  by  a  covering  from  the  "omental  bursa."  The 
posterior  surface  rests  on  the  vena  cava,  the  aorta,  the  superior 
mesenteric  vessels  sometimes  surrounded  by  gland  tissue,  and 
the  pillars  of  the  diaphragm.  Towards  the  right  extremity,  it 
is  in  relation  with  the  vena  porlse.  Each  extremity  of  the  pan- 
creas lies  surroandcd  by  numerous  lymphatic  vessels  and  glands, 
embedded  in  areolar  tissue.  The  inferior  surface  rests,  at  one 
end,  on  the  junction  of  the  jejunum  and  duodenum;  at  the 
other,  on  the  IransvcrEC  colon.  The  middle  portion  of  the 
inferior  surface  has  a  special  peritoneal  covering,  derived  from 
the  lower  layer  of  the  meso-colon.  At  the  upper  border,  and 
behind  the  posterior  surface,  are  found  the  splenic  artery  and 
vein. 

Just  above  the  pancreas  lies  the  ceeliac  axis.  Tlie  common 
bile-duct  passes  behind  the  head  of  the  pancreas,  close  to  it  and 
sometimes  embedded  in  its  tissue.  The  pancreatic  duct  unites 
with  the  common  bile-duct  in  the  wall  of  the  intestine,  at  the 
junction  of  the  second  and  third  portions  of  the  duo«lenum  and 
three  or  four  inches  Itelow  the  pyloric  orifice  of  the  stomach. 

The  pancreas  receives  its  blood-supply  from  the  pancrcatico- 
duodenal  branches  of  the  hepatic  and  superior  mesenteric 
arteries. 


Conditiotii  for  which  Optmtitn  may  U  Petformtd  on  the  Pancrras. — 
Billroth*  has  successfully  removed  the  pancreas  for  cancer :  the 
ri;port,  however,  is  too  recent  to  make  c«?rtain  that  the  jiatient  is 
free  of  the  disease.  Removal  of  the  pancreas  for  primary  malig- 
nant disease  can,  however,  be  very  rarely  a  justifiable  operation. 
When  it  has  come  williin  the  range  of  ph)'sical  diagnosis,  it  will 
have  invaded  the  adjacent  organs  and  tissues  so  such  an  extent 
that  removal  would  be  either  impossible  or  exceedingly  dan- 
*  Wtn.  Hint.  Woth.,  April  jtd.  1SS4 
40 


610 


OPERATIONS  ON   THE  PANCREAS. 


gerouB.    The  case  ia  which  Billroth  renraved  a  portion  of  the 
tail  of  tlie  pancreas  with  a  splenic  tumour  has  already  beenf 
teferred  to.    To  remove  the  head  of  the  pancreas,  it  would  be 
necessary  to  leave  intact  the  pancreatic  duct — a  proceeding 
scarcely  possible. 

I-aborderie*  is  said  to  have  successfully  removed  a  portion 
of  the  pancreas  protruding  through  a  wound  in  tl>c  parictcs. 
This  operation  has,  however,  been  discredited. 

Further  indications  to  operate  are  given  by  Senn  as  follows : 

"  Partial  excision  of  the  splenic  portion  of  the  pancreas  is 
indicated    in   cases  of   circumscribed   abscess  and   malignant 
tumours,  in  all  cases  where  the  pathological  product  can  be 
removed  completely  without  danf^er  of  compromising  pancreatic . 
digestion  or  inflicling  abdominal  injury  u]>on  important  adjacent| 
organs. 

"  Ligation  of  the  pancreas  at  a  point  or  points  of  Bttctioo 
sliould  precede  extirpation,  as  a  prophylactic  measure  against 
Iroublesome  hemorrhage  and  extravasation  of  pancreatic  juice 
into  the  peritoneal  cavity, 

"The  formation  of  an  external  pancreatic  fistula,  by  ab* 
dominal  section  is  indicated  in  the  treittment  of  cysts,  ablMHtl  | 
gangrene,  and  hxmorrhagc  of  the  pancreas  due  to  local  cau8«B.J 

"Abdominal  section  and  lumbar  drainage  arc  indicated  iai 
cases  of  abscess  or  gangrene  of  the  pancreas  where  it  is  foun<iJ 
impossible  to  establish  an  anterior  abdominal  fistula. 

"Through  drainage  is  indicated  in  cases  of  abscess  and 
gangrene  of  the  pancreas,  with  diffuse  burrowing  of  pus  in  the 
retro- peritoneal  space. 

"Removal  of  an  impacted  pancreatic  calculus  in  the  duo* 
dcnal  extremity  of  the  duct  of  Wirsuitg,  by  taxis  or  incision 
and  extraction,  should  be  practised  in  all  cases  where  the 
common  bile-duct  is  compressed  or  obstructed  by  the  calculus, 
and  death  is  threatened  by  diolxmia." 

As  yet,  these  indications  remain  to  t>e  fulfilled  by  the  surgery 

of  the  future.    Thus  far,  systematic  aitd  delil>erate  surgical 

treatment  has  got  little  beyond  cysts  of  the  pancreas. 

*  Cm.  iM  Mj^MX.  iSjG.  No,  x. 
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The  origiD  of  cysts  of  the  pancreas  is  not  fully  understood. 
As  a  rule  they  are  developed  io  Ihe  tail,  very  rarely  in  the  head, 
of  the  gland.  They,  practically,  always  originate  from  retenlioD 
of  the  pancreatic  secretion;  but  obstruction  of  ihc  duct  is, 
according  to  Senn,  not  the  only  Dor  the  most  important  element 
io  their  causation.  He  would  regard  as  the  most  important 
etiological  factor  "  an  arrest  of  absorption  of  the  pancreatic 
juice,  due  cither  to  a  transformation  of  the  pancreatic  juice  by 
the  admixture  of  pathological  products  into  the  substance  which 
is  incapable  of  being  absorbed,  or  to  a  loss  of  function  in  this 
direction  of  the  vessels  which  perform  this  task."  The  causes 
of  obstruction  are;  calculus;  obbteration  of  a  portion  of  the 
duel,  by  cicatricial  contraction ;  and  displacement  of  tlie  paa- 
cteas,  with  flexure  of  the  duct,  caused  in  various  ways. 

The  size  of  the  cyst  varies  considerably.  The  cyst-walls 
are  usually  thin  in  rapidly-groM.*ing  tumours;  ;ind  thickened, 
cartilaginous,  or  even  calcilicd.  in  tumours  of  slow  growth. 
The  inner  surface  either  is  smooth,  or  it  presents  evidences  of 
degeneration  similar  to  (hose  which  occur  on  the  internal  sur- 
face of  arlcrics  in  the  later  stages  of  endarteritis.  In  cases 
where  the  duct  is  blocked  near  its  extremity,  the  duct  and  its 
branches  may  become  dilated,  presei>ting  Ihe  appearance  of 
varicose  veins.  In  other  cases  the  cyst  is  globular.  The  gland 
tissue  is  destroyed  by  pressure  or  chronic  inRammation.  Pure 
pancreatic  juice  is  found  only  in  small  and  recent  cysts ;  later 
on,  in  old  or  large  cysts,  various  accidental  products  are  added. 
Sometimes  pus  and  blood  arc  found. 

Diagnosis  is  possible  only  when  the  cyst  is  large,  and  tlicn  it 
is  rarely  certain.  Cysts  of  Ihe  pancreas  have  been  found  only 
in  adults.  .\  history  of  painful  or  inflammatory  alTeccion  in  the 
region  of  the  pancreas  is  to  be  looked  for.  Colicky  pains  in  the 
epigastrium,  often  of  great  violence,  are  sometimes  complained 
of.  Frequently  the  cyst  grows  will)  great  rapidity.  Fatty  stools 
point  toward  the  existence  of  some  co-existing  serious  lesion, 
rather  ilian  to  simple  cyst.  Digestion  is  often  impaired,  and 
fretjucnlly  there  is  emaciation.  A  peculiar  palc-yclIow  or 
earthy  colouration  of  the  skin,  which  is  said  to  be  pathognomonic, 
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is  sORielimes  observed.      Diabetes  mellitus  is  occasionally 
ciated  with  pancreatic  disease. 

The  cyst  makes  its  appearance  in  the  norninl  situation  of 
the  pancreas  ;  the  direction  in  which  it  increases  will  depend  on 
the  portion  of  the  pancieas  in  which  it  originated.  Thtis,  its 
most  prominent  point  has  been  found  below  the  right  lobe  of  the 
liver,  in  the  epigastric  region,  and  in  the  left  hypoc bond ri tun. 
The  stomach  is  puslied  forwards  in  all  cases,  and,  later,  to  the 
light  side.  The  transverse  colon  is  displaced  downwards,  and 
the  sjileen  to  the  left.  The  tumour,  being  in  direct  contact  with 
the  diaphragm,  may  ascend  and  descend  with  the  respiratory 
niDvements.  Occasionally  the  tumour  vibrates  with  the  impuls 
of  the  abdominal  aorta,  on  which  it  rcits.  Fluctuation  is  not 
always  perceptible  in  thick-wallcd  or  tense  cysts.  Kxploraiory 
puncture,  in  cases  where  diagnosis  is  imperati\-c,  may  be 
employed.  In  a  case  of  ])ancreatic  cyst  reported  by  W.  T. 
Bull  of  New  York,"^  fluid  withdrawn  by  a  hypodermic  syringe  j 
was  found  to  be  dark-brown,  turbid,  odourless,  alkaline,  and  of 
specific  gravity  t.oio.  Chlorides  were  abundant ;  there  was  no 
t>ile,  and  only  a  trace  of  urea.  The  fluid  became  solid  oti 
boiling.  The  microscope  revealed  degenerated  cells,  fat-globules, 
granular  matter,  and  hxmatin  crystals.  When  kept  at  B  ton- 
|)erature  of  loo'Fah.  for  tiftecn  minutes  with  some  boiled  rice, 
the  fluid  was  found  to  cont-tin  one  grain  of  glucose  to  the  fluid 
drachm.  The  fluid  also  emulsified  oil.  In  this  case  also  free 
fat  was  found  in  the  fsces  and  sugar  in  the  urine,  to  the  extent 
of  ten  grains  to  the  ounce. 

Cysts  of  the  pancreas  are  most  likely  to  be  confounded  with 
ovarian  cj'Sls,  hydro-nephrosisi  circumscribed  peritonitis,  aii 
hydatids  of  contiguous  organs.     In  at  least  three  cases,  pan- 
creatic c)-sts  have  been  taken  for  ovarian   cysts  by  eminent' 
surgeons,  after  repeated  and  thorough  examination.    Of  twelve 
recorded  cases  of  operation,  correct  diagnosis  was  made  in  oolyJ 
three;  namely,  in  those  of  Cusscnbauer,  Senn,  and  Kttst«r,f1 
and  in  each  of  these  recovery  ibUowed  operation. 

•  Sm  York  XtJ  yawn .  Ocl    ID.  iSS; 
t  iharwAf  mrJ.  W'mt .  iWf,  Km   lo  and  ii 
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THE  OPERATION. 

Tapping  or  aspiration  offers  lutlc  pros|)ect  of  success  as  a 
mode  of  treating  pancreatic  cysts:  the  Huid  would  almost 
certainly  le- accumulate.  Besides,  it  niiglit  be  dangerous  as 
permitting  escape  of  the  cystic  fluid,  or  by  causing  injury  to 
omental  vessels. 

Extirpation  lias  twice  been  attempted  :  once  by  Bozemao," 
with  complete  success,  both  as  to  removal  of  the  tumour  and 
cute  of  the  patient ;  and  once  by  Rokitansky.f  who  failed  to 
completely  remove  the  tumour,  and  lost  his  patient  from  septic 
peritonitis.  In  both  cases  operation  was  performed  for  sup- 
posed ovarian  disease:  Boneman  recognised  the  true  nature  of 
the  cyst  during  operation  ;  in  Rokitansky's  case  this  was  not 
done  till  after  death.  Extirpation  is  not  recommended  as  the 
operation  of  election.  If  the  growth  is  attached  near  the  tail  of 
the  pancreas,  and  has  a  marked  pedicle,  it  may  be  removed  with 
little  additional  risk  ;  but,  in  the  face  of  the  success  which  has 
attended  incision  and  drainage,  this  additional  risk  need  not  be 
incurred.  In  other  cases,  thesitnationof  the  tumour  at  the  head 
of  thepancreas.theabsenceof  a  pedicle, and  the  existence  of  deep 
adhesions,  might  render  the  operation  verj'  difficult,  and  even  im- 
possible. If  the  cyst-wall  were  very  thin,  or  rotten  or  gangrenous, 
then  removal — partial  or  complete — might  be  attempted. 

Ogston  of  Aberdeen ;  operated  on  a  pancreatic  cyst  which 

Lwas  adherent  to  the  front  of  the  abdomen,  almost  bursting 
through  it,  by  elliptical  incision  around  the  adherent  portion 
into  the  peritoneum.  The  cyst  attachment  extended  over  both 
kidneys.  No  attempt  was  made  to  excise  the  growth ;  it  was 
emptied  of  pea-soup-looking  contents,  stitched  to  the  abdominal 
wall  all  round,  and  the  superfluity  of  cyst-wall  cut  olT.  The 
pfttient  died  of  gtingrene  of  the  cyst.  The  removal  of  super- 
fluous portions  of  the  cyst-walls.  if  they  are  very  thin  or 
unhealthy,  is  distinctly  advisable,  if  this  can  be  done  without 
causing  traction. 


■  Nttr  Yorli  MU.  Rtt..  Jnn.  Hlti,  1873.       1  Wiio.  Mfd.  Prttu.  Nov.  ijth.  iSSj. 
;  Penooal  commuaicaiion. 
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The  l)est  treutment  is,  to  establish  a  pancreatic  ftstuU  by 
incising  the  cyst-wall,  and  suturing  the  op(.-ning  to  the  parieta 
wound. 

As  the  stomach  and  the  colon  lie  above  and  below  the  cyst, 
it  will  always  be  wise  to  commence  opciation  with  these  viscera 
empty.     Except  in  Senn's  case,  and  in  Ogston's,  the  incision 
was  always  in  the  middle  line.     A  good  rule  is,  to  make  ihel 
iocisioQ  over  tlio  roost  prominent  point  of  the  tumour.     This 
point  will  most  likely  overlie  the  seat  of  obstruction,  and  it  will 
be  tlic  Mtuation  mo«t   favourable  for  the  establishment  of  a 
fistula.    The  length  of  the  incision  need  not  exceed  two  inches, 
at  first :  it  may  be  prolonged  if  necessary.     If  adhesioDS  exist 
between  cyst  and  omentum,  and  between  omentum  and  parietal 
peritoneum,  these  need  not  be  disturbed ;  but  the  llutd  contents 
may  be  drawn  ofT  through  an  aspirating  trocar,  and  the  cyst 
incised  and  stitched  to  the  pi^rictcs  afterwards.    If  there  are 
adhesions,  the  oinentimi  is  carefully  divided  over  the  cyst,  alii 
bleeding  points  being  ligatured;   the  aspirating  trocar  is   in- 
scried  :  and,  as  soon  as  relief  of  tension  permits  of  it,  two  catch- 
forceps  are  made  to  grasp  the  cyst-wall  and  pull  it  forwards. 
When  the  cyst  is  empty,  and  as  far  as  possible  pulled  through! 
the  wound,  the  opening  made  by  the  trocar  is  enlarged   by 
scissors  sufficiently   to  admit  of  the  introduction  of  a   large. 
drainage-tube,  and  sutured  with  the  parietal  peritoneum  to  tliej 
skin. 

Senn  recommends  an  operation  in  two  stages  by  packing  tba 
bottom  of  the  wound  over  the  cyst-wall  with  iodoform  gauze, 
and  opening  the  c>-st  after  six  or  eight  days.     Probably  the 
most  recent  experience  of  direct  incision  and  drninnge,  in  thftJ 
treatment  of  distension  of  the  gall-bladder  and  alli«l  conditions,i 
would  cause  him  to  modify-  this  suggestion. 

Discharge  of  pancreatic  secretion  will  probably  be  abuDdant,.] 
requiring  the  use  of  some  local  application,  such  as  carbolisedj 
oil,  to  prevent  it  from  acting  on  the  skin.  The  drainagc-tut>aj 
is  shortened,  and  changed  for  one  of  smaller  calibre,  as  tliaj 
depth  of  the  cavity  diminishes,  and  the  amount  of  dischar 
decreases. 
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With  the  obliteration  of  the  cyst-cavity  we  may,  in  some 
cases  at  least,  expect  restoration  of  the  continuity  of  the  pan- 
creatic duct.  A  calculus  should  be  looked  for,  and,  if  possible, 
removed. 

Appreciation  and  Mortality. — Senn  reports  cases  of  pancreatic 
cyst  healed  by  incision  and  drainage  at  the  hands  of  the  follow- 
ing surgeons :  Senn,*  Kulenkampft,!  Gussenbauer,{  and  Hahn,§ 
— all  of  them  successful.  Ogston's  case  was  more  than  simple 
incision  and  drainage.  Since  then  a  successful  operation  has 
been  recorded  by  Bull  of  New  York,||  and  another  has  been 
reported  by  Witzel,^  from  the  Bonn  Clinic. 

In  the  following  cases  removal  was  either  attempted  or 
carried  out:  Bozeman — case  already  described — recovery: 
Rokitansky — case  described  —  incomplete  removal,  death  ; 
Luecke,*"  tapping,  subsequent  laparotomy,  closure  of  abdo- 
minal wound,  death ;  malignancy  found  post-mortem ;  Riedel,+t 
separation  of  adhesions,  hemorrhage,  ligature  ai  masse,  death 
from  peritonitis:  Billroth,]!  difBcult  enucleation,  ligation  of 
large  vessel,  death  from  peritonitis.  All  died  except  Bozeman's 
case. 

The  evidence  thus  far  is  strongly  in  favour  of  simple  incision 
and  drainage,  leaving  the  attachments  undisturbed. 

•  AnuT.  Joam.  Mid.  Sc.  )uty,  1885.      t  Btrlin  Klin.  Woch..  Feb.  I3lh,  l88z. 

I  Arckiv.f.  Klin.  Ckir.,  vol.  xxix,.  p.  35s. 

S  CtntralU.  /.  Chir.,  No.  2,  1885. 

ij  Loc  cil.     t  DeHlscht  Ztit.  f.  Chir.,  XXX.,  iij.,  Aag.  JSth,  18S6. 

■•  Virchow's  Areliiv.,  xli.,  p,  9.     tt  Archiv.  f.  Klin.  Chir..  xxxii..  p.  994. 

J  J  Reported  by  Salzer  from  Billroth's  Clinic. 


Section   XII. 


UNCLASSIFIED  OPERATIONS  FOR  GROWTHS  IN 

OMENTUM,  MESENTERY,  PERITONEUM, 

AND  PARIETES. 


A  CERTAIN  number  of  comparatively  rare  tumours,  not 
connected  with  special  organs,  but  amenable  to  surgical 
treatment,  remain  for  consideration.  Such  tumours  are 
mainly  extra -peritoneal,  arising  in  the  sub-peritoneal  cellu- 
lar tissue,  or  in  rudimentary  or  obsolete  structures  in  that 
tissue,  or  in  the  parietes.  They  are  rarely  diagnosed  with 
accuracy,  and  their  removal  must  be  carried  out  without  pre- 
meditation, and  on  such  general  principles  as  the  surgeon  has 
mastered. 

TumoiirB  in  the  Omentum. 

Cysts  of  the  Omentum,  not  hydatid,  are  of  very  rare  occur- 
rence.    A  good  few  examples,  in  which  the  tumours  have  been 
removed,  are  however  recorded,    Thornton-  relates  the  removal 
■  Brit.  Med.  Joun..  ii.,   1882,  p.  1243, 


OMENTAL  TUMOURS. 


617 


of  two  small  omental  cysts  during  the  performance  of  ovari- 
otomy. Oqc  wag  a  small  multilocular  cystic  tumour,  of  the  size 
of  a  black  Kentish  cherry,  which  was  found  to  be  atlached  by  a 
small  pedicle  in  the  lower  border  of  the  omentum.  The  patient 
had  papillomatous  cystic  disease  in  both  ovaries;  and  this  small 
tumour,  a  perfect  multilocular  ovarian  tumour  in  miniature, 
fhonitoD  considers,  owed  its  origin  to  cell- infection.  The 
und  was  a  tumour,  of  the  size  of  a  small  cocoa-nut,  with  a 
very  thick  white  fleshy  wall  and  a  small  central  cavity,  which 
had  a  puckered  lining  membrane  and  contained  three  or  four 
ounces  of  thick  yellowish  fluid.  The  tumour  was  attached  by  a 
thick  vascular  pedicle,  and  lay  high  up  in  the  abdomen  under 
the  right  border  of  the  liver,  and  was  nearly  overlooked  during 
the  removal  of  a  large  cyslo-sarcoma  of  the  ovary.  This 
tumour  also  Thornton  considers  to  have  originated  from  cell- 
infection. 

Doran*  relates  an  interesting  example  of  omentum  cyst. 
Dr.  Godding,  I  of  Cheltenham,  successfully  removed  a  large  cyst, 
containing  clear  fluid,  from  between  the  folds  of  the  omentum. 
The  tumour  had  been  growing  for  four  years,  had  caused 
latterly  somewhat  troublesome  symptoms,  and  when  removed 
was  about  the  si^e  of  a  diild's  head.  The  cyst  was  enucleated 
after  a  tedious  process  of  separation ;  there  was  no  pedicle,  the 
growth  being  embedded  in  the  folds  of  the  omentum,  and 
having  the  transverse  colon  below  it.  The  tumour  was  not 
hydatid ;  and  Dr.  Gooding  considers  that  its  origin  might  have 
been  due  to  a  severe  blow  in  the  abdomen,  sustained  some 
months  before. 

Dr.  Buckley,!  of  Manchester,  has  removed  a  cholesterine 

cyst   of   the  omentum,  weighing  32   ounces.     The  cyst   was 

1  thick-wallcd  and  globular,  and  its  contents  were  cholesterine, 

H  fat,  and   compound   granular  dibris,  —  the    whole    soluble    in 

H 

^1  Ormsbyi   removed  successfully,   from  a  woman   of   26,  a 

^^  multilocular  cj'stic  growth,  attached  by  a  well-defined  pedicle  to 


*  OHM.  Trans.,  xiiii..  p.  i6j. 
I  But.  MtJ.  youiM..  i.,  tSSj,  p.  5tS. 


*  Lasat,  Feb.  nth.  tSSj. 
Bru.  Mid  Jaun.,  May  i6[h,  iSSj. 
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llie  omentum,  tveighini;  75  pounds.    The  nature  of  (he  growth 
is  not  described  in  tho  short  notice  of  the  opeiation. 

Lsst  year  I  cemovcd  a  cystic  ttimoiir,  attached  only  to  the 
omentum,  from  a  married  woman  aged  44.  It  consisted  of  one 
large  cyst,  containing  nine  pints  of  clear  albuminous  fluid,  in  a  sac 
of  uniform  thickness  and  of  pearly-white  colour.  At  the  ute  of 
its  attachment  to  the  omentum  wcie  several  semi-solid  nuases, 
together  alMul  as  large  as  the  closed  list.  Sections  through 
these  disclosed,  in  one  portion,  a  cavity  containing  characteristic 
dermoid  material,  with  hairs  and  cartilaginous  nodules;  in 
another  part,  an  aggregation  of  minute  cysts,  full  of  clear  bright- 
yellow  fluid  which  floated  in  globules  on  water,  and  was  evidently 
liquid  fat.  In  the  largest  of  these  cysts  small  coherent  masses 
of  pure  fat  were  found.  The  pedicle  was  simple  omentum, 
about  as  thick  as  two  fingers.  Near  the  insertion  of  the  pedicle 
was  a  fleshy  mass,  which  was  llie  enlarged  fiml>riate<l  extremity 
of  a  Fallopian  tube.  Not  till  the  growth  was  examined,  afler 
the  operation  was  concluded,  did  1  suspect  that  the  Cyst  was 
really  ovarian,  the  pedicle  having  been  twisted  through.  A 
thorough  examination  of  Ihc  tumour  by  Mr.  liland  Sutton* 
showed  it  to  be  a  mixed  dermoid  and  glandular  ovarian  growth. 

Hydatid  Cysts  0/  tht  Omentum  have  several  times  t>een  re- 
moved. Solitary  echinococcus  cysts  of  the  omentum  are  rare. 
Wickham  L-egg.l  Annandalc,  Witzel,  and  others  have  described 
cases.  Witzd,;  in  relating  a  case  of  omental  hydatid  occurring 
io  8  girl  of  ten  on  whom  he  operated,  takes  occasion  to  fully 
discuss  the  symptoms  and  treatment.  Pain,  lateral  and  upward 
mobility,  movements  synchronous  with  the  respiratory  acts,  and 
certain  digestive  disorders,  are,  in  addition  to  the  physical  signs 
the  leading  features  of  the  disease.  As  to  treatment,  he  recom^ 
mends,  if  there  are  adhesions,  incision  and  drainage.  If  there 
are  numerous  hydatids  in  the  lower  portion  of  the  omentum,  he 
recommends  removal  of  the  omentum,  after  the  application  of  a 
number  of  ligatures  above  the  growth.  Solitary  echinococcus 
should  be  treated  by  incision,  after  fixation  to  the  parietal ' 

*  BnS.  Gt*<K  Jirnn  ,  tliy,- .  1IM7         |  Tt»M.  PMk.  Stc.,  uv..  p   160. 
:  Dntitlu  Jlattfht.  f.  Cht*..  iBSj. 
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with  sutures,  and  drained.  A  small  ecl^iiiococcus  cyst  might 
be  shelled  out  of  its  bed  in  the  omentum  without  being 
opened. 

Abscfts  occurring  in  an  omental  sac  is  of  the  nature  of  a 
localified  suppurative  peritonitis,  and  its  treatment  is  identical. 

Sanguineous  Tumours  of  the  omentum  are  very  rarely  met  willi. 
Dr.  Reamy,  of  Cincinnati,'  relates  three  cases  of  semi-fluctu- 
ating growths  of  the  omentum,  which  yielded  pure  blood  on 
being  tapped.  These  were  sarcomata,  as  Indeed  are  probably 
all  such  growths.  Doran,  Thornton,  Gardner,  and  others  have 
related  similar  cases.  Biistowel  relates  a  case  in  which  cure 
followed  several  evacuations  of  pure  blood  by  tapping,  and 
which  might  have  been  an  omental  cyst ;  but  was,  in  Brislowc's 
opinion,  more  probably  either  a  hsmato-nephrosis,  or  a  cyst  of 
the  spleen. 

Malignant  disease  of  the  omentum,  either  local  or  as  a  part 
of  general  peritoneal  cancer,  requires  no  description. 


Tumours  in  the  Mesentery. 

A  considerable  nuriibcr  of  operations  for  mesenteric  c^-sts 
and  tumours  have  been  recorded. 

Sir  Spencer  Wells;  has  operated  on  two  occasions  for  mesen- 
teric growths,  one  being  cystic  and  the  other  solid.  He  incised 
and  drained  ;he  cyst :  the  patient  died  after  a  few  weeks ;  and 
as  no  further  examination  was  permitted,  the  exact  nature  of 
the  disease  was  not  ascertained.  The  solid  growth,  which  was 
L  about  the  size  of  a  child's  head,  was  successfully  removed  by 

I  enucleation.     Its  origin  was  tn  the  ccUidar  tissue  at  the  root  of 

jj  the  mesentery  proper,  near  the  lumbar  vertebra:.     The  asccnd- 

i  ing  colon  was  closely  connected  with  the  tumour,  in  front  and 

^^H  to  the  right;  and  all  its  blood-supply  was  derived  from  the 
^^^1  mesenteric  vessels.  The  exact  nature  of  the  growth  it  not 
^^^H        recorded. 


7M«f.  Am  Cjn.  Snr..  viii.,  iHllj.  p.  ii^        t   Lfnt.  May  jtb.  iBSj. 
:  Bril.  SftJ.  Jmu^  Dec    t/ti.  iSHi. 
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Lipoma  of  the  mesentcr)-  has  been  met  with,  and  removed. 
Terrillon-  recently  presented  to  the  Academy  of  Medicine  of 
Paris  n  patient  from  whom  he  hud  removed  a  fatty  tumour, 
weighing  lifty-gcvcn  pounds,  liy  enucleation  from  between  the 
layers  of  the  mesentery. 

Homans  I  of  Boston  lias  recorded  two  cases  of  removal  of 
enoimous  fatly  lumoiirs  from  the  abdomen,  which  were  retro- 
pcritonc-il,  and  may  have  been  originuUy  mesenteric.  In  bet, 
mesenteric  tumours  might  properly  be  classilicd  under  the  more 
comprehensive  designation  of  retro- peritoneal,  i^lomans's  lirst 
case  was  that  of  a  man  aged  thirty>nine.  The  girth  at  the 
umbilicus  was  41)  inches;  and  the  tumour  felt  so  fluctu.-iting 
in  parts,  that  it  was  ptincturcd  several  times  in  the  expec- 
tation of  finding  fluid.  A  first  attempt  to  remove  it  failed, 
and  a  second  and  successful  attempt  was  made  some  months 
later.  The  operation  was  one  long  and  tedious  process  of 
enucleation  from  l>chind  the  peritoneum  and  bowels.  The 
patient  sank  from  shoch.  His  second  case,  in  a  woman  of 
sixty,  was  very  similar  to  the  first :  this  patient  also  died  of 
i^ock. 

Cooper  i'-orstcr  showed  at  the  Pathological  Society,  in  1868, 
an  enormous  fatty  tumour,  removed  after  death  from  a  woman, 
which  had  features  in  common  with  those  dcscrilK-d  by  Homans. 
Three  other  cases  arc  described  in  the  Pathological  Society's 
Tnustetiom.  A  similar  case  is  said  by  Homans  to  have  occurred 
in  the  practice  of  Professor  Calvin  Ellis,  of  Harvard  University. 

Cyitsof  Hu  MtuMltry  have  attained  to  dimensions  so  consider- 
able, that  they  have  been  mistaken  for  ovarian  tumours.  Vian  J 
described  three  such  operations,  with  one  success.  WattsJ 
relates  another  case  of  operation  for  mesenteric  cyst  mistaken 
ibr  ovarian  cystoma.  Carter  ||  oiiernted  on  a  cysi  which  sprang 
from  the  left  side  of  the  spine  in  the  lumbar  region  where  the 
mesentery  is  attached,  and  arose  either  between  its  folds  or  from 
the  sub-peritoneal  tissue  below  it.     It  contained  about  sixteen 

*  Ixtter  in  7«">'  jtmtr.  .Vnf.  Auk  t  Lantn,  i,  iSSj.  p.  449, 

;  Tumtmn  it  tAhAomen  |  Atur.  Joan.  OMit.,  1879.  ni.  p.  5}]. 
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pints  of  a  thin,  clear,  slightly  opalescent  fluid,  free  from  albu- 
men, and  containing  a  large  amount  of  chlorides — in  fact, 
presenting  characters  identical  with  the  fluid  found  in  hydatid 
cysts.  No  hooklets  or  other  structures  characteristic  of  echino- 
coccus  were  found.  The  patient  was  a  married  woman,  aged 
44.  There  was  a  history'  of  two  years'  growth  of  the  tumour, 
with  some  pain.  On  opening  the  peritoneum,  the  tumour 
appeared  as  a  thin-walled  cysl,  covered  in  all  directions  with 
large  veins.  It  was  tapped,  and  found  to  he  attached  to  the 
side  of  the  spine  and  the  left  lunihar  region,  while  it  was  closely 
surrounded  by  coils  of  small  intestine  which  were  firmly 
adherent  to  it.  An  attempt  was  made  to  enucleate  it ;  but 
hsemorrhage  was  so  free  that  the  operator  had  to  desist,  and 
hnishcd  by  stitching  the  cyst-wall  to  the  parietal  opening, 
cutting  away  as  much  of  it  as  possible,  and  draining  the  cavity. 
The  patient  died  of  sceptica^mia  and  bleeding. 

1  know  of  two  other  cases,  not  yet  published,  of  mesenteric 
growths  removed  by  operation. 


Extra-peritoneal  Cysts. 

Extra  ■  peritoneal  cysts  underlying  the  anterior  abdominal 
wall  form  an  exceedingly  interesting  class.  In  most  of  them  a 
connection  with  the  urachus  has  either  been  demonstrated  or 
rendered  highly  probable.  An  exceedingly  valuable  report  of 
twelve  such  cases,  operated  upon  by  Lawson  Tail,"  has  recently 
been  published.  Of  the  la  operations,  4  died,  and  S  recovered. 
The  origin  of  all  of  them  he  is  inclined  to  ascribe  to  a  patholo- 
gical process  in  some  way  connected  with  an  arrested  or  imper- 
fect closure  of  the  urachus.  In  three  of  t!ie  cases  there  was 
found  to  exist  a  connection  between  the  bladder  and  the  cyst. 

In  his  Brst  case,  the  cyst-wall  appeared  after  division  of  all 
the  layers  except  the  peritoneum.  Thirty  pints  of  brown  thick 
fluid,  with  an  abundant  flaky  yellow  deposit  consisting  chiefly  of 
*  Bnl,  Cyntc.  Sut.  JoutH.,  Nov.,  liiiCi. 
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pus  and  mixed  with  large  fibrinous  masses,  were  removed  by 
lapping.  Tlw  cyst -wall  was  completely  enucleated  without 
entering  the  peritoneum.  "  The  cyst  did  not  dip  into  the  pelvis 
at  all,  and  the  anterior  parietal  iicrilonciim  did  not  reach  Ibe 
wall  lower  than  the  ensiform  cartilage.  The  intestines  and  the 
pelvic  oTfcans  coiild  be  felt  through  the  anterior  peritoneal  Told, 
non  -  adherent,  and,  as  far  as  could  be  determined,  perfectly 
healthy."  The  inner  surface  of  the  cyst  "  consisted  of  broken- 
down  mucoid  epithelium,  infiltrated  everywhere  with  pus  lying 
upon  the  iMsement  membrane,  which  consisted  almost  entirely  of 
muscular  fibres."   The  patient  died,  in  three  days,  of  exhaustion. 

In  the  second  case  several  pints  of  putrid  urine  were  evacu- 
ated from  the  cyst,  and  the  patient  recovered  with  a  uritury 
hslula.  She  died,  a  month  later,  of  the  effects  of  a  niiscairiage. 
In  the  third  case,  the  patient  was  in  an  almost  helpless  condition, 
from  suppuration  in  the  cyst  and  gangrene  of  its  walls,  and  died 
of  exhaustion  from  excessive  suppuration  seventeen  days  after 
operation.  The  condition  in  this  case  was  very  similar  to  that 
found  in  the  hrst. 

In  the  fourth  case,  the  peritoneum  covering  the  cyst  left  the 
abdominal  wall  about  two  and  a  half  inches  above  the  umbilicus, 
and  "presented  a  curvilinear  fold  running  down  outwards  and 
liackwards  symmetrically  on  each  side  to  about  the  middle  of  ^ 
ihe  gieat  cresi  of  the  ilium,  and  this  was  reflected  at  once  on  to  - 
the  promontory  of  the  sacrum,  llehind  this  apron,  consisting 
of  the  cyst-wall  and  peritoneum  united,  the  intestines  and  other 
organs  could  be  felt.  The  whole  of  the  pelvis  was  entirely 
destitute  of  peritoneum,  and  was  occupied  instead  by  a  cyst- 
wall  ;  and  standing  up  in  the  middle  of  the  cavity,  bounded  oit ' 
both  sides  by  the  cyst-wall,  was  the  uterus,  and  what  ought  to 
have  been  the  broad  ligaments.  The  bladder  had  a  similar 
relation  to  the  cyst-wall  that  it  ought  to  have  had  to  the  peri- 
toneum ;  and  then  from  the  base  of  the  bladder,  running  up  and 
lining  the  puslcrior  surface  of  the  transversalis  fascia,  was  tlie 
continuation  of  the  cyst-wall.  The  fluid  of  the  cyst  was  clear, 
and  floating  in  it  were  slucds  of  delicate  membrane,  with  lumps 
of  fat  in  it,  presenting  precisely  the  appearance  of  the  omentum 
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H  of  the  foetus."   The  cyst  was  emptied,  spoDged  out,  and  drained. 

^M  Suppuration  set   in,  and   killed   ttie  patient  ux  weeks    .-iftur 

^M  operation. 

^1  The  hfih,  sixth,  seventh,  eighth,  and  ninth  cases  wcic  very 

H  similar  to  the  fourth.     The  tenth  case   had   been  previously 

^M  operated  upon  by  another  surgeon.     The  cyst-walls  "weie  of 

^1  that  peculiarly  gelatinous  frialile  material  which  is  common  to 

^B  all  these  cases."     After  dissecting  through  the  posterior  wall  of 

H  the  cyst,  the  operator  found  immediately  underneath  it  the  loose 

^1  vascular   serous  tissue  observed  in  some  of  the  other  cases. 

^H  Dissecting  cart^ftilly  on,  he  came  upon  a  piece  of  intestine,  and 

H  then  with  his  lingers  found  that  he  "could  readily  separate  the 

H  coils,  which  were  attached  to  it,  not   hy   adhesions,   but   by 

B  connective   tissue,  very  extensile  and  what  wc  are  perfectly 

H  accustomed  to  in  all  regions  whicli  are  Immediately  connected 

^B  with  organs  not  enveloped  in  the  peritoneal  layers,  the  appcar- 

H  ances    being    totally    different    from    those   of    inflammatory 

^M  adlicsions.    The  cyst  travelled  everywhere  down  into  the  pelvis, 

^M  and  the  pelvic   organs  could   be  felt   through  its  walls."     It 

^M  seemed  to  the  operator  that  this  patient   had   no  peritonGal 

^M  cavity  at  all,  and  that  the  intestines  lay  enveloped  in  fat  and 

H  loose  extensile  cellular  tissue. 

*  Cases  xi.  and  xii.  were  not  unlike  the  others.     Portions  of 

the  cyst-wall  of  case  xi.  were  removed,  and  submitted  to  micro- 
scopic examination  by  Mr.  Bland  Sutton.  He  found  a  "  mix- 
ture of  fibrous  and  non-striated  muscle-tissue,  arranged  in 
fascicub  closely  corresponding  to  the  disposition  of  the  bundles 
of  tissue  which  make  up  the  walls  of  the  urinary  bladder. 
Scattered  throughout  the  whole  thickness  of  the  sections  were 

LKinall  calcareous  nodules.  It  was  difficult  to  make  out  any  defi- 
nite cpithdial  investment  to  the  sections ;  but  on  scraping  the 
smooth  surface  of  the  s|>ecimen  with  a  cover  glass,  the  field  of 
the  microscope  became  crowded  with  flattened,  rounded,  and 
pyriform  cells,  similar  to  those  found  lining  the  interior  of  the 
urinary  bladder,  only  very  much  smaller."  Mr.  Sutton  con- 
siders that  "as  the  urachus  is  lined  with  epithelium  agreeing 
in  shape,  and  continuous  with  that  found   in  the  interior  of 
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the  bladder,"  the  evidence  !d  favour  of  these  cysts  being 
allantoic  is  complete.' 

Bantockl  relates  two  cases,  very  similar  to  those  of  Tait. 

Cenain  cases  of  relro-pcritoncal  cysts  containing  chylons 
contents  have  been  recorded.)  These  are  probably  connected 
with  the  thoracic  duct  or  other  large  lymph-channels.  The 
treatment  is  incision  and  drainage. 

Tumours  not  cystic  arc  found  in  connection  with  the  ura- 
chus — sarcoma,  for  instance.  Mr.  Ewens  recently  exhibited  at 
the  Bristol  Mcdico-Chiturgical  Society  a  remarkable  specimen 
of  sarcoma  of  the  urachus  which  he  had  attempted  to  remove. 
Such  cases  have,  however,  a  pathological  rather  than  a  prac- 
tical interest. 

New  growths  in  the  paiietes,  originating  in  the  muscles  or 
fttcix,  (hough  they  bulge  inwnids  on  the  peritoneal  cavity  and 
may  require  removal  of  peritoneum  before  they  can  be  com* 
plctcly  eradicated,  do  not  require  special  description.  Weirj 
has  operated  .successfully  on  one  of  the  most  remarkable  cases  of 
this  sort :  the  tumour  weighed  nearly  fourteen  ]>ounds.  Briddon, 
Thomas,  Hcinckc,  L'zemy  and  others  have  had  similar  coses. 
Sarcoma  is  the  form  of  new  growth  most  frequently  met  with  in 
the  parietes.  Around  or  in  the  umbilicus  are  found  polypus, 
papilloma,  lihroma,  and  epithelioma.  I  have  seen  a  case  of 
epithelioma  of  the  umbilicus  complicated  with  intestinal  Astula. 


For  all  such  rare  and  peculiar  conditions,  definite  and  pre- 
cise rules  for  operative  treatment  cannot  be  laid  down.  Most 
case«  come  upon  the  surgeon  as  a  surprise ;  and  itidr  operative 
handling  must  be  decided  upon  on  the  spur  of  the  moment,  and 
carried  out  according  to  broad  principles  established  for  ab- 
dominal operations  in  general. 

*  For  futiber  informntioD   conccrniiiic  Allantoic   cyiti,  consult    Blaad 
Sdtton'*  iHlrfJiutHn  to  CiiuTtt  Ptlholagy.  wbere  iilw  funliw  rchvt^cea  nuy 
be  fouiMl.      Aa  cuhaiulii'c  pttporoo  AtavnctltlHt  ef  llu  Vrjikai.  I17  )uam  A. 
I'recr  of  WaihinglOB.  iapablisbtd  in  Ihe  Jaufjc/  Surety  itnJeeb,,  1S87 
r  Brit.  Gyn4t.  Stc.  y^m..  Nov .  tS3C^  p.  348. 

iKilim.Bttl-KliM   tl'Mi.  uv ,  tSaa,       f  N  V  a/n/  Ak.  Decani.  i8»r- 
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5  UPRA  -PUBIC    CYSTOTOM  Y. 


1  HAVE  adopted  this  name  for  the  operation  to  be  described 
because  it  is  the  one  generally  used.  Epicystotomy  is  not 
definite  enough  ;  it  might  be  applied  to  the  gall-bladder  as  well 
as  to  the  urinary  bladder.  Hypogastric  cystotomy  is  the 
name  I  prefer ;  it  is  sanctioned  by  historic  usage  (cystitomia 
hypogastrica)  ;  it  is  the  name  most  commonly  used  in  France 
(taille  hypogastrique) ;  and,  as  naming  the  operation  from  the 
region  in  which  it  is  performed,  it  runs  parallel  with  a  similar 
operation  performed  in  another  region — the  perineum.  But 
there  is  no  strong  objection  to  the  term  adopted,  and,  as  I  have 
said,  it  is  the  one  best  known.  The  "  High  Operation  "  (Sectio 
alta)  is  a  name  frequently  emploi'etl. 

41 
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HisroRY. 

In  this,  as  in  other  historical  cnqtnrics,  we  have  to  discriiiii- 
oatc  between  the  man  who  ignorantly  stumbled  on  the  invention, 
and  him  who  knowingly  elaborated  it ;  a  third  individual,  who 
follows,  imitates,  modifies,  or  i>erverts,  also  requites  con- 
sideration. 

It  is  a  curious  fact  that  Pierre  Franco  (or  dc  Franco,  as  he 
is  sometimes  named),  the  surgeon  who  first  peiformed  the 
operation,  deserves  no  credit  as  its  inventor,  while  ils  real 
inventor,  Roussclus,  never  performed  it.  Franco  was  a  surgeon] 
who  practised  at  Tourriere^  in  Provence,  during  the  middle  and] 
latter  portion  of  the  sixteenth  century.  In  1556  (not  1561 — a 
later  edition — or  1581,  as  is  sometimes  stated)  Ite  p4ibli»hed  at 
Lyons  a  book  on  Hcmia.*  A  rc-impression  of  this  first  edition 
was  printed  during  1S84  in  the  Haw  de  ChimrgU.  In  the  course 
of  his  narrative  he  makes  the  following  "reciteray:"  "I  will 
recite  what  once  happened  to  me,  intending  to  extract  a  stone 
from  a  child  of  two  years  old,  or  thereabout ;  in  which,  having 
found  (he  stone,  of  the  bigness  of  a  hen's  egg,  or  very  near,  I 
did  all  1  could  to  bring  it  down  [on  the  gripej ,  and  finding  l)iat 
I  was  not  able  to  bring  it  forward  t>y  all  my  endeavours,  the 
patient  oeing  exceedingly  tormented,  and  also  the  parents 
desiring  that  he  should  die  rather  than  live  in  such  misery ;  add] 
to  this,  thai  I  was  not  willing  to  be  reproached  with  not  being 
able  to  extract  it  (which  was  great  folly  in  me),  1  determined, 
with  the  imponunily  of  the  father,  mother,  and  friends,  to  cut 
the  said  child  above  the  o&  pubis,  since  the  stone  would  not  fall 
down  ;  and  he  was  cut  above  the  |nibis,  a  lUtU  m  ofu  ndt  (mh  /ra 
4  cnii),  u]}on  the  stone ;  for  I  lifted  it  up  with  my  fingers,  which 
were  in  the  anus,  and  on  the  other  side  holding  it  down,  by  the 
hands  of  a  servant,  which  ptes.4ed  the  belly  upon  the  stone,  by 
which  means  the  stone  w:ls  extracted,  and  a  little  after  the 
patient  was  cured  (notwithstanding  he  had  been  very  ill),  and 
the  wound  healed.     However,  I  do  not  advise  any  man  to  do 

*  PiM  TraUt  wr  In  Htnfu. 
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the    like."      This    is  Cheselden's    very   correct    translation    of 
Franco's  words.* 

In  1590  Roussetus  published  his  great  work  on  Csesarcan 
Section,  in  which  he  gave  a  nuome  and  accurate  account  ot  the 
iuiatotny  of  the  parts  concerned.  Roussetus  was  the  greatest 
physician  of  his  day.  possessed  of  an  insight  and  knowledge 
which  came  very  near  being  genius.  It  is  not  surprising,  there- 
fore, that  his  studies  in  the  anatomy  of  Cesarean  Section 
suggested  the  hypogastric  route  for  entering  the  bladder.  Rous- 
setus knew  of  Franco's  operation,  and  sharply  censured  him  for 
dissuading  others  from  following  in  his  footsteps,  while  he 
sensibly  combats  the  generally  received  opinion  that  wounds 
of  ihcbladder  were  necessarily  fatal.  Finally,  he  elaborated  the 
operation  which  he  recommended  by  experimenting  on  the  dead 
body;  and  this  operation  is,  to  all  intents  and  purposes,  the 
operation  as  it  is  performed  to-day.  The  patient  is  laid  on  his 
back,  the  bladder  is  filled  with  milk,  or  barley-water,  or  a 
"  vulnerary  decoction,"  by  means  of  a  syringe  which  fits  on  to  a 
silver  catheter ;  the  penis  is  grasped  by  the  hand  of  an  assistant, 
or  tied  by  a  "soft  twist  of  cotton."  He  then  accurately 
describes  the  supra-pubic  incision,  and  the  inodc  of  exposing 
the  bladder.     The  puncture  in  the  bladder  is  made  by  a  sharp- 

*  I  EivaFraneo'townwordsI>vcausr,miIii.-<inl>-Tecctit  Enyllih  monognpli  on 
(he  opcTiitlan  (Sit  Henry  Thompion'i),  the  mettiod  KmiKo  employed  U  Raid  la 
liavc  been  "  to  inject  ihc  bUddcr  (arcibly  uith  water,  tbe  presence  of  which 
was  iaiunrd  by  [he  anisiant  grasping  Ihc  penis  duriD;!;  111?  operalion.  and  la 
dlMcci  ilie  bl.vlder  in  the  m«dl*n  line  witliout  a  ttalT,  opcninii  the  orKiin  at 
the  anterior  ft*pcci  behind  (he  lymphysit."  Fnnco  diilinclly  ay«  he  did  »ot 
cul  in  Ihc  median  line,  and  bis  simple  words  on  Korcely  be  elaborated  inlo 
duKribing  injection  of  Ihc  bladder  and  grajiptns  the  penis,  Thompion't 
hiaion'cat  remarki  are  in  oilier  r«sp«ci(  open  10  cniicism.  Thus.  Franco  was 
not  "ihosurgoMi  ut  Latuanne."  bui  o(TourrierM.  in  frovcnce.  HeoonfuiM 
John  Douglfts,  Ihe  surgeon  who  lirit  operated,  with  bis  brother,  James 
Douglas,  the  physician  who  llrei  publicly  brought  Torwanl  the  operation.  Tbe 
sentsnce  (p.  9) :  "  AlMiit  this  limc  several  provincial  fiiirKiions  publiihed  caan 
of  ihe  high  opcraiion.  «uch  oa  l'y«  and  Thornhdl  of  Umlol,  Middletoo,  aod 
MacijiU  of  Edinburgh,  ijij-i^."  cootnins  scvcnil  errors.  Middleton  was 
not  of  Edinhurgh.  but  of  Bristol,  and  he  was  not  a  WTRCon,  but  a  poro 
phytician  oi  ihi  old-fashioned  type,  who  pruliably  o*\-er  performed  an  opem- 
lion  in  his  lift  It  happened  that  he  wrote  for  his  friend  and  coUeagoe, 
Thomhill  ihe  surgeon,  the  work  to  be  prewelly  described.  A  copy  of  ihta 
work  (annotated  apparently  by  ibe  author)  is  now  beftiro  mo.  aa J  i*  dated  1737. 
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poinlcd,  sickle- sliiii>c<]  knife:  through  ttiis  puncture  a  curved. 
pTol>c- pointed  kmfv,  Miint  at  the  point,  so  as  to  pull  the  bladder 
upwards  while  it  did  not  cut  it,  is  insinuated  to  enlarge  the 
incision.  An  assistant  pushes  the  sione  forwards  with  his 
fingei  in  the  anus  in  men,  and  in  the  vagina  in  wotnen,  and 
the  surgeon  extracts  the  stone  hy  Angers,  forceps,  or  scoop,  as 
seems  most  convenient.  An  alternative  method,  to  meet  cer- 
tain cases  of  diRicully,  is  to  use  a  greatly  curved  and  furrowed 
sound,  on  the  point  of  which  the  incision  into  Itte  liladder  may 
iw  made.  He  thus  anticipiites  certain  subsequent  procedures. 
Gradual  distension  of  the  bladder  by  ligating  the  penis  and 
preventing  the  discharge  of  urine,  he  speaks  somewhat  dubiously 
about.     It  is  physiologically  sound,  but  practically  intolerable. 

HiUlanus  (1681)  and  Dionitt  (1714)  finding  it  neces.<«ary  to 
introduce  a  description  of  the  operation  in  their  works,  did  so. 
but  without  discrimination  or  even  accuracy.  Bonnet,  a  surgeon 
to  the  Il&tcl  Dicu,  previous  to  this  time,  is  said,  chlelly  on  the 
authority  of  Tolet,  to  have  operat«<l  by  the  high  method  ;  Init 
he  has  left  no  literary  proof  to  this  elTect.  Simon  Pietre,  a  Paris 
physician,  wrote  a  short  treatise  in  favour  of  tlie  opeiattoo  in 
1635 ;  and  various  references  in  general  works  ftiiltsexiiient  to 
this  time  would  seem  to  show  that  the  subject  was  simmering  ia 
the  minds  of  surgeons  in  Paris.  At  length  Francis  Collet  was 
authorised  to  make  experiments  and  re]>ort  lu  the  faculty  at' 
Paris;  he  reported  unfavourably,  and  the  operation  was  pro* 
hibitcd.  Elsewhere  a  few  stray  operations  were  performed, 
rather  from  necessity  than  choice.  Thus,  Grocnvclt,  a  Dutch 
surgeon,  who  wrote  a  treatise  on  Lithotomy,  in  Englisli,  in  1710, 
relates  how  he  was  once  driven  to  perform  the  operation. 
Proby,  a  Dublin  surgeon,  published  in  the  Philoiopkual  Trant- 
artimt,  in  1700.  an  account  of  a  case  in  a  woman  where,  having 
failed  to  remove  a  long  pin  through  the  urethra,  he  cut  down  on  the 
point,  which  was  made  to  bulge  over  the  pubci^,  and  lemoved  it  iaj 
this  way.  These  and  .similar  ojjcrations  had  no  influence  on  the  ad* 
vancement  of  the  operation,  and  it  may  be  said  steadily  to  have 
declined  in  favour  till  1718,  wl>en  the  brothers  Dougl.is  took  it  up. 

On  January  3jrd,  171S,  Dr.  James  Douglas  read  a  paper  on 
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the  high  operation  for  &toue  before  the  Royal  Society,  of  wliJch 
he  was  a  Fellow.  No  doubt  he,  the  physician,  wrote  on  helialf 
of  his  brother  John,  the  surgeon  ant)  liihotomist  to  Westminster 
Hospital:  it  was  a  common  practice  in  those  days  for  the 
cultured  physician  to  do  the  literary  work  of  the  practical 
surgeon.  In  1723  John  Douglas  published  his  treatise  on  tlit; 
operation.  Douglas  was  truly  an  inventor.  When  he  began 
working  at  the  operation  he  was  ignorant  of  Roussetus'  work, 
although  he  knew  of  Franco's  bungling  operation.  The  name 
he  adoptcil,  "Lttholomia  Douglassiana,"  clearly  indicates  the 
position  he  assumes ;  and  lis  admission  by  his  compeers  shows 
that  they  did  not  grudge  him  the  title  of  inventor.  The  brothers 
were  anatomists  and  scientific  men  of  a  high  order,  and  they 
set  about  working  out  the  anatomical  basis  of  the  operation  in  a 
thoroughly  workmanlike  manner.  He  describes  his  method  in 
ten  pages,  and  relates  three  cases,  with  drawings  of  ihe  stones. 
The  bladder  is  to  be  filled  with  wanit  water;  the  catheter  bung 
withdrawn,  the  assistant  instead  of  grasping  the  penis  bends  it 
"down  towards  the  anus,  which  will  hinder  the  water  from 
spurting  out,  and  also  keep  his  hand  out  of  the  way."  The  rest 
of  the  operation  is  essentially  that  of  Rouitsetus.  He  makes 
the  error  of  advising  the  completion  of  the  incision  into  the 
bladder  by  running  the  knife  upwards  towards  the  fundus, 
whereby  the  danger  of  penetrating  the  abdomen  is  increased. 
He  points  out  the  superiority  of  forceps  to  fmgers  in  withdraw- 
ing the  slone,  as  the  fingers  take  up  more  room.  Douglas's 
patients  were  shown  at  the  Royal  Society,  and  thctr  fame  soon 
spread.  He  had  a  good  many  followers  in  England,  some  of 
whom  wrote  treatises  on  the  operation.  The  most  important  of 
these  are  Chcsriden  of  London  and  ThornhiU  of  Bristol. 

Chcselden  must  have  been  familiar  with  Douglas's  work 
before  Douglas  wrote  his  treatise,  for,  in  1723  he  wrote  his  book 
on  the  high  operation ;  and  liaving  greater  opportunities  of  put- 
ting the  operation  into  practice,  he  was  able  to  publish  nine  cases 
of  operation.  His  description  of  the  operation  occupies  ten  smalt 
pages;  the  rest  of  the  book  is  occupied  with  descriptions  of  his 
cases  and  disseclious,  and  trnn»Utious  of  the  writings  of  Roussc- 
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Itta,  Lc  McTcicr,  Ilildanus.  and  others.  Chcscldcn  gives  Douglas 
the  credit  of  being,  if  not  "  the  iavcntor,  surely  the  fitst  man  that 
ever  practised  it  upon  hving  bodies."  Cheselden'sdcscriptioaof 
llie  operation,  though  ithort  and  somewhat  defective,  is  dear  and 
practical.     It  differs  in  no  important  point  from  Douglas's. 

The  next  important  name  in  the  history  of  the  operation  is 
that  of  Thornhill  of  Bristol,  who  performed  his  first  operation 
in  February,  1722.  When  his  work  was  published  (by  his 
friend  and  colleague  John  Middleton,  physician)  in  1 727,  he  had 
operated  on  at  least  fifteen  cases.  In  Thornhill's  (or  Middleton 's) 
treatise,  the  description  of  the  operation,  with  some  preliminary 
anatomical  matter,  occupies  23  quarto  pages;  and  his  cases, 
criticisms,  and  plates  occupy  47  pages  more.  The  description 
of  supra-pubic  lithotomy  as  performed  by  Thornhill  is  marvel- 
lously good.  From  his  description  of  how  the  assistant  is  to 
hold  the  peniK.  "with  a  rag  lielween  the  lingers  and  thumb, 
that  it  may  not  •'lip  "  ;  his  warning  against  over- distension  of  an 
ulcerated  bladder;  his  accurate  description  of  the  contraction 
of  the  ends  of  the  recti,  and  how  this  may  t>e  obviated;  the  risks 
of  cutting  upn-ards;  the  manner  in  which  the  peritoneal  fold  ts 
pushed  downwards  hy  straining;  how  to  keep  up  the  collapsing 
bladder  after  it  is  incised ;  and,  Rwrc  particularly,  by  his  fertility 
of  resource  in  treating  his  cases  and  their  complications :  one 
cannot  avoid  the  conclusion  that  Thornhill  was  at  his  own  time, 
and,  indeed,  for  a  century  and  a  quarter  later,  (he  best  exponent 
of  supra-pubic  lithotomy.  He  had  greater  experience  than  any 
of  his  age ;  he  sliowed  a  finer  appreciation  of  the  difTicultics  and 
peculiarities  of  the  operation ;  and  undoubtedly,  as  a  perusal  of 
his  cases  must  show,  he  exhibited  more  daring,  and  at  the  same 
lime  more  caution,  than  any  of  his  predecessors.*' 

*  The  dcellpnce  of  ThonUiill's  vrotk  to  imprewed  nw.  that  t  have  takea  a 
l^ood  dMl  of  xtottVle  tn  rioadallng  hii  htuotj.  Fonuoaldy.  Ibor  .ire  lunple 
mean  of  doliiR  >o  in  tlievn-yruUrtconboflhellrMlol  Royal  Inliimary.  vhicfa 
are  aow  in  in  Littnry.  Thornhill  wa*  it*  tint  niugeon.  appoinicd  ia  1737  , 
.tod  be  wtt*  tha  moM  conspicuoussUTg«Miof  hisday  In  UrinloL  ItcwMtilfUy 
pronperoua,  «omewhal  of  a  dandy,  almoit  tndepeodenl  o(  bis  profaMioa,  a 
brilUanl  opcralor,  tnit  appireolly  circleu  of  rcpuuttoo.  and  foUowiag  inde- 
pendtnlly  die  btnt  of  a  scnim  ihni  wu  cltarly  tomcwhat  tnmic.  Il  was  in 
complete  hannany  with  hn  nature  ibat  he  ibould  oot  laha  iho  Irodtik  lo  lajr 
a  word  tlioui  hl>  uvrk.  but  kavc  (he  writing  10  hi*  friend  Middleton. 


HISTORY. 


est 


To  give  an  idea  of  the  keenness  of  Thornhtll's  insight 
into  the  essentials  of  the  operation,  I  quote  the  following 
remarks,  which  appear  as  a  foot-note  in  his  woth  (p.  17) :  "  I 
was  in  hopes  that  the  place  for  the  puncture  mi({ht  be  fixed  to 
the  salisfaclion  of  everybody,  by  searching  gently  with  tlic- 
linfier,  for  the  insertion  of  the  uraehus  in  the  bottom  of  the 
bladder,  which  in  an  adult  subject  I  have  observed  to  be  pro- 
minent, like  a  httlc  knob,  pretty  hrm,  and  as  big  as  a  large  pea, 
only  somewhat  flatter;  and  the  finger  being  placed  upon  it,  the 
puncture  might  be  made  immediately  below  it  with  an  absolute 
certainty.  But  1  find  this  direction  is  fallible  in  live  subjecia, 
where,  the  fibres  being  all  in  action,  the  part  seems  so  equally 
tense,  that  it  is  hard  to  distingtiish  the  insertion  of  the  urachus. 
However,  I  mention  this  as  a  theory,  which  perhaps  may  be 
improved,  and  in  adults  is  not  entirely  to  be  neglected."  This 
is  a  higlily  important  observation  which,  so  far  as  I  know,  has 
never  been  made  before  in  respect  of  this  operation,  .^nd  it  i» 
literally  correct.  With  a  little  practice  in  the  dead-house,  I 
think  it  is  always  possible  to  make  out  the  insertion  of  the 
urachus;  and  if  we  cut  in  the  middle  line  below  this  point,  we 
cannot  injure  the  peritoneum.  It  must  be  remembered  that  in 
Tbornhill's  day  there  was  no  ana^sthesia. 

Samuel  Fye*  of  Bristol,  in  1725,  wrote  a  small  pamphlet  on 
the  operation,  which  does  little  more  than  sliow  his  own  failure 
to  grasp  its  principles  or  put  it  |>ropcrIy  into  practice.  Of  his 
four  cases,  it  is  noteworthy  that  in  one  he  got  primary  union  of 
the  wounds,  and  the  boy,  aged  five,  was  playing  in  the  street  on 
the  fifteenth  day.  Macgitl  of  Edinburgh  wrote  letters  recording 
a  few  cases  to  Middlcton  and  to  Chesclden,  whicli  were  printed 

*  Sumuvl  Vye  wis  a  Bristol  surgeon,  who  had  a  Rreat  rppulation  for  (be 

irc»lmem  of  venereal  discuci. 

"  1'1i«  liomv-bicil  (locumonts  of  Old  Sam.  I'ye 
VJciK'  ^tiinilioK  rules  to  treat  ih«lr  buboM  by."— Chattskton. 

II«  unu  a  rival  of  Thornhili :  and  bis  pamphtcl  was  clearly  dirscted  mninty 
ai^nsi  Thomhill  hiniKlf.  H«  had  very  little  npctiencn  of  the  operation 
Ifour  casa).  and  hit  objection*  to  it  weie  mottly  fanciful  andttupid.  "Old  S«n, 
■')«"  liad  the  >omewhal  queallonnble  honour  of  brinjt  revilsd  by  Challerton 
in  an  unpublished,  and  unpubliahablc,  poem  now  in  Ihc  library  of  ih«  Bristol 
Royal  Inflrnwrr, 
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in  their  books.  In  Trance,  Morand  performed  the  operation  on 
Roussetits's  principles,  and  in  t72SHTote  a  treatise  on  "Cutting 
by  the  High  Apparatus,"  as  it  was  somclimcs  caUed.  Several 
other  surgeons  performed  the  operation,  and  wrote  about  it  at 
this  time;  but  no  improvement,  scarcely  any  diange,  in  the 
metliod  was  recorded  till  Frirc  C6mc  (or  Cosme),  a  well-known 
lithotoinist  in  Paris,  took  it  up.  CAme's  book  was  published  in 
1779,  after  he  had  Anally  elaborated  his  plan.  He  is  said  to 
have  operated  on  nearly  a  liundrerl  patients,  and  n-ith  almost 
uniatcrruptcd  success.  The  chief  pccidiarily  in  Cume's  pro- 
ceeding was  the  use  of  the  somU  a  datd  introduced  into  the 
bladder  throuf,'h  an  opening  made  in  the  perineum  into  the 
membraneous  urethra.  This  instntment  was  a  curved  hollow 
sound  introduced  through  the  perineal  opening  into  the  bladder ; 
by  depressing  it  the  point  was  made  to  raise  the  bladder  into  the 
wound,  an<l  the  conce»lcd  dart  or  slilet  was  made  to  perforati: 
the  bladder.  The  aponeurosis  between  the  recti  was  divided  by 
a  curved  knife  with  a  button  point,  which  pushed  the  peritoneum 
in  front  of  it.  Deschamps  suggested  that  the  low  opening  for 
the  introduction  of  the  sound  should  be  made  through  the 
rectum. 

From  this  period  almost  to  the  present  day  the  operation 
Meadily  dechned,  both  in  favour  and  in  mode  of  perfoimance, 
and  we  need  not  follow  its  fortunes.*  Its  revival  has  been 
Mmply  part  of  the  general  revival  of  surgery  which  has  marked 
(he  last  twenty  years.  At  the  present  day  the  operation  is  where 
Douglas  and  Thornhill  left  it  —  improved  in  the  same  manner 
iind  by  the  same  influences  as  other  surgical  operations  luive 
been  improved,  and  not  least  in  the  way  of  discarding  all  in- 
genious contrivances  for  doing  away  with  the  necessity  for 
educated  lingers  and  anatomical  knowledge- 

In  quite  recent  da^'s  its  m-ival  has  really  been  part  of  the 
quiet  resuscitation  o(  many  old  and  neglected  operations.  If 
anyone  more  than  another  deserves  credit  for  its  re-introduclioni 
it  is  Sir  Joseph  Lister.  Rut  the  most  conspicuous  stimulus  has 
been  derived  from  the  experiments  of  Carson  and  Petersen  on 
*  S««  DuItcB.  L»mit.  Doc  frd  1HX7. 
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the  influence  of  distension  of  the  rectum  in  increaiHng  the 
depth  of  the  supra-pubic  interval.  The  real  value  of  this 
invention  is  now  openly  questioned  by  many  surgeons,  while 
there  ix  no  doubt  as  to  ils  occasionul  riiik:  but,  however  this 
may  be,  their  experiments  have  called  attention  to  the  operation  ; 
and  this  attention  has  assisted  in  placing  the  operation  perma- 
nently among  recognised  surgical  pioceedin(;s. 
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INDICATIONS    FOR  OPEBATIOK. 

Broadly  it  may  be  said  (hat  the  supra-pubic  operation  may 
be  called  for  in  dealing  with  any  conditions  which  may  demand 
cystotomy.  Removal  of  stones,  foreign  bodies,  or  tumours  may 
be  carried  out  best  by  the  supra-pubic  operation ;  drainage  of 
an  inDamed  bladder;  the  provision  of  an  exit  for  urine  in  obstruc- 
tion of  the  natural  passages;  the  formation  of  an  artificial 
Opening  in  cases  of  malignant  disease  where  suffering  is  caused 
by  obstruction  from  the  clotting  of  blood^niay  all  be  indica- 
tions for  operation.  But  they  are  indications  only  in  compe- 
tition with  other  proceedings :  and  the  comparative  values  of 
these  operations  must  be  estimated. 


Sloru  tit  tkt  Bladdir, — The  best  ojieration  for  stone  in  the 
bladder  is  on  all  hands  admitted  to  be  Bigclow's — IJthotrity 
with  evacuation  at  one  sitting.  As  experience  increases  and 
instruments  are  improved,  the  range  of  Bigelow's  operation  is 
being  extended.  Stones  of  a  very  large  size  arc  crushed  by 
powerful  instruments  and  completely  removed  at  one  operation ; 

L while,  with  the  help  of  very  delicate  instruments,  stones  are 
now  successfully  removed  from  vcrj-  small  children,  almo&l  from 
infants.  The  operation  of  election  for  stone  in  the  bladder  is 
undoubtedly  Bigclow's:  on  this  there  is  almost  universal 
unanimity. 
Under  certain  circumstances  this  operation  is  out  of  court. 
Thus  the  stone  may  be  so  hard  that  no  instrument  will  crush  it; 
or  the  process  o)  crushing  may  be  attended  with  danger  to  the 
vesical  walls  fioni  the  flying  olT  of  sharp  fragments;  or  it  may 
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demand  such  a  prolonged  operation  that  the  patient's  life  is 
endangered.  Again,  it  may  be  so  large  that  crushing  by  any 
instrument  introduced  by  the  urethra  is  out  of  the  rjucstion. 
Or,  in  young  children,  froni  Kiiiallness  of  the  urethra,  it  may  be 
impORsible  or  dangerous  to  pass  efficient  instruments.  Ort 
lastly,  looking  at  the  general  condition  of  the  patient  and  the 
sise  of  the  stone,  it  may  appear  that  a  quick  culling  operation 
gives  the  best  chance  of  recovery.  Then  the  deci^on  is  oae 
between  lateral,  or  at  least  perineal,  lithotomy,  and  the  opera- 
tion over  ihc  pubes. 

Taking  the  case  of  young  children  first,  we  often  bear  it 
said  that  for  removal  of  stones  in  the  Madder  we  do  not  want 
a  Ijeiter  operation  than  lateral  lithotomy.  Recent  work  in  crush- 
ing would  seem  to  show  that  hore  wc  have  already  got  an  opera- ' 
tion  at  least  as  good  as,  probably  better  than,  lateral  lithotomy; 
while  as  regards  remote  results  there  can  be  no  comparison. 
A  child  who  has  been  cut  for  «tone  is  not  safe  from  stricture  of 
the  urethra  as  he  grows  up.  In  the  face  of  actual  facts,  the 
position  of  ignorance  as  to  bad  subsequent  results  after  perinealj 
litliotomy  cannot  be  upheld.  In  this  Bristol  district,  where 
Ktone  is  rare,  I  have  seen  in  the  last  nine  years  five  operations 
for  perineal  fistula  following  perineal  lithotomy,  and  1  have  been 
concerned  in  the  treatment  of  one  case  of  stricture  and  one  of 
fistula  from  the  same  cause.  And  the  treatment  of  th««e  catas* 
trophes  is  not  always  easy  or  successhil;  the  stricture,  at  least) 
may  be  said  to  last  during  the  life  of  the  patient.  In  a  very 
successful  operation  for  fistula  performed  by  Mr.  Board  at  the 
Bristol  Infirmary  last  year,  the  stricture  was  not  marked,  and  tlie 
result  may  l>c  said  to  be  curative;  but  in  all  the  others  which  I 
have  seen  the  operation  did  not  cure  the  stricture.  Knowing 
what  we  do  of  the  causation  and  results  of  traumatic  stricture 
of  the  urethra,  it  is  surjirising  that  evil  effects  so  seldom  follow 
]ierincal  lithotomy  in  children.  Sexual  incompetence,  or  rather 
sterility,  must  also  be  reckoned  among  the  possible  effects. 

Stricture,  tistula,  sexual  incompetence — separately  or  com- 
bined— must  be  admitted  to  be  rare  sequences  of  perineal 
lithotomy.     But  that  the)-  arc  possible  sequences  cannot  be 
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denied.  Now  if  the  supra^pubic  operation  can  show  immediate 
results  as  good  as  tlie  perineal,  and  a  complete  absence  of 
remote  drawbacks,  then  the  suprapubic  operation  sliould  lie 
selected.  Even  if  the  pcr-ccniagc  against  the  perineal  were  as 
small  as  one,  this  one  case  for  fixing  a  rule  in  sound  surgery 
should  be  decisive.  In  children,  therefore,  i  should  say  that 
where  the  crushing  operation  is  negatived,  the  supra -pubic 
should  be  adopted.  A  further  argument  in  favour  of  its  adop- 
tion in  children  is  the  favourable  posilioQ  of  the  bladder,  and 
the  usually  healthy  condition  of  the  involved  tissues. 

In  the  case  of  adult  males,  the  size  of  the  stone  and  the 
condition  and  age  of  the  patient  have  most  influence.  Pro- 
longed antesthesia  for  crushing  and  evacuation  is  full  of  danger 
for  old  or  enfeebled  patients:  and  stones  over  two  ounces 
in  weight  are  best  removed  by  the  supra-pubic  route.  Very 
large  stones  must  be  removed  in  this  way.  Indeed,  the  siitc 
of  the  stone  would  seem  scarcely  at  all  to  intlucnce  the 
death-rate  !a  this  operation.  The  patient  from  whom  Mr. 
T.  Smith  removed  a  stone  weighing  24J  ounces  made  a  better 
recovery  than  Sir  Henry  Thompson's  patient,  whose  stone 
weighed  14^  ounces.  Here  the  operation  is  one  of  necessity, 
not  of  choice.  Such  enormous  stones  can  be  removed  neither 
by  crushing,  nor  by  cutting  through  the  perineum. 

In  elderly  patients  with  stones  which  it  is  either  impossible 
or  unwise  to  crush,  it  is  mainly  a  question  of  saving  of  life.  In 
very  young  patients  it  is  not  so  much  a  question  of  saving  life^ 
all  the  operations  are  comparatively  safe  in  this  respect — as  of 
permitting  an  existence  free  from  future  trouble.     Now,  the 

L drawbacks  after  perineal  lithotomy,  if  small,  are  undoubtedly 
present  :  after  supra-pubic  lithotomy  they  are  simply  non- 
existent.  It  is  probable  that  increasing  perfection  of  instru- 
ments will  admit  of  crashing  in  male  children  of  the  most 
tender  age;  but  a  small  proportion  must  always  remain  where 
a  cutting  operation  is  best.  This  o|>eiation,  with  the  evidence 
before  us,  should  nearly  always  be  the  supra-pubic  one.  For 
cases  in  advanced  life,  or  with  large  stones,  the  operation 
should,  in  the  majority  of  instances,  be  the  supra-pubic  one. 
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In  the  case  of  females  witli  stone  ir  the  bladder,  the  question 
of  supra-pubic  cystotomy  is  not  so  frequently  presented  to  its. 
The  stone  must  be  a  very  large  one  which  cannot  he  crushed 
through  the  female  urethra.  For  stones  of  moderate  size  which 
are  too  hard  to  crusJi,  incision  of  the  urethra,  with  dilatation  of 
the  neck  of  the  bladder,  and  subsequent  immediate  suturing  of . 
the  divided  urethra,  is,  in  my  opinion,  a  simpler  and  better 
operation  than  supra-pubic  cystotomy.  Incision  tlirougli  the 
bladder  and  vagina  i&  not  a  commendable  operation.  For  very 
large  stones,  four  ounces  and  upwards,  the  supra-pubic  operation 
is  proI>nbly  the  best. 

Nothing  need  here  be  said  as  to  the  symptoms  and  diagnosis 
of  vesica]  calculus. 


Foreign  Bodits. — Here  the  operation  selected  must  depend  on 
the  nature  of  the  foreign  botly  present.  In  most  cases  the  call 
to  operate  is  not  made  till  the  body  is  coated  more  or  less  com- 
pletely with  phosphates,  and  in  many  the  body  is  completely 
buried  in  the  heart  of  a  stone.  In  llie  second  case,  if  a  cutting 
operation  is  decided  upon,  it  is  lithotomy  pure  and  simple;  but 
if  lithotrity  is  lh«  operation  selected,  and  the  foreign  body  is 
metallic,  then  crushing  may  result  in  failure.  Of  course,  if  it  is 
known  that  a  foreign  body  is  present  that  cannot  he  crushed, 
this  calamity  may  be  avoided. 

In  tliose  cases  where  allention  is  called  to  the  presence  of 
the  foreign  l)ody  very  soon  after  it  has  been  introduced,  and  the 
nature  of  it  is  known,  attempts  may  be  made  to  extract  it  by 
means  of  any  of  the  ingenious  Kedrcssors,  or  Uasculcurs,  or 
Duplicators,  or  special  forceps  invented  for  the  purpose.  The 
success  which  )ias  followed  the  use  of  these  and  such  instru* 
ments  in  removing  foreign  liodies  from  the  bladder  lus  been 
most  encouraging.  In  Ocnuc^'s  collection  of  249  cases  of  foreign 
bodies  which  had  necessitated  lithotomy  or  extraction,  there 
were,  prior  to  1^30,  too  cases  of  lithotomy  and  17  of  extraction; 
while,  s>ili«c<iuenlly  to  1R30,  lltere  were  only  2t  lithotomies,  the 
rest  being  rxiraclions.  I'oulet  found  in  a  fuller  analysis  a  some- 
what greater  proportion  of  lithotomies.     He  points  out  that 
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simple  extraction  is  by  no  means  so  free  from  danger  as  might 
be  supposed  ;  that  ihe  bladder  or  the  passage  may  readily  be 
wounded ;  and  that,  on  the  whole,  there  is  not  much  to  choose 
between  culling  and  extracting,  at  least  so  far  as  the  male 
bladder  is  concerned.  In  the  case  of  the  female  bladder,  if 
dilatation  of  the  urethra  is  employed  and  the  bladder  explored, 
extraction  is  a  far  safer  proceeding. 

Any  attempt  to  give  definite  rules  for  the  selection  of  the  best 
mode  of  removing  foreign  bodies  must  fail  in  the  face  of  their 
almost  endless  variety.  Generally  speaking,  if  the  foreign  body 
is  very  long,  if  it  is  composed  of  brittle  material,  such  as  a  glass 
tube,  and  more  especially  if  its  ends  are  sharp,  or  perhaps  em- 
bedded in  the  vesical  walls,  the  supra-pubic  operation  is  the  best 
to  select.  In  cases  where  there  is  evidence  of  perforation  of  the 
bladder,  the  supra-pubic  operation  must  be  extended  to  ab- 
dominal section  ill  order  that  the  rent  may  be  sutured.  Evidence 
of  perforation  of  Ihe  bladder  usually  follows  closely  on  the 
occurrence  of  the  injury.  In  some  cases,  however,  perfora- 
tion takes  place  very  slowly  by  ulceration,  and  reaches  the 
general  cavity  only  after  the  formation  of  peii-vesical  abscess, 
In  an  extraordinary  and  probably  unique  case  which  I  have 
recorded  elsewhere,"  one  end  of  the  rib  of  an  umbrella,  two 
inches  in  length,  lay  among  the  intestines,  while  the  other  ex- 
tremity was  inside  the  bladder  embedded  in  a  phosphatic  stone 
of  the  size  and  shape  of  a  plover's  egg.  The  patient,  a  lunatic, 
had  exhibited  no  symptoms  of  its  presence,  and  dievl  of  another 
cause.  Here  abdominal  section  would  have  been  essential  to 
the  proper  completion  of  the  operation,  for  in  no  other  way 
could  the  perforation  have  been  closed. 

There  can  be  no  doubt  that  the  removal  of  a  sharp  or  large 
foreign  body  may  be  carried  out  with  less  risk  of  wounding  the 
vesical  waUs  by  the  hypogastric  than  by  the  perineal  method. 
There  is  more  room ;  the  whole  Iwdy  is  within  easy  reach  of  tlie 
finger,  and  perhaps  may  be  brought  into  view ;  and  ii  is  easy  to 
ascertain  whether  the  bladder  is  wounded.  The  whole  question 
is  one  which  must  be  left  to  the  discretion  of  the  surgeon,  acting 
•  Umtai  Mti  -Chit.  Jauia  .  March.  i6:S6. 
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upon  such  informntion  as  to  the  nature  of  Ihe  foreign  body  as  he 
can  gatlicr.  The  operation  selected  sJioulil  be  one  l>y  which  the 
foreign  Ixxly can  certainly  be  removed;  it  is  little  less  than  a 
catastrophe  to  tiavc  to  icsort  to  the  supra-pubic  toutc  when  the 
perineal  fnils.  All  such  tentative  surgery  is  to  be  sternly  con- 
demned. There  i«  Utile  to  choose  as  regards  actual  mortality 
between  the  supra-pubic  and  Ihe  perineal  operation  ;  if  there  i* 
the  sliKlilest  doubt  that  one  will  fail,  the  other,  which  cannot  fail, 
should  unhesitatingly  be  adopted. 


TumoKn  of  Ihi  Btadd4r.-~\a  accurate  and  exhaustive  classifi- 
cation of  tumours  of  the  bladder  has  yet  to  be  made.  Sir 
Henry  Thompson,'  working  upon  such  material  as  lay  to  bis, 
hand,  lia»  given  a  classification  which  is  admittedly  tentative  and ' 
temporary.  Looking  at  such  growths  in  the  broadest  possible 
aspect,  I  think  the  best  and  simplest  division  is  into  polypus, 
papilloma,  and  cancer.  For  clinical  purposes  this  division  is 
certainly  satisfactory;  and  it  is  not  unlikely  that,  with  minor 
subdivisions,  it  might  be  made  to  include  all  known  varieties  of 
bladder-growth. 

Polypus  is  almost  peculiar  to  the  bladder  of  children.  In 
structure  it  is  practically  identical  with  the  simple  mucous  poly- 
pus found  on  the  nasal  and  other  mucous  membranes.  Some 
of  them  contain  much  mucoid  substance,  being  practically  myxo- 
mata ;  while  others  are  more  dense,  containing  varying  quantities 
of  fibrous  tissue.  These  poly]>i  are  ofic^n  found  in  great  numbers, 
sometimes  filling  and  even  distending  the  bladder. 

Papilloma,  also  termed  "  Villous  Tumour,"  is  the  best  known 
of  bladder -growths.  It  is  by  no  means  uniform  in  appearancfitj 
In  some  it  is  represented  by  an  exceedingly  fine,  almost  impalp- 
able, growth  of  fimbria:  or  papillec,  set  upon  a  narrow  pedicle 
and  spreading  out  into  a  more  or  less  distinct  mass,  not  unlike  a 
caulillower  in  shape.  Sometimes  these  fine  growths  ate  single, 
oftener  they  are  multiple,  being  three  or  more  in  number ;  rarely 
tliey  are  (bund  scattered  over  the  whole  of  the  cavity.  Eacli 
papilla  or  villus  consists  of  a  fine  basement  membrane  containing^ 
*  T»mimft  fj  til  BljJJtr.     hooikia.  iSS^. 
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blood- vessels, covered  byscvcrallaycrs of  coltimRiir cells  identical 
with  those  covering  the  mucous  membrane  of  Ihe  bladder.  The 
villi  arc  about  Ihe  same  thickueas  from  base  to  apex ;  the  apex  of 
the  whole  growth  is  broader  tliun  the  base,  on  account  of  their 
dividing  as  they  grow.  The  vascular  walls  arc  very  thin,  and 
easily  ruptured.  Thompson  calls  this  variety  the  Fimbriated 
Papilloma.  A  second  variety,  in  which  the  fibrous  tissue  at  the 
base  of  Ihe  growth  (which,  by  the  way,  usually  contains  in- 
organic fibre)  is  :n  considerable  amount,  forming  a  conspicuous 
part  of  the  tumour,  he  calls  Fibro-papilloma.  Some  tumours 
described  as  myoma  would  probably  belong  to  this  category. 
Here  the  fine  fimbria;,  though  present,  are  not  usually  so  long 
or  so  jierfectly  developed  as  in  the  previous  variety.  In  a  third 
variety  the  fibrous  material  at  the  base  is  still  further  developed, 
and  exhibits  in  its  meshes  material  suggestive  of  malignancy. 
It  is  doubtful,  however,  whether  real  malignancy  could  be  proved, 
in  these  cases,  by  any  test  other  lh;in  tendency  to  recur,  which 
of  course  may  also  be  described  as  continued  growth  after  in- 
complete removal. 

All  forms  of  malignant  disease  have  been  found  invading  the 
bladder.  Sarcoma  is  very  rare;  cnccphaloid  has  been  met 
with ;  scirrbuG  of  the  bladder  proper  has  been  described,  but  is 
usually  an  extension  from  a  primary  invasion  of  the  prostate  ; 
epithelioma  is  probably  the  most  coumion  form  of  malignant 
disease  met  with. 

Dermoid  tumour  has  been  found  in  the  bladder,  as  in  most 
other  structures;  and  one  case  is  recorded  in  which  Bryant 
successlully  removed  such  a  growth  from  the  female  bladder. 


The  symptoms  of  polypus  in  the  bladder  in  children  have 
usually  been  those  of  stone,  with  more  than  the  ordinary 
amount  of  tenesmus,  and  with,  perhaps,  more  frequent  attacks 
of  tenesmus. 

The  symptoms  of  papilloma  arc  very  well  known,  and 
usually  sulTicicnlly  definite  to  make  a  diagnosis  highly  probable. 
Still,  exceptions  exist  where  diagno^ia  is  rendered  certain  only 
during  operation.     Symptoms  impress  men  dilTercnlly,     1  have 
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removcct  a  papillomatous  growth  from  the  bladder  of  a  lady 
wbo  was  fot  three  years  treated  by  distinguished  men  (or 
"gouty  kidney."  A  colleague  who  diagnosed  the  case,  and 
sent  me  the  patient,  concluded  it  was  papilloma  after  a  few 
minutes'  conversation  with  the  patient.  Much,  therefore,  de- 
pends on  the  point  of  view  from  which  one  looks  at  symptoms. 

The  first,  the  last,  and  usually,  but  not  always,  the  only 
continuous  tymptom  of  pHpilluma  is  hrmaturin.  In  sotne  case*^ 
it  is  positively  the  only  symptom,  the  patient  showing  no  signs 
of  bladder  irritation  or  inflammation  or  oihcr  trouble  beyond 
bleeding,  and  dyinjc  in  the  end  simply  from  loss  of  blood.  In  most 
cases,  however,  there  is  increased  frequency  of  miclunlion;  occa- 
sionally there  is  tenesmus ;  and  Jn  some  cases,  where  the  blood 
coagulates  in  the  bladder,  there  is  complete  retention,  with  con- 
stant and  ineffectual  attempts  to  empty  the  bladder.  In  one 
ease  I  ha<l  to  sucoop  out  with  the  lingers  enormous  quantities  of 
clot,  which  distended  the  bladder,  before  1  could  reach  the 
tumour.  The  haemorrhage  is  least  profuse  in  the  early  stages, 
and  increases  in  amount,  not  steadily  but  with  remissions,  as  the 
disease  advances. 

In  the  earlier  stages  the  haemorrhage  sometimes  makes  its 
appearance  in  a  manner  which  is  highly  cliar  act  eristic.  Tbe 
water  first  paitsed  is  clear,  or  but  slightly  tinged  with  blood ; , 
towards  the  end  of  micturition  the  tint  becomes  a  brighter  red,' 
and  as  the  act  ceases,  a  few  drops  or  a  little  stream  of  puro 
blood  comes  away,  with  some  p-tin  and  straining.  This  appear- 
ance is  no  doubt  produced  by  compression  of  the  tumour  by  the 
contracting  bladder  and  rupture  of  some  of  its  thin -walled 
vessels.  As  the  bladder  refills,  the  villi,  soaking  in  the  urine, 
go  on  bleeding,  and  cause  a  general  admixture  of  blood,  or  the 
formatiou  of  small  or  large  coagula  according  to  the  amount  of 
blood  discharged. 

Passing  the  sound  in  cases  of  papilloma  usually  gives  nega- 
tive results.  The  finger  in  the  rectum  if  the  patient  Is  a  male, 
in  the  vagina  if  a  female,  fellows  the  sound  as  it  is  moved  about, 
and,  through  the  mucous  membranes,  estimates  the  even  thick- 
ness of  the  bladder- walls,  and  notes  any  fulness  or  induration 
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between  it  and  the  metal.     Only  large  and  firm  papillomatii 
can  be  detected  in  this  way. 

It  is  important  to  make  fircqucnt  and  careful  microscopical 
exiiminalions  of  the  urine,  with  a  view  to  the  discovery  of 
portions  of  the  fimbria;  which  are  constantly  being  shed.  The 
sediment  from  one  or  two  days'  urine  is  permitted  to  settle, 
washed  to  get  rid  of  the  blood,  and  examined  in  detail.  Sir 
Henry  Thompson  makes  the  useful  suggestions,  that  the  bladder 
should  he  washed  out  freely  with  wann  water,  or  that  a  lithotrity 
cvacuator  should  be  used  to  obtain  portions  of  the  growth  for 
cxamiuation.  The  hnding  of  limbrta;  in  the  urine  is  patho- 
gnomonic. The  use  of  the  lithotrite  to  grasp  and  remove 
portions  of  the  growth  is  a  somewhat  haphaiiard  proceeding. 

In  the  case  of  epithelioma  of  the  bladder,  signs  of  vesical 
irritation  come  on  early  and  arc  more  urgent  than  in  papilloma. 
Bleeding  is  more  variable  as  regards  both  occurrence  and 
amount.  Pus  is  found  in  considerable  quantities  in  the  urine, 
and  if  there  is  much  irritation,  ropy  mucus  as  well.  Pain  is  a 
fairly  constant  and  often  urgent  symptom,  referred  frequently 
to  the  hypogastrium.  and  often  to  outlying  regions,  as  the  point 
of  the  penis  and  down  the  ncrv<:s  of  the  thigh.  A  tumour  or 
thickening  may  sometimes  be  palpated  between  the  sound  in  the 
bladder  and  the  finger  in  the  tectum  or  vagina.  Fragments  of 
the  growth  discovered  in  the  urine,  or  in  water  after  waiting 
out  the  bladder,  may  confirm  the  diagnosis.  As  to  the  means  of 
diagnosing  other  forms  of  malignant  growth,  there  is  httle 
beyond  general  principles  to  guide  us. 

It  would  seem  that  we  are  now  in  the  way  of  obtaining,  if 
we  have  not  already  obtained,  a  really  useful  method  of  exploring 
the  cavity  of  the  bladder  by  means  of  the  electric  light.  Accord- 
ing to  Hurry  Fenwick,'  the  incandescent  lamp  cystoscope  of 
Nitze  or  Leiter  is  an  instrument  of  real  practical  utility,  by 
means  of  which  the  whole  cavity  may  be  visually  inspected. 
1  have  no  personal  experience  of  the  instrument;  a  full  des- 
cription of  it  and  the  manner  of  using  it  is  given  by  Fcnwich 
in  the  paper  referred  to. 

*  Sht.  Ma.  yimn..  r«b  4th.  isss. 
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As  to  the  occurience  of  these  growths :  polypus  a  apparently 
almost  confined  to  young  children;  papilloma  is  found  most 
fTcquently  in  adult  males;  epithelioma,  while  equally  frequent 
in  both  sexes,  is  probably  most  common  in  late  life.  No  part  of 
the  bladder  has  immunity  from  these  growths;  all  of  lliem  arc 
most  frequently  found  in  the  base  and  fundus,  and  this  hotds 
true  more  especially  of  epithelioma. 

Id  every  case  where  polypus  or  papilloma  of  the  bladder  is 
diagnosed,  operation  (with  the  ordinary  exceptions)  is  indicated, . 
In  the  case  of  males,  I  consider  that  the  operation  selected 
should  be  supra-pubic  cystotomy.  In  the  case  of  females, 
removal  should  be  attempted  through  the  urethra,  except  in  the 
case  of  very  large  or  very  numerous  growths  spread  over  the 
general  surface  of  the  mucous  membrane.  Setting  the  quL'stion 
of  operation  on  the  female  aside  for  the  moiDent,  we  may  now 
discuss  shortly  the  reasons  for  selecting  the  supra-putMC  opera-_ 
lion  in  the  male. 

The  problem  is  a  double  one:  firstly,  by  what  route  may 
tumours  of  the  bladder  most  easily  be  reached  ;  and,  secondly,, 
by  what  route  can  they  most  readily  and  uniformly  be  removed  ?1 

In  answer  to  the  first  question,  the  present  position  of  the 
surgical  mind  is  probably  not  in  harmony  with  the  mo&t  recent 
surgical  writings.  Thus,  in  188+,  Sir  Henry  Thompson*  de- 
clared emphatically  in  favour  of  the  median  perineal  route. 
The  finger,  carried  through  the  perineal  opening,  is,  he  say%j 
practically  always  capable  of  exploring  the  whole  cavity,  par- 
ticularly with  the  help  of  "  a  strong  and  dclcrmincd  assistant " 
to  push  the  contents  of  the  pelvis  downwards.  That  the  whole 
bladder  may  be  explored  with  the  finger-tip  in  this  way,  there 
can  be  no  dispute;  but  in  the  case  of  fat  patients  with  power* 
ful  abdominal  muscles,  the  proceeding  must  be  more  one  of 
muscular  strength  than  of  delicate  palpation.  But  that  it  cut^ 
be  compared  with  the  supra-pubic  method  as  regards  ease  or' 
thoroughness,  no  one  who  has  tried  the  two  plans  will  admit. 
Every  part  of  the  bladder,  after  the  "Seclio  alta,"  can  be  ex- 
plored with  the  greatest  ease  by  the  finger,  and  muclt  of  its 
*  Twmintrt «/  tkt  Bl44Jft.  p.  ti 
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^B  surface  can  he  brotight  wUliin  the  range  of  vision.     No  force  19 

^m  required  to  push  up  perineum,  or  press  down  parietes;    the 

^B  bladder  lies  ready  and  open  to  ihc  finger. 

H  And  in  all  seriousness  it  may  be  asked,  What  is  the  use  of 

^B  exploring  the  bladder  &t  all,  except  to  proceed  to  removal  of  the 

^H&      tumour?     I  have  already  in  (his  work  protested  against  the  too 

^^F^      prevalent  fashion  of  "exploratory  operations":  an  exploratory 

H  operation  on  the  bladder  that  cannot  at  once  be  converted  into 

B  the    best    curative    operation   should   be  condenined  offhand. 

^^  Exploration  and  removal  should  go  together. 

^1  .\e  to  facility  of  removal,  there  can  be  no  doubt  that  for  the 

H  great  majority  of  tumours  the  supra-pubic  operation  is  better 

^^^       than  the  perineal.     A  few  tumours  could  be  removed  only  in 

^^^        this  way;  and  as  it  is  rarely  possible  exactly  to  loc.ite  a  tumour 

^1  before  operation,  wc  should  select  the  mode  of  operation  which 

H  will  always  succeed.     Some  operations  begun  as  perineal  have 

H  had  to  be  concluded  as  supra-pubic :  this  ought  never  to  occur. 

H  ,  Although  there  is  probably  little  to  choose  as  regards  immediate 

H  mortality  between  the  high  and  the  low  operation,  there  can  lie 

H  no  doubt  that  a  combination  of  the  two  is  inlinilely  wor.te  than 

V  either  separately.     If  in  every  case  where  a  tumour  can  be 

removed  by  the  low  operation,  it  can  also  be  removed  by  the 

high ;  if  in  some  cases  (not  diagnosablc  beforehand)  the  tumour 

could  be  perfectly  removed  only  by  the  high  route;  and  if,  in 

every  case,  manipulation  is  easier  and  more  precise,  the  decision 

in  favour  of  supra-pubic  cystotomy  for  removal  of  tumours  in 

the  male  bladder  cannot  be  in  doubt. 

In  the  case  of  Ihc  female,  1  think  the  best  routine  method  is 
to  proceed  by  incision  of  the  outer  urethra,  followed  by  suture 
after  operation,  with  dilatation  of  Ihc  neck  of  the  bladder.  It 
is  surprising  how  this  division  of  the  outer  urethra,  liberating 
the  finger  from  constriction  and  setting  free  an  invaluable  inch 

Lor  so  of  its  length,  facilitates  exploration  of  Ihc  vesical  cavity. 
The  operation  is  a  trifling  one  as  compared  with  the  low  opera- 
tion in  the  male,  the  bladder  is  rendered  more  accessible, 
and  in  a  far  less  propoition  of  cases  will  there  be  failure  to 
remove  the  growth.  Still,  the  high  operation  in  women  may 
42- 
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be  called  for  in  c«ftatn  rare  cues  of  mal-posed  and  largc-si^cd 
growths. 

Supra-pubic  cystotomy  has  been  proposed  nnd  carried  out 
u  an  exceptional  operation,  (i)  as  a  nvcans  of  drainage  in  cys- 
titis j  (a)  aa  a  mode  of  exit  for  the  urine  when  it  cannot  be 
pas$e<t  by  the  urdlira;  and  (3)  by  McGill  of  Leeds  for  the 
purpose  of  removing  hypertrophtcil  Iol)cs  of  the  prostate  bulging 
into  tlic  bladder  and  obstructing  the  flow  of  urine.  It  is  impos- 
uble  within  the  limits  of  this  work  to  discuss  these  proceedings. 
The  one  operation  of  "Prostatectomy,"  as  it  has  been  called, 
seems  to  me  to  have  proved  the  possibility  of  dcahng  satisfac- 
torily with  a  very  troublesome  condition  which  is  irremediable 
by  other  means.  Experience  alone  will  sliow  its  value.  For  the 
relief  and  subsequent  treatment  of  certain  cases  of  retention, 
particularly  when  depending  on  enlarged  prostate,  Packard  of 
Philadelphia  has  perfonnct)  some  very  successful  hypogastric 
sections. 


AN'ATOUICAL  CONSIOEtUTtOKS. 

The  part  of  tite  bladder  concerneil  in  this  operation  is  that 
portion  which  lies  behind  the  pubes,  between  the  neck  and  the 
insertion  of  the  urachus.  Between  the  anterior  wall  of  the 
bladder  behind,  and  the  posterior  surface  of  the  pubic  bones  and 
the  abdominal  muscles  in  front,  is  a  pyramidal -shaped  space 
filled  with  connective  tissue  and  blood -vessels :  in  and  around 
this  space  take  place  the  surgical  manipuUlions  in  this 
operation.  This  space  varies  in  size  and  shape,  not  only 
anatomically  in  different  individuals  and  at  different  ages,  but 
also  according  to  the  condition  of  the  bladder  as  to  emptiness 
or  distension. 

The  posterior  wall  of  the  sheath  of  the  rectus  definitely 
ends  at  the  curved  margin  of  the  semi-lunar  fold  of  I>ouglas,  be- 
tween the  umbilicus  and  the  pul>c«:  from  this  margin  arise  two 
layers  of  fascia,  which  pass  downwards  between  the  rectus  and 
the  peritoneimi.  The  anterior  layer  is  continued  as  a  thin 
covering  to  the  rectus  and  pyramidalis,  and  lines  the  space 
between  the  bladder  and  the  symphysis  pubis  (Uraunc) ;   the 
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posteiiot  lamina  passes  across  behind  the  uracbus  on  to  the 
bladder,  in  order  to  invest  it,  and  to  join  the  prostatic  capsule 
'and  pelvic  fascia.  Into  the  potential  space  between  these  two 
laniinx  the  expanding  bladder  arises:  they  may,  in  fact,  be 
regarded  as  the  fascial  boundaries  of  the  area  of  operation. 
Od  the  posterior  lamina  lies  the  peritoneum,  following  it  in  all 
its  movements. 

The  parietal  peritoneum  is  reflected  on  to  the  bladder  at  its 
summit,  at  a  point  which,  in  the  middle  line,  always  corresponds 
to  the  iiiKcrlion  of  the  urachus.  Behind  this  point  the  peritoneum 
is  firmly  attached  to  the  bladder-wall;  in  front  of  it,  the  peri- 
toneum can  scarcel}'  be  said  to  be  attached  to  the  bladder  at  all, 
though,  when  the  bladder  is  empty,  it  lies  closely  apposed  to  its 
anterior  surface  as  low  down  almost  as  the  neck  of  the  organ. 
The  level  at  which  the  peritoneum  is  reflected  from  the  parietes 
on  to  the  bladder  may  be,  as  regards  the  bladder  itself,  at  any 
point  between  the  neck  and  the  fundus,  as  high  up  as  its  summit 
represented  by  the  insertion  of  the  urachus.  As  regards  the 
panetes,  the  level  of  peritoneal  reflexion  is  more  variable,  but 
may  extend  to  any  distance  between  zero  and  three  inches 
above  the  puhcs. 

Distension  of  the  bladder  is  the  palpable  means  of  elevating 
this  peritoneal  fold  :  and  as.  almost  from  the  earliest  conception 
of  the  operation,  the  danger  of  wounding  the  peritoneum,  and 
this  means  of  avoiding  it,  were  fully  recognised,  it  might  he 
supposed  that  the  anatomical  descriptions  would,  by  this  time, 
have  been  exhaustive.  They  are  certainly  abundant,  but  they 
are  by  no  means  Imrmonious. 

One  of  the  earliest  proved  points  was,  the  diffcreRcc  in  the 
shape  and  position  of  the  child's  bladder  as  compared  with  that 
of  the  adult,  fn  1756,  Heuerniann  of  Copenhagen*  pointed 
out  that  the  child's  bladder  was  more  elongated  than  the  adult's ; 
that  it  was  practically  an  abdominal  and  not  a  pelvic  organ :  and 
that  the  peritoneal  reflexion  from  it  when  the  bladder  was  full 
rose  higher  than,  and  when  empty  did  not  descend  so  low  as,  in 
the  adult. 
*  Sec  GroM  of  Nsncy.  Mim.  Con/^i  Fntmfais  Je  Chlr.,  t88f.  ane  Scm.  1886. 
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Cruveilliier,  Malgaigne,  Richet,  Pnulet,  Sappey.  And  other* 
made  observations  on  the  anatomy  of  the  bladder  in  confirma- 
tion and  extension  of  the  views  of  Hcucrmann.  More  recently 
Lanf;er/Chauvel,f  Mannheim,;  and  others  have  devoted  special 
attention  to  the  subject. 

The  topographical  anatomy  of  the  bladder  in  general,  and 
more  particularly  in  adults,  has  in  the  last  twenty  years  received 
important  additions  from  the  study  of  frozen  sections.  Those 
of  Pirogofl'  and  Braune  are  among  the  best  known ;  and  among 
their  followers,  special  mention  must  be  made  of  Garson,  who 
devoted  particular  attention  to  the  bladder  during  emptiness  and 
distension,  and  also  when  displaced  by  an  air-bag  distended  in 
the  rectum.  Carson's  sections  were  made  in  Vienna  in  1877. 
and  his  paper  was  read  by  Braune  at  the  Congress  of  German 
Surgeons  in  1878.;  Petersen  of  Kiel  heard  Garson's  paper,  and 
used  on  the  hving  body  the  rectal  bag  as  Garson  had  used  it  on 
the  dead-il  The  practice  of  rectal  distension  seems  to  have 
rivettcd  the  attention  of  surgeons;  and  the  general  revival  of 
the  operation  may  be  said  to  date  from  llie  reading  of  Garson 's 
]iaper  in  1S78,  or  more  correctly  perhaps  from  the  publication  of 
Petersen's  paper  in  1S60. 

In  respect  of  all  these  studies  in  children  and  in  adults.  I  am 
bound  to  say  that  a  perusal  of  most  of  them  does  little  nxtre  than 
convince  one  that  the  to[tography  of  the  bladder  is  surely  the 
most  variable  in  all  human  anatomy.  It  would  be  both  tedious 
and  unprolitable  to  recapitulate  all  the  measurements  whic 
have  been  given ;  1  shall  therefore  shortly  summarise  the 
average  results. 

In  children  up  to  eight  >-ears  of  age  the  peritoneal  fold,  when 
the  bladder  is  empty,  never  descends  below  the  upper  margin  of 
the  pulies,  and  often  rises  a  few  hnes  higher ;  with  a  distended 
bladder  the  fold  will  rise,  according  to  the  degree  of  dislcnstont 
from  one  to  two  and  a  half  inches  above  the  pubes.      Now, 

'  Zrit  iir  CtultisS.  iit  AttliU  fa  Wri:  iHSj 

t  Art-  "Cywoiomie."  Dul.  Bniyt  in  St.  !Ufd.  ar  .  p.  lOfi. 

;  VAt*  4fM  ltt*nMMukattt  tii  Kiudtnu.  Berlin.  t8&«. 

I  Ardiiv.  f.  Anal.,  tiji.  aod  KJim  KU  yamim .  Oct.,  1878. 
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as  a  supra-pubic  space  uncovered  liy  peritoneum  of  two  inches 
in  length  can  never  be  necessary  in  the  performance  of  the  supra- 
pubic operation  in  children,  and  a  space  of  an  inch  or  an  inch 
and  a  half  ts  quite  sufficient  for  all  practical  purposes,  it  is  clear 
that,  in  children  at  least,  there  is  no  difficulty  whatever,  with 
moderate  distension  of  the  bladder,  in  avoiding  the  peritoneum. 
In  the  300  operations  on  young  children  collected  by  Gross  of 
Nancy,  there  were  only  nine  cases  of  wound  of  the  peritoneum, 
and  only  four  deaths  in  consequence.  When  wc  recollect  that 
most  of  these  operations  were  performed  in  the  last  century, 
we  must  admit  that  the  risk  of  wounding  the  peritoneum,  in 
children  at  least,  is  very  small.  As  a  matter  of  fact,  a  surgeon 
with  some  experience  in  abdominal  work  would  treat  very  lightly 
the  risk  of  wounding  the  peritoneum  in  children;  indeed,  the 
operation  would  seem  to  be  equally  easy  in  these,  whether  the 
bladder  is  distended  or  not. 

As  regards  adults,  these  statements  must  be  modified  a 
little.  The  neck  of  the  bladder,  the  internal  orifice  of  the 
urethra,  in  male  adults  lies  about  two  inches  below  the 
upper  margin  of  the  pubes.  Now,  the  peritoneum  between  the 
pubcsand  the  bladder  cannot  descend  lower  than  the  external 
longitudinal  muscular  layer  of  the  bladder,  which  is  inserted 
into  the  lower  border  of  the  pubcs.  This  distance  is  nearly 
always  under  an  inch  in  length.  Indeed,  in  most  the  reflexion 
of  peritoneum  in  a  perfectly  empty  bladder  takes  place  very 
near  to  the  upper  margin  ol  the  pubic  bones.  In  old  men  it  is 
lowest,  and  in  these  sometimes  the  whole  upper  surface  of  the 
bladder  appears  cupped  and  concave,  without  the  appearance 
of  any  peritoneal  folding  at  all.  With  Barwcll,"  [  cannot  believe 
it  other  than  impossible  that  the  peritoneal  fold  could  lie  as  low  as 
two  and  a  quarter  inches  below  the  upper  margin  of  the  os  pubis. 

This  refers  to  the  lower  limit  of  the  pcritonesl  fold  in  the  con- 
tracted slate  of  the  bladder  ;  we  must  now  turn  to  the  effects  of 
distension  of  the  bladder  alone,  and  of  this  combined  with  in- 
flation of  a  bag  in  the  rectum.  Of  the  influence  of  distension 
of  the  bladder  in  raising  the  fold  there  is  no  doubt  whatever. 
*  Mid.  Cktt   Tram  .  ttt86.  p.  m 
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With  diflercnt  degrees  of  diMension,  that  is  to  say,  after  iojec- 
tion  of  var)*ing  amoimts  of  fluid  up  to  31  ouacex,  we  get  an 
elevation  from  zero  up  to  nearly  3^  inches-  But  ihcrc  is  no 
constancy.  Thus,  two  males  of  54  and  35  respectively  aficr  an 
injection  of  lo  ounces  into  the  bladder  give  elevations  of  )  inch 
and  i|  inches  respectively.  One  male  of  30  wilh  15  ounces  in 
the  bladder  gives  an  elevation  of  iJJ  inches;  while  another, 
aged  35,  with  16  ounces  gives  an  elevation  of  2J  inches. 
Petersen's  table  1  confess  I  cannot  undcrslaml.  Thus,  with 
31  ounces  of  fluid  in  the  bladder,  one  patient  has  the  supra- 
pubic fold  one  finger's  breadth  Mow  the  pubic  margin,  while 
another  has  it  ift  inches  above.  There  is  no  use  in  striking  an 
average  between  extremes  such  as  these,  when  we  are  told 
nothing  about  the  anatomical  conditions.  In  fact,  according 
to  Petersen,  itie  chances  are  about  even  that  a  pint  of  fluid  ia 
the  bladder  will  not  raise  the  peritoneal  fold  at  nil.  (In  ten  cases 
the  elevations  in  inches  arc:  .33,  1.49,  o,  o,  .6G9,  .39, — .66 
.39,0,  .6.)  Until  these  observations  are  confirmed  by  others 
1  cannot  accept  the  validity  of  Petersen's  results,  more  especially 
as  they  contradict  the  clinical  and  operative  experience  of  many 
years  and  many  men." 

'  The  preuiling  stalcmcnu  hid  been  finally  paucdlorlhepriniervhcn the 
tmportant  papciof  A.  U  Stiatiti{jt»iulio/SmrttTj,\sm.,tWj]<i{Clac»gaaane 
<o  hind  Sltonit'i  exixtrimonts  w«re  ni*d«  with  ilMMnieobjeci  u  ihnaoot 
pMenen.  Garaon  and  Kehleiaon :  bul  quite  tndepmdentljr.  and  with  more 
scicDlific  pnciiioo,  and  aflcr  loander  melhods.  A  Mudjr  or  SlroAg's  rcnlu 
tWTTM  10  further  ccnfimi  ibc  viitidli}'  o(  my  arfumenl*. 

Onecnticism  musi  be  made  on  Siroii^'s  pnper  la  Malo  1  of  ft,  he  places 
ihe  periloneal  nrflciion  al  the  level  or  (be  middle  ol  the  fympbyti*.  ■ 
poullon  described  in  the  lexi  am  "oacand  n  hall  inches  below  the  CKM  of  the 
symphyii*  pubii."  In  PI.iM  II.  the  peritODeal  rcSction  is  at  the  jusclion  of 
th*  upper  knd  middle  ibirdi  of  the  mtion  through  ibc  tymplifiu.  and  (hi* 
poxition  ifldMcribed  in  lbs  led  oi  " ooe  inch  b«low  ihccrcMoftheiymphyiii 
pallia."  TliM*  Maumesia  are  in  faarmODjr  wilh  other  tn«uiircnM^i»  fivm  In 
the  psper.  Now  these  mensutenkeois  are  eilhec  moaeoaii.  or  (be  d«pth  of  iIm 
sytnplifvis  ronsi  be  cstiniaiod  at  lirtt  iikA/j— an  aumate  whkb  u  nanibMly 


Strooff «  npmlaeDi*  clearly  showed  that  "  djatvoalon  of  Ihe  rectum  alonfl 
elevalci  ibc  ba*eof  the  empty  bladder,  but  doe*  not  rai«e  nuteri»lty  the  vea*c»- 
abdoniinal  fold  o(  poriioacum."  A  bbidder  dUtendcd  with  Huid  tcaiM  tobn 
backward*  into  the  pelvisj  and  he  found  that  diUcmioD  wilb  air  had  n  more 
potent  influoice  in  ctevaiing  the  peritoneal  fold.    Thl*  b  «B  obMrvaitoa  full 
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I  lltink  it  will  be  within  the  truth  if  we  assume  that,  in  an 
adult  male,  an  injftclion  of  from  15  to  ao  ounces  of  fluid  will 
elevate  the  peritoneal  fold  at  least  one  inch  above  the  nppcr 
pubic  margin,  probably  nearly  two  inches,  and  possibly  over 
two  inches. 

The  influence  of  distension  of  the  rectum  in  adding  to  the 
elevation  of  peritoneum  caused  by  distension  of  the  bladder  has 
been,  in  my  opinion,  much  exaggerated.  Petersen's  table  I 
cannot  believe  to  be  trustworthy,  for  reasons  already  stated ; 
but  even  giving  him  the  stains  of  a  special  pleader  in  favour  of 
distension  of  the  rectum,  we  find  thai  the  average  increase  of 
elevation  is  a  fraction  of  an  inch.  Supposing  14  ounces  are  in 
the  bladder,  and  21  ounces  are  injected  into  the  rectal  bag,  we 
find  elevations  given  of  i,  1.4,  .23,  .23,  ,83,  .59,  .39,  .57,  -24,  .7 
inches.  Garsoo's  tabic  is  even  less  satisfactory;  Barwell's 
table  5ho\vs  that  the  elevation  is  very  Rlight,  and  not  such 
"as  would  be  of  any  value  to  the  operator."  Theoretically, 
I   have  failed   to  understand   why  distension   of   the   rectum 

oF  Bgnilicaiice-  1  suspect  its  true  inrerpretuion  i«  to  be  found  in  the  absence 
ol  nil  muscular  influence  in  paM-moitem  experiments  It  is  tcocccly  credible 
thai,  in  l!ic  livlnfi  mibjecl  with  noinial  abdominal  pressure  and  conttacting 
vciicol  nnd  jiaricial  muocle,  the  nicr«  ptr^ence  of  g.ia.  as  compared  with  on 
cqiMl  Amouni  of  fluid  in  the  blndder,  should  influenoe  an  anatomical  disploct- 
mcnt.  It  in  sur«l]rmore  likely  thai  the  dificrenceof  conditions  in  the  hvinj;  and 
thv  dead  must  explain  thii  difference  Strong  considers  that  (he  operation  ii 
siniphBed  by  croudinx  the  bUdder  against  the  abdominal  wall  by  cnciini  of 
distension  of  the  rectum,  «nd  coiuidurs  thai  from  10  to  i  a  ounce*  in  the  rectal 
bag,  and  S  10  to  in  th«  bladder,  are  the  best  quaniitlw  of  fluid  lo  uve  In  his 
caaesui  average  of  14  ounces  In  Ihe  rectum  and  iila  the  bladder  elevated  the 
peritoneal  fold  an  averase  of  ij  inches  above  the  crest  of  the  pubes  Com- 
paring Elulmuth's  cxpcrimrnts  with  Slrontc'ii.  we  may  note  Ih.ll  in  15  case*, 
with  an  jiVL-r.iga  •^uatiilty  of  waller  in  the  bladdvr  of  17  ounce*  and  no  locial 
distension.  th(>  fold  u'as  niiaeil  1  inches. 

One  observalion  of  Strong's  I  must  heartily  endorse,  and  (hat  is  ibe  wisdom 
of  nsing  ihin  rubber  Gar  the  recljil  Im^.  A  thm  bag  follows  up  the  gul  in  its 
windings;  it  lends  toMraighlrnit  txtwcmi  theonuaond  thcukcralpromonlofy; 
and  hr  might  have  nddod :  it  cannot  burst  Ihe  bow«l,  while  it  uIIHh*  to  the 
full  any  special  dislennbllity  which  Ihe  rectum  maj-  possess 

A  careful  study  of  these  post-martetn  experiments  almost  lotces  one  to  the 
conclusion  that  they  arc  not  tn  be  entirely  trusted  as  guides  in  perfofming  the 
operation  on  the  llring  subject,  aiul  that  wc  must  'ultimately  depend  on  (he 
carefully  recorded  experience  of  practical  surgeons, 
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should  cause  much  clvvalion  of  ihe  peritoneal  foUI.     A  bUd- 
del   distended   by   fluid-pressure   from    the    inside    naturally 
ABSumAS   the  globular  shape ;  and  this  globular  shape  neccs- 
citales,  for  anatomical    leasons,   elevation   of   the   peritoneal ' 
fold.     Supposing  this  globe  is  compressed  between  the  rectal 
bag   behind   and   the   psrictcs   in   front,  the   first    thing   that 
happens  is  that  it  is  Rattened  against  the  parictes;  and  tliisi 
flattening  can  takeplacejust  as  easily  over  the  folded  peritoneum^ 
as  by  burrowing  under  it.     There  is  no  physical  necessity  why 
flattening  of  the  bladder  should  elevate  the  peritoneal  fold: 
only  general   increase  of   its  dimensions  will  do   this.      And, 
practically,  my  own  experience,  as  well  as  that  of  a  few  others, 
is,  that  if  rectiil  distension  does  elevate  the  peritoneum,  it  is  tOJ 
an  inappreciable  extent.     One  thing  rectal  distension  will  do, 
and    that   is,   to 
push  forwards 
the  posterior  wall 
of  the  bladder :  in 
the   removal  of 
tumours  this  dis- 
placement  is   of 
great  value.    For 
ever)'  other  pur- 
pose  I   am  con- 
vinccd  that  it  is 
valueless. 

A  comparison 
of  the  accom- 
panying engra- 
vings will  bear 
outmyargtimcnt. 
Figs.  76  ft  77, 
from  drawings  of 
frozen   sections, 

by  Langer,  show  Fic.  76.    (C.  Uitosftl 

the   relations   of       j^^^,^,  j,^^_  ^^._^  ,_j^^^j  ,j,  j,^,^^,  „^  ^  y^^ 
the  bladder   to  Mi:  1^  BUAtn  u>»f  CMinutfi. 
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the  parietes  when  the  organ  is  contracted  and  when  it  \% 
distended.  Fig.  78  is  reduced  by  photography  (torn  a  plate 
of  Garson's  to  the  same  scale  as  Langer*6,  and  shows  the 
effects  of  combined  rectal  and  vesica]  distension.  It  will 
be  seen  that  the  supra-pubic  interval  is  practically  as  large 
after  simple  vesical  distension  aS  after  combined  rectal  and 
vesical  distension.    On  the  other  hand,  the  base  of  the  bladder 

ispushedfor* 
ward  by  the 
rectal  bag, 
and  the  neck 
of  the  blad- 
der is  greatly 
elevated  from 
its  natural 
positioD  un- 
der the  sym- 
physis. Flat- 
tening of  the 
bladder  over 
the  folded 
peritoneum 
without  ele- 
vation of 
that  mem- 
brane is  also 
well  shown 
in  Fig.  78. 

The  struc- 
ture of  the 

bladder-wall  is  well  known,  and  need  not  be  dwelt  upon. 
In  operating,  it  must  not  be  forgotten  that  the  fibres  of  the 
external  muscular  coat  arise  in  front  from  the  posterior  sur- 
face of  the  body  of  the  pubes,  and  may  easily  be  torn  from 
their  insertion  by  rough  manipulation.  Two  large  veins, 
continuations  of  the  dorsal  veins  of  the  penis,  pass  through 
this  insertion,  one  at  each  side  of  the  symphysis,  about  Ihree- 


FlC.   77.      (C.  L*SOB«-) 

Saglllai  MiUm  Sfttifti  though  iht  Ptivit  e/  a  Yaimg 
SS«n,  Ikt  Blailitir  (•/rug  OottniiJ. 
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quarters  of  an  inch  apart ;  if  the  knife  is  not  kept  carefuUy 
in  the  middle  line,  one  of  these  may  be  wounded.  The  three 
muscular  layers — cxtcnial  longitudinal,  middle  circular,  and 
internal  lonf;itudinaI — form  the  bulk  of  the  btaddcr-wall.  The 
submucosa  is  intimately  united  to  the  mucoiLs  coat ;  the  mucous 
coat  IE,  by  comparison  with  that  of  the  intestines,  thin  and 
aoKinic.     la  some  cases  of  c^d-standing  calculus,  however,  it 

becomes  greatly 
thickened,  with 
the  sub- mucosa. 


MOKTALITV 

AND 

APPXBCtATIOH. 

The  early  mor- 
tality of  the 
operation  in  the 
hands  of  those 
who  studied  iia 
methods  was 
under  ij  per 
cent,  for  all 
cases,  and  some 
of  these  easel 
were  very  bad 
indeed.  Dulles,* 
up  to  1875,  had 
collected  records; 
of  47S  cases.  Ad< 
analysis  of  these' 
cases  showed  that  the  results  of  supra-pubic  lithotomy  were 
AS  good  as  the  lateral  operation  for  calculi  weighing  between 
one  and  two  ounces,  and  better  for  calculi  weighing  al>ove 
two  ounces.  In  i88i  his  collection  of  cases  amounted  to  636, 
and  the  results  continued  unchanged.     Oootiis's  collection  ot 

*  Amtr.  Jt'uni  MiJ.  &  ,  July.  JB?}. 
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1 27  cases  operated  on  since  1879  gives  a  mortality  of  9  per  cent, 
It  must  not  be  forgotten  that  these  ca&e&  include  the  very  worst 
examples  of  stone. 

At  the  present  day  the  operation  is  chiefly  confined  to  cases 
of  very  targe  stones,  and  to  young  children.  To  strike  an 
average  between  these  classes  of  cases,  and  draw  conclusions 
therefrom  as  to  the  general  mortality  of  the  operation,  is  absurd. 
For  children  the  cases  are  as  yet  too  few  to  be  entered  in  com- 
petition with  other  operations.  Most  surgeons  who  have  had 
experience  of  the  operation  prefer  it  to  all  others,  and  many 
regard  it  as  the  only  cutting  operation  which  should  be  per- 
formed on  the  bladder.  The  operation  is  at  present  on  the  crest 
of  a  wave  of  popularity,  and  is  perhaps  just  a  little  over-praised. 
Some  maintain  that  it  is  much  easier  to  perform  than  perineal 
cystotomy :  this  is  a  matter  of  opinion  and  of  experience ;  it  is 
certainly  not,  as  compared  with  maoy  other  operations,  difficult. 
Special  consideration  as  to  its  value  in  saving  life,  and  not 
interfering  with  subsequent  comfort,  has  been  given  under 
"  Indications  for  Operation,"  and  need  not  here  be  repeated. 
The  whole  question  may  be  summed  up  in  the  conclusion  formu- 
lated by  Dulles,  whose  words  must  carry  great  weight :  "  I  have 
come  to  the  conclusion  that  a  temperate  view  of  the  subjccl  will 
lead  to  the  conviction  that  the  supra-pubic  operation  deserves 
to  rank  above  all  other  methods  of  lithotomy  for  stones  of  large 
size,  and  that  its  applicability  to  any  case  should  be  carefully 
discussed  l>efore  deciding  to  cut  through  the  perineum," 


THE   OPERATIOS. 

Prtpamlory, — ^The  patient's  bowels  must  be  well  opened,  and 
the  rectum  cleared  by  enema  immediately  before  operation. 
Pubic  hair  mu.st  be  shaved  off,  and  the  skin  in  the  neighbour- 
liood  thoroughly  purified.  The  pulient  is  laid  on  an  operating 
tabic  in  the  supine  position,  and  the  operator  and  his  assistant 
stand  on  the  right  and  left  of  the  patient,  as  in  an  ordinary  ab- 
dominal section.  The  steam  spray  is  not  essential,  as  the  cavity 
of  Ihc  bladder  can  rarely  be  rendered  aseptic;   but  in  young 
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cliildren,  and  in  cases  of  papilloma  with  healthy  or  only  blood- 
mingled  urine,  t)ie  spray  may  conduce  to  an  ideally  aseptic  course. 
The  coverings  of  the  patient  should  lie  so  arranged  (hat  the 
thighs  may  be  separated  and  access  given  to  the  rectum  without 
uncovering  any  part  of  the  body.  A  blanket  rolled  round  each 
limb,  and  a  third  over  the  chest  and  abdomen,  will  be  found 
efficient.  A  Kmall  (able  for  selling  irrigating  reservoirs  upon 
should  be  placed  near  the  foot  of  the  operating  table.  A  box, 
or  small  chair,  or  other  simple  piece  of  furniture  placed  on  this 
table,  will  serve  to  place  the  reservoirs  upon  when  it  is  desired 
to  raite  thetn  three  or  four  feet  above  the  level  of  the  patient. 

Jmtruwunls. — The  instruments  requisite  arc  few  and  simple. 
A  sharp  scalpel,  a  pair  of  scissors,  a  sharp-pointed  tenaculum, 
and  Italf  a  dozen  pairs  of  catch- forceps,  with  the  apparatus  for 
distending  bladder  and  rccltim  (tf  necessary),  will  suffice  for  the 
performance  of  most  operations.  For  the  extraction  of  calculi, 
lithotomy  forceps  and  scoops ;  and  for  the  removal  of  tumours, 
curettes,  or  scrapers,  or  bent  forceps,  will  complete  the  list. 
Some  surgeons  recommend  the  use  of  special  instriunents :  Sir 
H.  Thompson,  for  instance,  uses  ao  '■  ivory  separator "  and  a 
director,  and  for  special  conditions  a  hollow  sound  with  a  bul- 
bous  stilet ;  but  none  of  these  instruments  are  essential. 


DiiUnsim  of  the  Bttiddtr. — This  will  usually  be  the  first  step  of 
the  operation.  If  the  rectal  bag  is  to  be  used,  it  may  be  inserted 
as  tiie  first  part  of  the  operation;  but  I  think  it  should  not  be 
filled  till  the  bladder  is  opened.  It  is  an  advantage  to  make  the 
dissection  with  the  fascia  and  cellular  tissue  as  lax  as  posable; 
the  rectal  bag  crowds  forward  the  neck  of  the  bladder  and  com- 
presses the  tissue  against  the  abdominal  wall,  so  that  vessels  are 
not  easily  seen  and  layers  arc  not  easily  recognised.  1  should 
not  advise  the  employment  of  the  rectal  bag  at  all  for  cases  of 
calculus.  For  bringing  up  the  posterior  wall  in  the  removal  of 
tumours,  the  rectal  bag  is  valuable.  Bui  it  cannot  do  this 
efficiently  till  the  bladder  is  opened,  at  least  not  while  there 
is  vesical  distension. 


DISTEKStON  OF  BLADDBlt, 
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Distea&ion  by  hydrostatic  pressure  is,  in  my  opinion,  Ear 
superior  to  distension  by  hand  pressure ;  and  for  these  reasons : 

(I)  We  know  ex.'ictly  what  amount  of  pressure  wc  are  pulling 
on  the  vesical  walls.  An  elevation  of  three  feet  above  the  bladder 
is  about  one-twelfth  of  an  atmosphere,  or  a  little  over  a  pound 
to  the  square  tncli;  of  tu'o  feet,  one- eighteenth  of  an  atmo- 
sphere, or  about  twelve  ounces  ;  and  so  on.  Now,  the  amount 
of  fluid  injected  is,  for  a  diseased  bladder,  absolutely  no  criterion 
of  safety.  In  many  cases  of  large  stone  the  bladder  is  enor- 
mously thickened  at  some  parts,  and  almost  ulcerated  through 
at  others,  while  it  is  frequently  tightly  closed  around  the  stone. 
To  force  eight  or  ten,  or  even  fourteen,  ounces,  as  is  often  recom- 
mended, into  such  a  bladder,  is  full  of  risk,  and  should  never  be 
done.  In  a  case  such  as  tins,  an  elevation  of  two  feet  above 
the  bladder  would  be  safe;  if  this  amount  of  pressure  will  not 
distend  it,  then  it  should  be  left  undistended. 

(3)  The  distending  force  is  applied  with  perfect  continuity, 
and  with  any  degree  of  rapidity  required.  Hand  pressure  is 
bound  to  be  irregular  and  intermittent;  and  if  the  injection  is 
made  as  a  part  of  and  during  the  operation,  it  will  almost  cer- 
tainly be  given  too  rapidly.  If  the  reservoir  is  placed  at  a  height 
of  two  or  three  feet  above  the  bladder  before  the  surgeon  begins 
to  make  the  first  incision,  a  gentle,  steady,  distending  force,  not 
unlike  that  naturally  produced  by  the  ureters,  but  more  rapid, 
will  be  gradually  filling  the  bladder. 

(3)  The  pressure  can  be  removed  instantaneously  simply  by 
lowering  the  reservoir  to  the  level  of  the  bladder,  and  increased 
to  any  extent  simply  by  elevating  it.  There  is  no  time  wasted 
in  adjusting  or  removing  the  syringe.  The  apparatus  is  always 
ready;  and  by  the  simple  proceeding  of  elevating  or  depressing 
the  reservoir,  without  attaching  or  detaching  apparatus,  can 
either  empty  the  bladder  or  fill  it  to  distension. 

The  way  in  which  1  now  carry  out  distension  of  the  bladder 
is  as  follows :  a  soft  rubber  catheter,  Englisli  make,  of  size  as 
large  as  the  urethra  will  admit,  is  passed  into  the  bladder,  and 
any  urine  present  is  withdrawn.  The  tube  of  the  irrigator  is 
then  placed  over  the  cad  of  the  catheter,  and  after  a  few  ounces 
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of  boro-);l)-ceride  solution  have  trickled  in  it  is  removed,  and  the 
fluid  permitted  to  run  into  a  receiver.  H  the  urine  is  very  foul, 
this  may  be  done  again  once  or  twice.  The  reservoir  connected 
with  the  catheter  is  then  placed  pennnnenlly  on  its  stand,  three 
feet  or  so  above  the  level  of  the  patient,  and  tcft  there  gradually 
to  distend  the  bladder  while  the  cutting  operation  is  going  on. 
An  elevation  of  three  feel  will  lie  found  enough  for  children :  for 
adults  with  thicker  and  less  distensile  bladder- walls,  four  feet  will 
be  the  upward  limit  of  safely. 

Any  form  of  reservoir  or  fountain  syringe  that  will  stand  is 
suitable.  It  is  convenient  to  have  it  littcd  with  a  glass  tulie  as 
a  gauge  outside,  marked  in  ounces,  to  indicate  the  amount  of 
fluid  that  has  escaped  into  the  bladder.  It  ought  to  contain, 
at  least,  two  quarts,  in  order  that  it  may  be  used  for  washing 
out  tlic  bladder  after  operations. 

The  bladder  is  kept  distended  by  the  elevated  column  of 
fluid.  The  catheter  is  not  removed  ;  if  of  fiiU  size,  no  fluid  will 
escape  by  its  side.  The  somewhat  barbarous  proceeding  of  t>-ing 
the  penis  with  an  clastic  cord,  so  as  to  prevent  escape  of  the  fluid, 
is  thus  done  away  with.  Slrauld  the  patient  strain  much,  and 
the  abdominal  pressure  be  increased,  t)ie  fluid  is  squoszed  out  of 
the  bladder  into  the  reservoir:  it  is  better  that  this  should  tako 
place  than  that  the  bladder  should  be  overstrained,  or  even 
ruptured.  When  the  straining  ceases,  the  fluid  will  pass  itt 
again. 

The  rubber  tuliing  which  joins  the  reservoir  to  catheter 
should  be  at  least  six  feet  in  length,  and  should  be  fitted  with  a 
contrivance  such  as  is  usually  provided  with  irrigators  to 
compress  the  tube  when  this  is  necessary,  as.  for  instance,  when 
the  bladder  is  opened. 

The  lotion  employed  should  be  of  the  warmth  of  the  body. 
No  antiseptic  for  employment  in  the  bladder  is  superior  to  boro- 
glyoeiide:  and  it  may  be  used  of  considerable  strength.  A  full 
tablcspoonful  of  boro-glyceride  to  the  quart  of  water  is  by  no 
means  too  strong.  The  soft  catheter  attached  to  the  irrigator 
need  not  be  removed  during  the  whole  operation.  It  can 
scarcely  be  in  the  way,  and  it  is  useful  for  conducting  fluid  into 
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the  bladder  for  a  final  washing  out,  and  also  lor  testing  the 
security  of  the  bladder-suture  should  this  be  inserted.  Finally, 
if  it  is  considered  advisable  to  kee|)  the  bladder  empty  for  some 
time,  the  catheter  need  not  he  removed  at  all,  but  may  be 
tied  in. 

Nothing  is  said  as  to  the'  amount  of  water  to  be  injected. 
The  capacity  of  the  bladder  is  not  to  be  measured  by  amount  of 
fluid,  but  by  its  dislensihility  within  limits  of  safety.  Five  or 
six  ounces  of  injection  might  l>e  dangerous  in  a  bladder  greatly 
contracted,  and  perhaps  ulcerated,  as  in  cases  of  large  calculus ; 
while  a  full  pint  might  easily  be  borne  in  such  a  case  as  one  of 
simple  papilloma.  The  only  safe  criterion  of  measurement  is 
that  of  force  of  distension;  and  thiK,  1  maintain,  cannot  be 
estimated  accurately  by  the  hand,  but  it  can  undoubtedly  be 
measured  by  the  means  described. 


Distension  of  the  Reituui.^The  otdinary  rectal  bag,  as  supplied 
"by  the  trade,"  is  a  formidable  looking  affair.  It  is  strong  enough 
to  cause  rupture  of  the  walls  of  the  rectum  (as  indeed  has  been 
proved  too  often),  and  when  rolled  up  to  its  smallest  dimensions 
it  is  larger  than  the  largest  rectal  bougie.  Rectal  bags  arc  now 
made  In  which  the  danger  of  over-distension  is  avoided  by  the 
use  of  silk  webbing  incorporated  with  the  rubber.  But  the 
avoidance  of  this  risk  may  be  attended  with  a  disadvantage,  in 
not  having  the  rectum  distended  to  its  full  capacity.  The  dis- 
tensihihty  of  the  rectum  varies  greatly  in  individuals ;  the 
protected  rubber  bag,  while  safe  for  a  small  rectum,  docs  not 
utilise  to  the  full  the  dislensibilily  of  a  large  one.  1  should 
discard  the  rectal  bag  in  common  use  absolutely,  and  use 
instead  a  more  delicate  apparatus.  A  child's  air-balloon  or 
a  delicate  soft  rubber  urinal,  fitted  on  to  a  celluloid  catheter, 
answers  the  purpose  admirably.  While  strong  enough  for  the 
]mr]}0se  intended,  it  is  not  strong  enough  to  rupture  the  gut. 
It  must  lie  remembered  that  the  chief  virtue  of  the  recttil  bag  is, 
□ot  to  increase  the  supra-pubic  interval,  but  to  bring  the 
posterior  wall  of  the  bladder  up  into  the  wound.  As  usually 
employed  tlie  rectal  and  vesical  bags  aio  little  else  than  two 
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fluid  globes  mutually  underf;oiiig  a  compressiDg  and  flattening 
process  between  the  parietes  and  the  .sacrum.  The  rectal  bag 
can  scarcely  bring  the  bladder-wall  forwards  till  the  bladder  is 
opened ;  then  it  does  so  with  case  and  without  the  obstacle  of  a 
globe  of  fluid  under  high  pressure.  For  this  purpose  the  air- 
balloon  is  quite  strong  enough  ;  and  its  use  is  attended  with  no 
danger,  for  it  will  give  way  (as  1  have  ascertained)  before  the 
rectum  will. 

The  balloon,  fitted  to  the  catheter,  is  greased  (oil  injures  th« 
rubber  ti&sue)  and  introduced  well  into  the  rectum.  The  end  of 
the  catheter  is  attached  to  the  rubber  tubing  coming  from  a 
reservoir  similar  to  that  for  the  bladder.  A  pint  of  fluid  in  tl 
reser\-oir  will  usually  be  found  siifEcient.  Distension  is  produce 
in  the  same  way  as  for  the  bladder  simply  by  elevating  the 
reservoir  two  or  three  feet.  When  the  bladder  is  opened,  and 
while  the  tumour  is  being  explored  with  the  finger,  the  reservoir, 
already  placed  on  the  elevated  stand,  is  connected  with  the 
rectal  bag  by  removing  the  clamp  from  the  rubber  tubing :  dis- 
tension to  the  necessary  extent  takes  place  in  a  minute  or  two. 

It  is  no  small  recommendation  of  this  method  of  distending 
bladder  and  rectum  that  it  may  be  cirried  out  from  beginning  to 
end,  not  only  wilhotit  any  interference  at  the  hands  of  the  surgeon 
(beyond  insertion  of  catheter  and  bag),  but  even  while  he  is 
actually  engaged  in  the  cutting  part  of  the  operation.  The  tubes 
from  the  reservoir  being  attached  to  the  catheters  in  bladder 
and  in  rectum,  the  bladder  reservoir  is  elevated  and  he  proceeds  i 
once  to  make  the  parietal  incision.  By  the  time  this  is  lini)ihed-fl 
and  before  the  bladder  is  exposed,  distension  will  have  been 
completed.  Should  extra  distension  seem  desirable,  this  can  at 
once  be'  supplied  l>)-  an  assistant  or  nurse  raising  the  reservoir  a 
little  higher. 


The  lueiiint  tkrmgh  Ihe  Parietis. — A  vertical  incision  from  two 
to  three  inches  in  length,  according  to  the  size  of  the  patient,  is 
made  exactly  in  the  middle  line  over  the  pubcs.  The  lower  end 
of  the  incision  should  pass  below  the  upper  border  of  the  sym- 
physis for  a  distance  of  at  least  a  third  of  an  inch.    The  thick 
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fascia  Torming  the  linca  alba  being  exposed,  a  small  transverse 
incision  is  made  through  it  close  to  the  symphysis.  This  inci- 
sion is  made  transversely  partly  because  it  is  the  easiest  and 
safest  way  of  dividing  the  fascia,  and  partly  because  it  at  once 
exposes  the  actual  division  between  the  two  recti,  but  chiefly 
because  it  opens  up  the  field  of  operation,  which  is  often  cramped 
hy  the  strong,  tense  and  closely  set  fibres.  Through  this  trans- 
verse opening  the  point  of  the  scalpel  (or  scissors]  is  insinuated, 
and  the  fascia  divided  upwards  in  the  middle  Hne  to  the  top  of 
the  wound,  the  edge  of  the  knife  being  directed  forwards.  The 
recti  are  now  separated,  and  the  transversaUs  fascia  appears,  and 
is  divided  as  in  abdominal  section.  At  this  stage  one  is  usually 
struck  by  the  great  power  of  these  muscles,  and  how  vigorously 
they  resist  separation,  even  when  the  patient  is  fully  anss- 
thotiscd.  If  their  tension  is  so  great  as  to  hamper  subsequent 
proceedings,  part  of  their  insertion  into  the  pubic  bones  should 
at  once  be  divided.     This  greatly  increases  the  space.      For 

the  purpose  of  keeping  the 
recti  apart,  I  have  devised 
strong  wire  retractors 
(I'ig.  79*,  of  different  sizes, 
so  shaped  that  they  will 
retain  their  position  when 
placed.  One  end  of  the 
retractor  (the  ends  are  of 
dilTerent  sizes)  is  placed 
longitudinally  in  the  vertical  opening  between  the  muscles;  it  is 
then  rotated  through  quarter  of  a  circle,  so  that  its  free  end  is 
over  the  pubes.  By  this  action  the  recti  arc  separated,  the 
retractor  is  then  pulled  down  towards  the  symphysis  lo  be  out 
of  the  way,  and  in  this  position  it  will  remain  without  any 
attention.  This  instrument  is  very  useful  when  considerable 
space  is  wanted  by  keeping  apart  the  recti  and  opening  up  the 
field  of  operation :  usually,  however,  it  will  not  be  required, 

When  the  transversalis  fascia  is  divided,  or  rather  the  ante- 
rior layer  of  fascia  which  is  continued  downwards  from  the  fold 
of  Douglas,  the  yellow  |ieri-vestcal  fat  comes  into  view.     The 
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scalpel  is  now  laid  aside,  and  the  forefinger,  keeping  close  (o  the 
symphysis,  and  undcmnining  it  so  to  speak,  teases  apart  the  lat 
with  the  numerous  vessels,  mostly  large  veins,  which  lie  in  it. 
At  this  stage,  while  the  pulp  of  the  forefinger  rests  on  thu 
liladdcr-w.ill,  the  distension  reservoir  is  elevated  a  foot  or  two 
higher,  and  the  bladder  is  felt  steadily  to  expand  and  to  become 
more  tense.  While  this  is  bciog  done,  the  linger  may  sometimes 
feel  the  peritoneal  fold  gliding  upwards  quite  plainly.  The  hngers 
during  this  process  of  final  diii'tent.ion,  aided,  perhaps,  by  catch- 
forceps,  will  have  tcascd  the  tatty  and  cellular  tissue  aside,  and 
tlioroughly  exposed  the  wall  of  the  bladder.  Much  of  the  tissue 
should  be  puslied  upwards,  carrying  the  peritoneum  in  front  of 
it,  and  acting  as  p.idding  and  protection  to  that  membrane. 
While  the  Madder-wall  is  gradually  becoming  more  leiise.  and 
rising  upwards,  and  the  finger  is  teasing  an  opening  in  the 
6brous  tissue,  the  sense  of  touch  somehow  carries  to  the  mind 
an  impression  of  security,  or  rather  of  certainty,  as  to  the  positive 
limits  of  veKical  tissue  proper.  Fat,  fibrous  tissue,  and  peri- 
tonoum  may  be  moved  about  anywhere,  but  the  bladder  «Al 
itself  icmuins  stable  and  increasini^ly  firm  under  al). 

When  a  sufficient  amount  of  bladder  surface  has  been  cleared 
we  proceed  at  once  to  the  next  step. 

O/miHg  tlu  BladJtr, — Several  methods  of  making  the  openiitg 
into  the  bladder  are  in  vogue,  and  I  have  tried  most  of  them. 
In  several  cases  I  have  employed  a  Lister's  sinus  forceps  for  the 
purpose,  first  gently  insinuating  it  through  the  outer  muscular 
coats,  and  then  sharply  pushing  it  into  llie  cavity.  As  the 
blades  are  separated  the  opening  is  distended,  and  the  vesical 
wall  may  be  pulled  forward  into  the  wound.  1  found  that  the 
opening  so  made  was  liable  (o  be  irregular  and  lacerated,  and 
not  suitable  for  subsequent  suturing.  A  good  many  surgeons 
begin  by  placing  thick  fixation  threads  of  silk  in  the  bladder  by 
curved  handled  needles,  and  maVc  the  division  by  knife  while 
the  bladder  is  pulled  forwards.  Besides  the  palpable  objection 
lothcmakingof  more  openings  in  the  bladder  than  are  necessar)*, 
tliere  is  another  obiection  to  the  use  of  threads  in  the  tendency 
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wliiclitheyhavetotear  the  vesical  tissue.  Several  othcrplanshave 
b.ccn  mentioned  and  recommended,  but  the  best,  on  the  whole, 
is  probably  by  a  clean  incision  made  through  the  walls,  which 
are  held  forward  by  a  tenaculum.  The  tenaculum,  held  in  the 
left  band,  is  pushed  sharply  through  the  coats,  its  entrance  into 
the  cavity  being  signalised  by  the  exit  of  a  few  drops  of  Huid  (if 
this  fluid  is  tinted  blue  with  htmus,  it  is  more  easily  seen),  and 
its  point  is  turned  upwards.  Immediately  below  the  tenaculum, 
into  the  same  opening  it  may  be,  the  point  of  a  sliarp  scalpel, 
held  in  the  right  hand,  is  gently  insinuated,  and  the  opening 
made  by  a  steady  cut  downwards.  This  opening  will  vary  in 
length  according  to  the  work  to  be  done  through  it :  at  first  it 
need  never  be  longer  than  an  inch ;  it  may  be  extended  after- 
wards. It  must  not  be  forgotten,  however,  that  as  the  bladder 
empties,  the  peritoneal  fold  [alls  downwards,  and  it  may  then  be 
difliciilt  and  dangerous  to  extend  the  opening  in  an  upward 
direction.  Therefore,  the  tenaculum  should  be  inserted  not 
lower  down  than  the  uppermost  limit  of  the  incision.  It  is 
sometimes  not  easy  to  define  this  limit.  In  a  thickened  and 
contracted  bladder,  which  it  is  not  safe  to  distend,  the  supra- 
pubic interval  may  be  short  or  absent,  and  the  peritoneum  has 
to  he  undermined,  first  downwards  under  the  pubes  and  then 
upwards  over  the  bladder,  as  in  the  operation  for  tying  the 
external  iliac  artery.  In  such  a  case  the  utachus  may  often 
be  felt  as  a  round,  somewhat  tense  cord,  and  a  small  knob  tepre* 
renting  itt  insertion  into  the  summit  of  the  bladder  is  occasion- 
ally perceptible.  Peritoneum  never  passes  the  urachus;  it  is 
always  safe  to  go  as  high  as  this  point.  This  practical  hint, 
thrown  out  by  Thornhill  a  century  and  a  half  ago.  is  by  no  means 
to  be  despised  in  the  surgery  of  today. 

As  the  opening  is  made  the  fluid  flows  from  the  bladder,  and 
its  walls  collapse.  To  prevent  retraction  two  catch-forceps  are 
made  to  grasp  the  lips  of  the  wound,  and  the  tenaculum  is 
removed.  Loops  of  silk  inserted  by  a  needle  are  usually  em- 
ployed for  this  purpose ;  the  tendency  of  these  to  tear,  and  the 
formation  of  further  openings  in  the  bladder,  are  objections  to 
the  use  of  threads.     At  first  I  was  afraid  that  the  pressure  ex- 
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erled  by  the  blades  of  the  forceps  might  cAu&e  sloughing.  True, 
proof  against  this  is  abundantly-  aflbrded  in  the  fact  that  catch* 
forceps  arc  constantly  being  left  hanging  to  pieces  of  tissue  for 
long  periods  witlioui  endangering  their  vitality :  and,  as  a  matter 
of  experience,  forceps  do  no  harm  whatever.  ConipressioR  need 
not  be  employed  to  the  fullest  extent,  and  traction  must  be  no 
nwro  than  sufficient  to  keep  the  bladder  opening  upwards  in  the 
parietal  opening. 

Placing  the  forceps  is  very  quickly  done,  and  not  much  of 
the  fluid  will  in  the  meantime  have  escaped.  It  matters  very 
little,  however,  if  the  whole  has  escaped.  If,  as  can  seldom  be 
the  case,  it  is  desirable  to  explore  with  llie  bladder  full,  the 
finger  can  at  once  plug  the  opening,  and  the  bladder  may  be  re- 
filled simply  by  permitting  the  distending  apparatus  to  work. 


iKtra-vmeal  Mani^aliatu. — These  vtxy  according  to  the 
purpose  for  which  the  operation  is  performed :  namely,  removal 
of  a  stone,  a  foreign  body,  or  a  tumour,  or  the  hj-pcrtrophied 
prostate  gland. 

Extfaetien  af  Calculus.— The  extraction  of  a  calculus  by  the 
supra-pubic  route  is  usually  a  proceeding  of  the  simplest  possible 
nature.  If  the  rectal  bag  is  not  employed,  and  the  lips  of  the 
wound  in  the  bladder  are  held  forward  in  the  grasp  of  caich- 
fbrceps,  the  bladder  when  empty  will  form  a  simple  elongated 
sac,  at  the  bottom  of  which  the  stone  will  be  found. 

In  children,  where  the  stone  is  usually  small  and  the  bladder 
walls  lax  and  distensile,  extraction  may  be  performed  with  great 
ease.  Some  surgeons  recommend  the  employment  of  the 
fingers,  or  the  finger  with  a  scoop,  for  removing  the  stone ;  I 
should  advise  the  use  of  small  htbotomy  forceps.  The  finger  or 
fingers  quite  unnecessarily  add  to  the  dimensions  of  the  body  to 
be  extracted,  and  so  cause  needless  dilatation  or  tearing  of  the 
wound  in  the  bladder.  Forceps  of  proper  dimensions,  while 
quite  eflicicnt  for  the  purpose,  do  not  add  to  the  bulk  of  the 
stone  so  much  as  the  fingers.  Nearly  always  the  stone  is  caught 
between  the  blades  at  the  first  (rial,  without  the  insertion  of  the 
floger  at  all ;  if  there  is  any  difficulty  in  grasping  the  stone,  the 
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finger  introduced  along  the  blades  may  place  the  stone  between 
them,  but  should  be  removed  before  the  stone.  In  view  of  the 
extreme  desirability  of  getting  union  of  the  bladder  wound  in 
children,  it  is  important  that  there  should  be  as  little  traumatism 
and  as  small  an  opening  as  possible.  The  rectal  bag  raises  the 
base  of  the  bladder  so  as  to  make  it  become  convex  towards 
the  front ;  the  stone  falls  off  this  convexity  into  some  part  of 
the  encircling  sulcus,  and  is  not  so  easily  found  as  when  the 
bladder  remains  as  a  simple  sac.  However,  in  very  few  cases 
can  the  finding  of  the  stone  be  difficult.  In  cases  of  real 
difficulty,  as  when  the  stone  is  encapsuled,  the  finger  in  the 
rectum  is  the  best  means  of  pushing  the  stone  out  of  its  bed. 

In  adults,  and  particularly  in  old  men,  the  stone  in  most  cases 
will  be  very  large,  the  bladder  walls  very  thick,  and  perhaps 
ulcerated,  and  the  situation  of  the  viscus  will  be  well  back  in 
the  hollow  of  the  sacrum.  Vesical  distension  to  any  great  ex- 
tent will  then  be  either  dangerous  or  impossible,  and  the  incision 
through  the  front  of  the  bladder  will  probably  at  once  expose  the 
Blone.  It  is  then  a  question  of  how  to  remove  the  stone  through 
the  smallest  opening,  and  with  the  greatest  possible  delicacy. 
Towards  this  end,  one  or  two  Tingers  in  the  rectum  arc  more 
useful  than  the  rectal  bag.  One  or  two  fingers  of  the  right  hand 
in  the  rectum,  witli  the  fingers  of  the  left  hand  through  the 
bladder  wound,  may,  by  judicious  and  careful  mnnipulalion,  dis> 
turh  the  stone  from  its  bed,  and  place  it  so  that  its  smallest 
diameter  lies  transversely  to  the  bladder  wound.  By  the  com- 
bined manipulation  the  stone  may  often  be  pushed  out  of  the 
bladder;  if  manipulation  do  not  readily  succeed,  a  suitably 
shaped  lithotomy  forceps  may  be  made  to  grasp  it,  and  help  id 
the  extraction.  Force  must  not  be  employed;  il  the  vesical 
walls  appear  to  be  stretched,  and  likely  to  tear  over  the  shoulders 
of  stone  or  forceps,  they  must  be  divided  by  a  scalpel  cutting 
down  on  the  stone  or  the  steel  to  what  extent  is  necessary.  In 
this  operation  there  is  no  excuse  whatever  for  the  production  of 
bruising  or  laceration.  If  the  stone  is  of  small  or  moderate 
size,  it  may  readily  be  removed  by  forceps  without  the  aid  of  the 
finger  in  the  rectum  or  in  the  bladder. 
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Extraction  of  Foreign  Boditt. — Here  the  insertion  of  tlic  fit 
(or  exploratory  purposes  is  always  advisable.  The  nature  of  the 
body,  and  the  possible  existence  of  ulceration  or  even  perfora- 
tion of  the  vesical  walls  by  sharp  points,  are  made  out- 
According  to  the  information  thus  conveyed  the  mode  of  removal 
is  decided  upon.  A  small,  blunt,  or  rounded  forci^pi  body  may 
easily  be  removed  by  forceps.  A  long  foreign  body  which 
cannot  easily  be  tilled  on  end  should,  if  possible,  be  divided. 
In  such  manipulations  we  must  always  bear  in  mind  the  possi* 
bility  of  perforating  the  bladder,  and  proceed  with  extrcmo* 
circumspection.  If  actual  perforation  exists,  or  is  produced,  tho 
parietal  incision  should  at  once  be  prolonged  upwards,  the  peri- 
toneal cavity  opened,  and  the  wound  in  the  bladder  sutured  in 
the  manner  to  be  described  for  rupture  of  the  bladder. 

Removal  of  Thm&uts. — Most  tumours  may  be  removed  with 
the  instruments  provided  for  the  general  operation.  Medium- 
sized  Wells'  forceps,  with  blades  set  at  right  angles  to  the 
handle*,  will  lie  found  useful  for  grasping  pedunculated  tumours  1 
at  their  attachment  to  the  bladder,  and  for  twisting  tliem  of?. 
Volkmann's  spoons  or  ord in arj- curettes  will  lie  necessary  where 
scraping  is  employed.  Sir  Henry  Thompson  invented  several 
special  forceps  for  removing  tumours  by  the  perineal  route: 
these  may  be  found  useful  in  the  hypogastric  operation.  The 
electric  light  introduced  into  the  bladder  may  be  useful  for 
examining  the  tumour  before  removal,  or  tlie  pedicle  after  it 
has  been  removed. 

Polypi  should  be  twisted  off.  A  bent  catch -forceps,  guided 
by  the  fingers  of  the  left  hand,  is  made  to  grasp  the  pedicle 
close  to  its  attachment  to  the  bladder,  and  handed  over  to 
an  assistant.  A  second  similarly  shaped  forceps  is  placed  on 
the  growth  immediately  above  the  first,  and  twisted  round,  while 
the  lower  forceps  is  held  stationary  until  the  pedicle  is  twisted 
through.  Small  polypi  may  be  at  once  twisted  off  the  bladder. 
Large  polypi  are,  1  believe,  most  saJdy  removed  by  twisting 
betw-cen  two  pairs  of  forceps.  The  twisting  of  a  tumour  with 
considerable  attachments  to  the  vesical  walls  of  necessity  doe», 
considerable  injury  to  the  tissues,  and  may  rcsutt  in  ulcerations 
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or  sloughing  of  the  vesical  walls.     The  red-hot  gatvanic  wire 
has  been  used  for  the  purpose  of  dividing  the  pedicle. 

PaptUoniata  with  pedicles  are  most  conveniently  removed 
by  twisting,  as  described  for  polypi.  Small,  very  soft  dendritic 
papillomata  are  best  removed  by  scraping  or  curetting  between 
a  suitable  instrument  and  the  forefinger.  Indeed,  the  finger- 
nail alone  will  suffice  for  the  detachment  of  many  of  these 
tumours.  Of  larger  size,  these  growths  must  be  attacked  with 
sharp  spoons  or  forceps,  like  the  "  gouge  "  bone-forceps  (which 
suits  admirably).  A  fibro- papilloma  is  detached  piecemeal  by 
scoops  or  curettes  guided  and  assisted  by  the  linger.  If  a 
pedicle  can  be  grasped,  it  may  be  twisted  off.  Epithelioma  can 
only  be  scraped  and  curetted  in  the  same  way.  Most  of  these 
tumours  lie  on  a  bed  of  hypeitrophied  muscular  tissue,  so  that 
there  is  little  danger  of  perforating  the  vesical  walls;  still,  the 
finger  should  always  be  alongside  of  the  instrument,  to  make 
certain  that  it  does  not  advance  too  far. 

Detached  tumours  are  subsequently  removed  by  the  stream 
of  fluid  sent  into  the  bladder  through  the  irrigator.  It  unneces- 
sarily adds  to  the  length  of  the  operation  and  the  traumatism  to 
remove  every  particle  from  the  ca^-ity  as  it  is  detached. 

Bleeding  in  these  cases,  though  sometimes  free  at  the  moment, 
rarely  continues  over  any  length  of  time.  Should  it  continue, 
and  be  at  all  alarming,  a  careful  application  of  the  actual  cau- 
tery to  the  bleeding  area  through  a  small  cylindrical  speculum 
is  probably  the  most  effectual  and  least  harmful  mode  of  check- 
ing it.  Topical  application  of  powerful  astringents  may  set  up 
troublesome  cystitis. 

U  must  be  noted  that  benign  tumours  of  the  bladder  have  a 
tendency  to  return.  Recurrence  has  taken  place  in  at  least  one 
in  five  of  all  the  cases  operated  upon.  This  was  Ouyon's  pro- 
portion in  15  cases  of  operation ;  and  a  study  of  scattered  cases, 
including  those  of  Sir  Henry  Thompson,  shows  a  similar  propor- 
tion. Looking  at  the  condition  which  obtains  in  cases  of  numerous 
soft  scattered  polypi,  this  is  not  at  alt  surprising;  for  many  of 
these  tumours  must  be  imperceptible  to  the  sense  of  touch, 
or  even  microscopic.     Recurrence  in  these  cases  may  be  a  con- 
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tinucd  growih  of  the  undetected  tumours,  as  much  as  a  renewed ' 
growth  of  imperfectly  removed  ones.  Repeated  operation  may 
then  result  in  perfect  cure.  In  the  larger  single  growths,  recur- 
rence is  most  likely  a  sequence  of  imperfect  removal.  In  ibe 
case  of  epithelioma  that  is  scraped,  we  can  expect  nothing  mote 
than  temporary  amelioration  of  symptoms.  In  one  such  casei 
on  which  I  operated,  the  amount  of  relief  from  pain  and  tenes- 
mus which  followed,  and  continued  for  nearly  six  months,  sur< 
prised  all  concerned  in  the  treatment.  If  the  pain  and  tenesmus 
had  recurred,  the  patient  would  certainly  have  requested  repe- 
tition of  the  operation :  death  took  place  from  haemorrhage. 

In  the  case  of  malignant  tumours  involving  the  fundus,  the 
propriety  of  resection  would  have  to  be  considered.  This  will 
be  dealt  with  further  on. 

The  operation  of  partial  ptvstaltdomy  has  not  yet  been 
fully  elaborated.  In  McGill's  latest  description  of  his  opera- 
tion* three  distinct  varieties  of  prostatic  enlargement  are 
described  as  being  possible  indications  for  opera  tioti. 
They  have  all  one  common  characteristic — "they  are  all 
growths  which  protrude  into  the  bladder  cavity,  and  may 
conse<juently  be  described  as  vesical  and  not  as  perineal 
outgrowths."  The  varieties  are — "(i)  A  uniform  circular  pro- 
jection surrounding  the  internal  orifice  of  the  urethra.  .  .  .  (a) 
A  sessile  enlargeincni  of  the  middle  lobe,  situated  partly  in  the 
posterior  half  of  the  prostatic  urethra  and  partly  in  the  positioa 
of  the  uvula  vcslcc  ...  (3)  A  pedunculated  enlargement  of 
the  middle  lobe." 

"The  operation  consists  of  two -parts:  (l)  The  opening  and 
drainage  of  the  bladder;  and  (3)  the  removal  of  the  prostatic 
valve,  which  prevents  the  egress  of  urine."  For  (he  fulfiln>ent 
of  both  these  conditions  the  supra-pubic  operation  i&  the  best. 
This  is  performed  in  the  way  described  above.  The  rectal  bag 
should  be  employed.  The  neck  of  the  bladder  and  the  region  of 
the  prostate  are  carefully  examined  by  the  finger,  and  tbo  actual 
variety  of  enlargement  diagnosed.  According  to  the  nature  of 
the  enlargement  we  adopt  measures  for  its  removal,  "  A  pedun- 
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culated  middle  lobe  can  obviously  be  removed  with  ease,  its 
pedicle  being  divided  with  curved  scissors.  A  sessile  middle 
lobe  can  be  removed  in  Ihc  sajnc  way,  helping  the  scissors  by 
tearing  with  forceps.  The  collar  enlargement  is  removed  with 
greater  difficulty.  It  is,  1  think,  advisable  to  divide  it  longi- 
(iidinaily  by  inserting  one  blade  of  the  scissors  into  the  urethral 
opening  and  dividing  the  portion  above,  and  then  passing  the 
other  blade  into  the  same  opening  and  dividing  the  portion 
below.  We  now  have  that  part  of  the  gland  which  projects 
into  the  bladder  divided  into  two  lateral  halves ;  thc^te  can 
l>e  removed  separately  by  scissors  curved  on  the  flat,  or  enu- 
cleated with  the  lip  of  the  forefinger.  Care  must  be  taken  not 
lo  leave  any  portion  of  the  projecting  valve  untouched.  When 
the  operation  is  completed,  whichever  form  of  growth  has  been 
removed,  it  is  advisable  to  see  that  the  urethra  is  patent,  and  to 
pass  the  forefinger,  as  far  as  the  first  joint,  into  its  canal." 
Iliemorrhage  is  not  excessive,  and  may  easily  be  arrested  by 
the  injection  of  a  hot  antiseptic  solution.  The  bladder  i»  drained 
hy  a  rubber  tube  carried  out  through  the  lower  angle  of  ths 
wound,  which  is  removed  at  the  end  of  forty-eight  hours.  Four 
cases  treated  in  this  way  by  McGill  made  excellent  recoveries, 
and  were  completely  cured  of  their  troubles,  being  able  to  pass 
WAter  without  the  aid  of  the  Uktheter,  and  being  cured  of  the  con- 
dition of  punilent,  fcetid,  and  alkaline  urine ;  and  in  one  case  the 
patient  was  freed  from  symptoms  of  ursmia  and  surgical  kidney. 


When  inlra-vesical  operations  are  concluded,  the  bladder  is 
washed  out  by  irrigation  through  the  catheter  still  lying  in  the 
urethra.  The  lotion  in  the  reservoir  will  by  this  time  have 
cooled  down,  and  a  sufficient  amount  of  hot  water  to  raise  it  to 
lemper.iture  of  the  body  should  he  added.  As  the  lotion  flows 
out  through  the  hypogastric  wound  it  may  be  collected  cither 
in  sponges  or  wet  cloths,  or  in  a  properly  shaped  vessel  held 
under  the  wound  while  the  patient  is  turned  a  little  on  one  side. 
Fragments  of  growth  and  pieces  of  blood-clot  are  washed  away 
in  the  stream.  Irrigation  may  he  slopped  when  the  lotion 
returns  as  clear  as  when  it  left  the  reservoir. 
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SHlnriug  tht  K-mitd  in  tht  Biaddtr. — The  propriety  of  suturing 
the  bladder  wound  has  been  very  much  discugs«d.  Some 
surgeoos  absolutely  condemn  the  proceeding  under  all  circum- 
st&Dces :  others  as  universally  recommend  it :  wlille  a  tliird 
class  would  limit  its  application  to  suitable  cases  selected 
according  to  the  judgment  of  the  surgeon,  guided  by  the 
leading  principles  of  sound  surgery. 

It  is  unnecessar)'  to  follow  the  mimerous  arguments  for  and 
against  the  operation  of  vesical  suture.*  It  may  here  be 
remarked  that  many  of  the  condemnatory  arguments  arc  based 
on  erroneous  and  imperfect  modes  of  suturing,  and  should  not 
prevail  against  well-devised  modes ;  while  too  hasty  generalisa> 
tions  in  favour  of  suture  in  general  arc  based  upon  one  or  two 
successes  in  particular  instances. 

That  successful  suture  of  the  bladder,  followed  by  primary 
union,  greatly  adds  to  the  comfort  of  the  patient  and  the 
rapidity  of  recovery  there  can  be  no  dispute.  And,  if  a  suffi- 
ciently large  number  of  cases  could  be  compared,  no  doubt  it 
could  be  shown  that  it  adds  to  the  chances  of  recovery  as  well. 
To  base  an  argument  (as  has  been  done]  in  favour  of  the  reduced 
mortality  after  suture  is  misleading :  because  suture  has  been 
applied  chiefly  in  the  most  favourable  cases  and  in  cbitdrcn. 
On  the  other  hand,  although  it  would  be  difficult  to  prove  it, 
there  can  lie  no  doubt  that  an  injudicious  application  of  the_ 
suture  adds  to  the  patient's  danger. 

In  speaking  of  the  indications  and  contra- indie  at  ions  to  tlie^ 
employment  of  vesical  suture,  only  very  general  statements  can 
be  employed.  We  must  take  into  account  such  drcumstanccc  as 
the  condition  as  to  health  or  disease  of  the  vesical  walls,  with 
respect  to  their  capacity  for  uniting ;  the  condition  ol  the  vesical 
mucous  membrane,  as  to  whether  it  is  lihely  to  secrete  intlani- 
roatory  products;  and  the  power  of  the  bladder  -  muscle  to 
contract  and  empty  the  vi»cus. 

*  ThoM  d««lrou»  of  (Mnuiof!  ibe  tubjeci  wilt  Bnd  it  exIiaBMivdy  faa 
by  CroM  of  Nancy  in  tbe  Ufmoitn  d*  Ctntgrh  Frmifdi$  4t  Cimirgu.  m 
Pane,  1886. 
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In  cases  where  the  vesical  tissues  arc  greatly  thickened  or 
inflamed  or  aedein.i(ous  or  gorged  with  blood,  no  attempt  at 
suture  should  be  made.  Such  an  attempt  will  almost  certainly 
fail  to  give  union,  and  will  unnecessarily  add  to  the  traumatism. 
In  other  cases,  chiefly  of  very  large  stone,  there  may  exist 
ulcers  or  abrasions  on  the  mucous  surface  in  the  region  of  the 
wound;  here  also  suturinK  is  not  likely  lo  he  successful,  and 
may  aggravate  the  ulceration,  and  even  cause  sloughing.  If 
cystitis  has  existed  for  some  time,  and  we  apprehend  the  secre- 
tion of  muco-punilent  products  into  the  cavity  after  operation, 
suture  sliould  not  be  employed.  Drainage  is,  in  fact,  one  means 
of  treating  this  inflammation ;  and  even  if  suture  were  successful, 
the  cure  of  the  inflammation  through  the  urethra  with  a  closed 
bladder  is  not  likely  to  be  so  rapid  as  through  the  bladder 
wound.  Finally,  if,  from  repeated  or  long-continued  over- 
distenwon  or  inflammatory  infiltration,  the  vesical  muscle  has 
lost  its  lone,  and  cannol  completely  empty  the  viscus,  wc  should 
hesitate  before  adopting  primary  suture.  Such  a  case  would 
be  where  there  is  excessive  hemorrhage,  and  the  bladder  ia 
frequently  filled  to  distension  with  clotted  Mood  which  cannot 
be  passed  in  the  urine.  Even  with  a  catheter  passed  through 
the  urethra  into  the  bladder,  residual  urine  collects,  and  will 
undergo  decomposition  and  cause  cystitis. 

On  the  other  hand,  given  a  case  in  which  the  tissues  in  tlie 
wall  of  the  bladder  arc  healthy,  the  muscles  capable  of  con- 
tracting naturally,  and  the  mucous  membrane  not  likely  to 
secrete  inflammatory  or  noxious  products,  then  wc  may  suture 
the  bladder  wound.  The  great  majority  of  these  cases  will  be 
found  in  children  with  calculus  which  has  not  set  up  mucli 
cystitis.  In  adults  with  bleeding  tumour  which  is  not  associated 
with  inflammation,  another  cla&s  favourable  to  vesical  closure 
will  be  found.  In  old  men,  the  most  favourable  conditions  to 
suture  can  scarcely  be  found  with  stone,  and  rarely  with  tumour. 
The  practice  of  complete  closure  of  the  wound  in  the  bladder 
will,  therefore,  be  mainly  confined  to  children.  A  mode  of  partial 
clo.sure,  suitable  for  doubtful  cases,  and  advisable  with  the  view 
of  closing  up  opened  areolar  spaces,  will  be  described.     A  good 
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manyarebest  treAt«d  wilhout  any  suture  «l  all,  while  the  bladder 
is,a»  far  as  possible,  maintained  in  the  condition  of  an  open  and 
exposed  wound.  One  purpose  of  suture  of  the  bladder  is  to 
prevent  infiltration  of  urine  :  if  the  suturing  is  not  perfect,  it 
adds  to  the  danger  of  infiltration  ;  and  the  lixk  therefrom  beii^ 
greatest  in  old  men  with  unhealthy  Madders,  in  these  the  treat- 
ment by  open  wound  is  most  frequently  called  for. 

Of  modes  of  suturing  the  bladder,  3  good  many  have  been 
described.  In  most  the  practice  adopted  has  been  founded  on 
the  principles  which  guide  the  suturing  of  wounds  of  the  intes- 
tine. It  may  be  pointed  out  that  the  outer  coverings  of  the 
bladder  in  this  operation  are  not  peritoneal,  and  do  not  exhibit 
the  saine  tendency  to  rapid  healing;  that  the  whole  bladder 
wall  is  thicker  than  the  intestine,  although  perhaps  it  is  not 
more  tough;  and  that  the  mucous  membrane  of  the  liladderi 
unlike  that  of  the  intestine,  is  too  thin  to  act  as  a  plug  against 
the  escape  of  fluid.  Further,  the  actual  hne  of  incision  in  tlie 
bladder,  if  cleanly  cut  and  straight,  provides  two  broad  surfaces 
of  tissue  prone  to  unite  if  properly  approximated. 

One  of  the  most  ingenious  modes  of  suturing  the  bladder  is 
that  de.scribed  by  Maynard.*  The  sutures  are  placed  in  two 
double  rows  by  a  special  needle  before  the  bladder  is  opened, 
and  arc  used,  during  the  opening  and  in  the  subsequent  manipu- 
lations, to  pull  the  bladder-walls  forward.  An  obvious  objection 
to  this  plan  is,  that  by  (he  traction  the  stitch-openings  ate 
stretched  and  dilated.  The  important  advanLiges  of  his  plan 
are,  that  it  gives  apposition,  not  only  at  and  beyond  the  margins 
of  the  wound,  as  in  Lemben's  mode,  but  also  at  the  cut  edges. 
The  most  generally  adopted  plan  is  Lembert's. 

I  should,  with  Maynard  and  a  good  few  others,  here  prefer 
cliromicised  gut  to  silk  as  suture-material.  Suture  boles  in  the 
bladder  arc  more  likely  to  leak  than  in  the  intestine,  (or  the 
reasons  that  the  plug  of  mucous  mcmbraoe  below  tbem  is  not 
so  ef&cieni,  and  that  scaling  up  of  the  openings  by  exuded 
lymph  is  not  so  rapid.  The  gut  swells  and  blocks  the  opening ; 
and  if  it  should  come  in  contact  with  the  urine,  docs  not  carry  it 
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through  the  tissues  by  capillary  actioD  as  silk  does.  Chromiclsed 
((ut  will  last  for  a  week  or  ten  days  at  least,  and  by  this  time  the 
full  benefit  of  suturing  will  be  secured.  Ordinary  carbolised 
gut  is  too  rapidly  absorbed. 

I  'would  recommend  the  application  of  a  double  row  of 
sutures:  the  inner  row  to  transfix  the  cut  muscular  surface,  but 
not  the  mucous  metnbranc ;  the  outer  row,  after  the  manner  of 
Lenibert.  Two  blunt  tcnacula  are  placed,  one  at  each  end  of 
the  wound  in  the  bladder,  and  handed  over  to  the  assistant  while 
the  catch-forceps  are  removed.  The  wound  is  gently  kept 
on  the  stretch  by  this  means,  and  the  walls  at  the  same  time 
kept  forward.  A  round  semicircular  needle,  with  piercing  but 
not  cutting  point,  held  in  a  needle -holder,  is  the  best  instrument 
for  inserting  the  stitches.  Each  suture  passes  through  the  edge 
of  the  wound  obliquely  from  the  outside,  close  to  but  not 
piercing  the  mucous  membrane,  |and  picks  up  as  much  of  the 
muscle  as  possible  without  encroaching  too  much  on  the  limit 
to  be  covered  by  the  second  row  of  sutures.  These  stitches  are, 
in  fact,  placed  in  a  manner  not  unlike  the  "flange-stitch"  of 
Tait.  This  stitch  would,  in  fact,  be  the  best  of  all  were  it 
possible  to  separate  the  wall  of  the  bUidder  into  layers,  and 
were  the  friable  muscle  competent  to  bear  sufficient  strain  ;  the 
approximation  to  flanging  described  would  probably  be  the  best 
practical  method.  About  four  stitches  to  the  inch  are  inserted 
in  this  way.  While  tlie  tenacula  continue  to  hold  the  wound 
forwards  the  second  row  is  now  placed,  after  Lembert's  method, 
the  terminal  stitches  passing  a  little  way  beyond  the  ends  of  the 
HOund.  They  should  alternate  with  the  stitches  of  the  inner 
row.  When  inserted  the  ends  of  the  sutures  are  gathered  to- 
gether in  the  hands  of  the  assistant,  the  tenacula  ate  removed, 
and  the  sutures  are  then  tied  systematically  from  one  end  of 
the  wound  to  the  other.  When  all  have  been  tied,  their  ends 
are  cut  off,  and  the  bladder  permitted  to  fall  backwards  to  its 
normal  position  when  empty.  The  whole  supra-pubic  space  is 
now  thoroughly  cleansed  of  blood  and  fluid,  and  the  tap 
removed  from  the  irrigating  reservoir,  so  as  to  distend  the  bladder 
and  test  the  efficiency  of  the  suturing. 
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There  is  no  objection  to  the  employment  of  the  continuous 
Dupuytrcn  suture,  if  the  surgeon  thinks  it  can  be  properly 
applied.  [  have  on  two  occasions  employed  it  to  supplement  an 
inlcrniptcd  suture,  and  found  priniaiy  healing  to  follow. 

Tlie  parietal  wound  is  now  sutured,  after  a  drainage-tube  has 
been  placed  over  the  line  of  suture  in  the  bladder.  If  the  ends 
of  the  recti  have  been  divided,  a  good  deal  of  tension  may  be 
required  to  bring  the  lips  close;  it  is  better  to  have  a  little  spaco 
gaping,  than  exert  too  much  traction.  The  tube  not  only  drains 
the  exudations  from  the  supra- pubic  space,  but  acts  as  a  safe*, 
guard  in  the  event  of  the  suturing  of  the  bladder  not  provir 
perfectly  cfBcienl,  and  some  of  the  urine  escaping. 

Partial  suture  of  the  bladder  is  not  recommended  unless  the 
bladder  is, at  the  same  time  sutured  to  the  parietes,  as  in  the 
ordinary  treatment  of  an  abdominal  cyst  which  is  not  removed. 
In  old  men  the  bladder  lies  low  and  far  back,  and  it  prevents 
unnecessary  infiltration  of  urine  to  have  the  fundus  kept  well 
up  in  the  wound  by  means  of  a  stitch  or  two.  1  have  on  two 
occauons  treated  the  bLidder  in  the  same  way  as  the  pcri-^ 
loncum  in  laparotomy — including  its  walls  bodily  in  the  stitche 
which  pass  through  the  paiietes.  On  several  occasions  I  hat 
spoken  of  the  possible  advantage  of  treating  the  whcde  bladder- 
wound  in  this  way ;  but  the  lower  part  of  it  1  have  always  found 
10  lie  loo  low  down  to  be  easily  brought  up  to  the  parietes. 
Quite  recently  Kngclbach  and  Kollin"  have  wntten  in  favour  of 
this  combined  mode  of  suturing  bladder  and  parietes,  while 
drainage-tube  resting  in  the  bladder  i>asses  through  the  midc 
of  the  wmmd.  The  risk  of  this  method  is  that  drops  of  urine 
passing  along  the  stitches  may  get  into  the  pcri-vesical  space. 
One  or  two  stitches  at  the  top  of  the  wound  placed  in  this  way 
could  do  no  harm,  and  might,  by  keeping  the  bladder  forward 
and  diminishing  the  wound-area,  do  much  good. 


AfUr-lnatuunt. — If  the  wounds  arc  sutured,  an  ordinary 
dressing  is  applied,  and  fixed  by  strapping.  Many  surgeoat 
recommend  that  the  bladder  be  kept  empty  by  wearing  a  cath<. 

■  AwM  4n  mat.  in  My,  ffa,  »rin^  Sspt.  iS8j.  and  MiJ  Cinn  ,  D«c  1687. 
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eter  in  the  urethra.  Theoretically,  this  is  sound ;  htit  practically, 
ia  children  at  least,  I  ani  convinced  it  is  best  to  leave  the 
bladder  to  its  fate,  and  let  the  patient  pass  water  when  he  de- 
sires to.  I  have  on  two  occasions  seen  blocking  of  the  catheter 
cause  that  very  over- distension  which  we  wisli  to  avoid,  and  on 
the  first  occasion  on  which  I  dispensed  with  tlie  catheter  I  got 
perfect  primary  healing.  Barker  and  others  have  come  to  the 
same  conclusion  ;  and,  therefore  in  every  case  where  the  patient 
is  young,  and  the  bladder  wound  has  been  satisfactorily  suttired, 
I  should  dispense  with  the  catheter  fixed  in  the  bladder. 

If  the  wound  is  not  sutured  it  is  freely  dusted  with  iodoform 
or  smeared  with  horo-glycertde,  and  covered  with  large  pads  of 
absorbent  dressing.  The  value  of  a  drainage-tube  in  the 
bladder  is  doubtful;  1  have  thought  that  it  cause?  irritation 
sometimes,  and,  if  the  lips  of  the  wound  remain  open.  1  dispense 
with  it.  The  dressing  is  fixed  with  two  long  pieces  of  strapping, 
Kod  the  patient  is  permitted  to  lie  in  any  position  he  pleases. 
Intra-abdominal  pressure  is  quite  sufficient  to  keep  the  bladder 
empty,  and  force  the  secreted  urine  out  at  the  wound ;  the 
urine  has  no  more  tendency  to  collect  in  the  bladder  in  tlie 
supine  than  in  the  lateral  posture.  Change  of  position  is 
adopted  simply  because  it  adds  to  the  patient's  comfort. 

If  primary  healing  after  suture  takes  place  the  sutures  may 
be  removed  at  the  end  of  a  week,  and  the  patient  permitted  to 
get  up  in  ten  days.  If  localised  redness  and  swelling  appear  in 
the  supra-pubic  incision,  the  stitch  or  stitches  in  this  area  should 
should  at  once  be  removed.  In  some  cases  a  few  drops  of  urine 
trickle  out  through  the  wound,  to  be  followed  by  the  formation 
of  s  small  fistula,  which  spontaneously  closes  in  a  few  days. 
If  the  lislula  is  large,  so  as  to  permit  passage  of  all  or  the 
greater  pari  of  the  secreted  urine,  healing  will  probably  not  take 
place  for  three  weeks  or  a  month.  In  children,  even  if  the 
bladder- suture  has  completely  failed,  perfect  healing  is  rarely 
delayed  longer  than  three  weeks.  In  any  case  the  child  may  be 
permitted  to  get  up  and  nin  about  at  the  end  of  a  fortnight.  In 
one  of  my  patients  in  whom  primary  healing  was  almost,  but  not 
quite  perfect,  a  free  discharge  of  blood   took  place  into   Che 
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bladder  at  the  end  of  ton  days.  Similar  experiences  have  been 
recorded  by  others.  Obvious  explanations  of  this  peculiarity 
suggest  thciii velvet,  but.  in  the  absence  of  anylhing  litcc  clinical 
proofi  had  belter  be  withheld. 

If  the  wound  is  not  closed  there  is  sometimes  a  tendency  for 
mucus  and  inflammatory  products  to  collect  in  the  bottom  of 
the  vesicut  sac.  These  should  be  washed  out  as  often  aS' 
necessary  by  means  of  the  irrigator.  The  wound  and  cv«ry-l 
thing  in  its  neighbourhood  should  be  kept  sweet  by  frequent 
cleansing  and  the  employment  of  suitable  germicides.  At  the 
end  of  a  few  days,  if  the  patient  will  bear  it,  he  may  be  lifted  on 
B  sheet  into  a  warm  hip-bath,  placed  by  the  side  of  his  bed,  and 
left  there  for  half  an  hour  or  more.  H  this  can  be  done  d.rily,  it 
not  only  adds  to  the  patient's  comfort,  but  serves  thorotiKhly  to 
cleanse  the  parts. 


PARTIAL  RBSeCTION  OP  TIIB  WALL  OF  THE  BLADDBR. 

This  operation  has  been  pcrfonued  only  three  or  four  limes, 
and  has  scarcely  yet  attained  to  the  jwsltion  of  a  recognised 
proceeding. 

Sonncnbcrg*  was  the  first  to  perform  the  operation,  and 
related  his  case  at  the  Fourteenth  Congress  of  the  Germanj 
Society  of  Surgeons  in  18S5.  Von  Astal  of  Budapest  \  per-f 
formed  a  partial  resection  in  April,  1885;  and  Radzimowski,  a 
Russian  surgeon,  has  published  in  the  Kief  VriKh  for  1886 
a  similar  operation.  At  least  one  other  operation,  not  yet 
published,  has  been  performed. 

Sonncnbcrg's  operation  was  performed  on  a  man  aged  sixty, 
who  had  a  malignant  tumour  in  the  anterior  wall  of  the  bladder. 
The  supra-pubic  operation  was  performed  in  the  usual  way;  and 
the  tumour  was  found  to  have  so  broad  a  base  that,  to  remove 
it,  it  was  necessary  to  resect  nearly  twO'tbirds  of  the  wall  of  the 
bladder.  The  tumour  was  removed  in  portions,  and  the  peri- 
toneal cavity  was  opened.    The  bladder  wound  could  not  be 

*  "  7.at  panictlcn  Kncclion  der  Hamblose."  VtrkubB.  4  Dtutttk.  Cnit.  f. 
CUr..  iSttj.  liv.  la.  t  CtnttmOl.f.  Ckh.  iSSj.  p.  617. 
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closed;  but  the  peritoneum  was  carefully  lirought  logetliet  by 
sutures  over  it.  The  bladder  was  driiincd  both  by  the  urethra 
and  by  the  parietal  wound.  The  patient  lived  four  weeks,  and 
died  of  asthenia.  At  the  poRt-monem  it  was  found  that  a  new 
and  water-tight  cavity  had  formed,  which  seemed  capable  of 
being  distended. 

Von  Antal's  case  was  a  sub -peritoneal  resection.  His  patient 
was  a  man  aged  sixty-one,  and  to  remove  the  growth  about 
one-third  of  the  wall  of  the  bladder  had  to  be  removed.  The 
operation  was  retro-peritoneal,  the  whole  area  of  the  viscus 
invaded  by  the  tumour  having  been  peeled  from  the  peritoneum. 
Several  bleeding  vessels  had  to  be  tied  during  the  operation. 
The  edges  of  the  wound  in  the  bladder  were  clotted  by  silk 
sutures,  drainage  tubes  were  inserted,  and  the  wounds  treated 
by  constant  irrigation  with  thymol  solution.  The  patient  made 
a  good  recovery,  with  a  fairly  capacious  bladder. 
Of  Radzimowski's  case  I  cannot  speak. 
In  carefully  selected  cases  there  can  be  no  doubt  that  partial 
resection  of  the  wall  of  the  bladder  is  tmth  feasible  and  proper. 
The  most  satisfactory  operation  would  be  where  the  tumour 
lay  entirely  in  the  anterior  wall,  when  it  could  easily  be  removed 
without  encroaching  upon  the  peritoneum.  A  tumour  lying 
behind  the  summit  of  the  bladder  may  be  resected  if  it  docs 
not  involve  too  large  an  area  of  the  walls:  a  base  two  inches  in 
diameter  must  be  the  very  highest  limits  even  with  an  easily 
distended  bladder.  Removal  in  portions,  as  done  by  Sonnenberg, 
does  not  commend  itself  to  me  ;  and  sub- peritoneal  resection  can 
rarely  be  advisable  if  the  tumour  deeply  infiltrates  the  bladder 
tissues,  for  then  the  peritoneum  is  likely  to  be  invaded  with  the 
new  growth.  Complete  excisionofgrowth,  bladder- wall,  and  peri- 
toneum by  a  cutting  operation  would  probably  be  the  best  plan 
where  that  is  possible.  I  should  make  an  attempt  to  bring  the 
growth  well  into  the  bladder  wound  by  means  of  catch-forceps; 
then  by  longer  forceps  with  angled  blades  pinch  up  the  healthy 
bladder-walls  behind  it,  and  endeavour  to  make  a  closure  of  the 
healthy  walls  all  round  by  means  of  a  shoemaker's  stitch,  so  as 
to  close  the  bladder  behind  the  tumour  before  cutting  it  away. 

<4* 


676  RESECTION  OF  BLADDER. 

The  supra- pubic  incision  should  always  be  prolonged  into 
abdominal  section,  and  the  bladder  wound  is  then  more  thor- 
oughly closed  by  Lembert  sutures  placed  on  the  outside.  While 
this  is  being  done,  a  sponge  should  be  placed  inside  the  viscus 
to  make  it  bulge  into  the  abdominal  cavity,  and  to  soak  up  the 
secreted  urine ;  and  the  bowels  should  be  well  protected  by  soft 
flat  sponges  placed  inside  the  abdomen. 


Section  XIV. 


OPERATIONS  FOR  ABDOMINAL  INJURIES  AND 
INFLAMMATIONS. 


This  section  might,  not  improperly,  have  been  named  the 
Reparative  Surgery  of  the  Abdomen.  It  includes  the  whole 
subject  of  Abdominal  Traumatism,  so  far  as  it  can  be  dealt  with 
by  surgical  methods,  and  those  varieties  of  peritoneal  inflam- 
mations which  up  to  this  time  have  been  so  dealt  with. 
Abdominal  Injuries  are  specially  considered  under  the  heads  of 
Gunshot  and  Penetrating  Wounds,  and  Sub-parietal  Rupture 
of  the  Viscera,  hollow  and  solid.  Abdominal  InHammations 
are  treated  as  being  almost  identical  with  Suppurative  Peri- 
tonitis, and  specially  as  originating  in  ulcerative  perforation  of 
the  hollow  viscera,  in  septic  conditions  and  in  tubercular 
disease.  Clinically,  it  is  impossible  to  deal  with  these  on 
identical  lines,  or  with  even  balance  of  detail.     Thus,  special 
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consideration  must  be  given  to  Gtinslioc  Wounds,  to  Rupture  of 
the  Urinary  Bladder,  to  Rupture  of  the  lotcstioes,  and  lo 
Perforative  ApjwndicitiH.  These  ma)'  be  regarded  as  ly[>es  of 
classes  from  the  clinical  standpoint ;  while  the  position  ihcy 
hold  in  the  field  of  practice  makes  independent  treatment 
desiraMe. 


OPERATIONS    FOR   ABDOMINAL    INJURIES. 

Gunshot  Wounds  of  the  Abdomen. 

The  treatment  of  gunshot  wounds  of  the  abdomen  by 
laparotomy  is  one  of  the  latest  developments  of  modem  surgery. 
Up  to  1885,  according  to  Farkcs,  only  six  operations  for  this 
class  of  operation  were  recorded.  Dr.  Kinloch  of  Nortli  Caiolinti, 
in  i88r,  probably  performed  the  first  operation.  Kocher  of 
Bcroc  liad  a  success  in  i^Kj.  jVmong  the  most  remarkable  of 
laparotomies  for  gunshot  wound  was  one  by  W.  T.  Bull  of  New 
York,  performed  in  i88j,  in  which  no  fewer  than  seven  intestinal 
perforations  were  discovered  and  closed.  The  patient  made  a 
complete"  recover)'."  To  this,  in  the  following  year,  he  added 
another  success  quite  as  remarkable.!  In  Kocher's  case^J 
cq)eratc<l  on  three  hours  after  receipt  of  injury,  the  stomach  was 
perforated.  The  subject  was  forced  into  prominence  by  the 
interest  manifested  and  the  correspondence  published  in  con- 
nection with  the  murder  of  President  Carlicid  by  a  gunshot 
wound  of  the  abdomen ;  the  usually  hopeless  results  of  these 
injuries  when  untreated,  and  the  success  of  certain  oiierattons, 
combined  with  the  general  improvements  in  abdominal  surgery, 
have  now  resulted  in  placing  the  treatment  of  gunshot  wounds 
of  the  abdomen  among  justifiable  and  beneficial  operations. 
Towards  this  result  American  surgeons  have  contributed  by  Car 
the  roost  important  part. 

*  A'dk-n  Jbi  aai  Stag.  Ji^a ,  Nm-  371b.  188$. 

t  Ann.  tfSng.,  Dec..  1S85- 
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ANATOUICAL   CONDITIONS. 

Although  in  recent  wars  there  has  Ijcen  no  lack  of  oppor- 
tunity for  studying  bullet  wounds  of  the  abdomen,  nor  dearth  of 
description  of  the  effects  produced,  yet,  from  the  fact  that  these 
ri;|XJrls  have  been  compiled  from  the  pathological  rather  than 
the  opcralive  standpoint,  we  have  few  definite  data  to  guide  us 
in  making  inferences  from  the  nature  of  the  external  wound  as  to 
the  character  of  the  lesion  produced.  Studies  of  the  results  of 
certain  experiments  on  the  lower  animaU,  and  of  the  details 
furnished  in  the  descriptions  of  operations,  provide  valuable 
supplementary  knowledge  which  may  be  used  to  guide  us  in 
undertaking  these  operations. 

It  may  be  inferred  that  a  ball,  entering  the  walls  of  the 
abdomen,  pursues  a  straight  course  through  it.  It  is  true  that  a 
ball,  entering  the  psrictcs  at  one  point,  may  pass  in  a  curved 
direction  under  the  skin  and  make  exit,  or  be  embedded  at  a 
position  not  in  the  line  of  trajectory.  Bui  this  ta  rare,  and  can 
occur  only  when  the  skin  is  struck  very  obliquely,  and  the  force 
of  the  ball  is  somewhat  spent.  If  the  ball  has  made  an  exit, 
the  practical  inference  must  be  that  its  course  has  been  in  a 
straight  line  between  the  points  of  entrance  and  exit,  unless 
there  arc  positive  evidences — in  sub-cutaneous  discoloration,  or 
the  course  as  indicated  by  a  probe — that  the  reverse  is  the  case. 
If  the  hall  penetrates  the  parietes,  but  makes  no  exit,  we  must 
infer  injury,  greater  or  less,  to  the  underlying  orgamt. 

Some  information  may  be  derived  from  the  character  of  the 
parietal  wound.  A  targe  wound  argues  a  large  ball  from  a  large 
firearm,  and,  in  the  majority  of  cases,  the  most  extensive 
injuries.  It  is  true  that  shots  from  guns  are  usually  fired  at  a 
considerable  distance;  but  their  initial  foice  is  usually  much 
greater  than  those  from  revolvers  which  are  fired  close.  From 
any  sort  of  firearm  a  close  shot  will,  in  most  cases,  cause  deep 
penetration  ;  close  discharge  may  often  be  inferred  from  the 
presence  of  powder  marks  around  the  wound.  A  wound  that  is 
clean  cut,  and  equally  stained  all  round,  usually  indicates  that 
the  ball  has  struck  the  parietes  at  right  angles  to  the  surface. 
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Unequal  staining  of  the  edges,  with  want  of  uniformity  in  the 
lips  of  the  wound,  suggest  oblique  impaction.  A  long,  abraded, 
or  bruised  track  of  surface,  leading  up  to  the  perforation, 
suggests  very  oblique  impaction,  with  a  possibility  that  the 
cavity  has  not  Iwen  penetrated. 

It  is  rarely  possible  to  get  trustworthy  information  as  to  the ' 
course  of  the  bullet  from  the  position  which  the  wounded  person 
held  when  the  shot  was  fired.  We  may  be  told  that  the  shot 
was  fired  from  the  front,  or  the  side,  or  the  back ;  but  anything 
like  an  estimate  of  the  angle  at  which  the  body  was  struck  is 
rarely  provided  by  patient  or  onlookers.  Where  there  have 
been  struggles,  this  difficulty  is  increased ;  and  in  such  cases 
also  the  injury  may  have  been  inflicted  while  the  patient's  body 
was  bent  or  contorted,  so  that  the  track  of  the  ball,  with  the 
patient  in  bed,  may  be  devious,  while  it  may  have  been  per< 
fcctly  straight  in  the  position  held  during  the  infliction  of  the 
injury. 

It  will  be  seen,  therefore,  that,  in  the  case  of  one  wound,  ■ 
consideration  of  external  circumstances  will  at  best  Mipply  only 
probable  deductions  as  to  the  two  important  facts  of  penetration 
of  the  parietes  and  direction  of  the  ball.  In  a  few  cases  both 
probabilities  may  rank  almost  as  certainties;  in  a  greater 
number,  one  inference  may  be  made  with  certainty,  while  the 
other  cannot ;  certainty  in  every  case  can  be  secured  only  by  an 
examination  of  the  wound  by  probing,  or  even  by  incision. 

The  nature  of  the  injuries  inflicted,  varying  according  to  the 
aze  of  the  bulU^I  and  the  force  of  it,  and  according  to  the  angle 
of  impact  on  the  organ,  is  yet  fairly  constant  for  each  individual 
organ.  The  chances  of  any  individual  organ  being  struck  vary 
directly  according  to  the  surface  it  presents.  A  ball  traversing 
the  anterior  parietes  can  scarcely  fail  to  injure  bowel,  while  the 
chances  of  injury  to  liver,  spleen,  kidney,  stomach,  or  bladder 
vary  according  to  the  route  of  the  ball  and  the  size  of  tlic  organ. 
Again,  a  ball  passing  perpendicularly  through  the  renal  cortex 
produces  very  different  results  from  one  passing  obliquely  akjng 
the  renal  vessels  and  through  the  pelvis.  A  ball  passing  clean 
through  the  right  lobe  of  the  liver  produces  very  different  cftccta 
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from  one  crossing  the  track  of  its  great  vessels.  It  is  unneces- 
sary to  multiply  examples  of  effects,  whicli  must  suggest  them- 
selves to  every  surgeon.  For  practical  purposes,  the  size  and 
rapidity  of  the  projectile  may  be  ignored.  Although  a  large 
and  neiirly  spent  ball  produces  more  extensive  injuries  than  a 
small  or  rapidly  moving  ball,  yet  the  effects  of  the  latter  arc 
quite  serious  enough  to  greatly  endanger  life,  and  make  an 
almost  equally  urgent  claim  for  operative  treatment.  In  the 
case  of  a  rapidly  moving  and  small  ball  passing  obliquely  through 
the  thicker  walled  hollow  viscera,  such  as  the  stomach  and  the 
duodenum,  it  has  occasionally  been  noted,  once  during  operation, 
that  oblique  perforation  need  not  be  followed  by  extravasation. 
But  this  possibility  cannot  he  counted  upon  as  a  probabiUty:  if 
the  contents  do  not  escape  at  once,  they  may  do  so  later  on, 
when  suppuration  or  sloughing  has  set  in.  For  practical  pur- 
poses, therefore,  perforation  of  the  hollow  viscera  by  bullet- 
wound  must  always  be  reckoned  as  leading  to  extravasation  of 
visceral  contents. 

It  has  properly  been  said  that  the  tendency  of  every  gimshot 
wound  of  the  abdomen  is  towards  death.  In  the  great  majority 
of  cases  death  is  due  to  a  form  of  peritonitis  which  is  usually 
described  as  septic.  No  doubt  the  pcrilonitic  fluids  are  septiCi 
but  it  is  doubtful  tf  the  death  is  owing  to  true  blood-poisoning, 
ratlicr  than  to  severe  shock.  In  more  than  90  per  cent,  of 
the  cases  attacked  with  peritonitis,  death  takes  place  within 
forty-eight  hours.  It  is  true  that  the  peritoneum  has  a  limited 
power  of  disposing  of  septic  fluids.  The  experiments  of  Grawitz 
and  Wegner  showed  for  the  lower  animals  this  fact,  which  has 
occasionally  been  observed  in  human  beings.  But  this  power 
of  the  peritoneum  has  an  infinitesimal  influence  in  lessening  the 
death-rate  from  this  class  of  Injuries.  Even  if  there  has  been  a 
moderately  perfect  plastic  closure  of  a  perforation,  the  edges  of 
a  bullet-wound  are  so  liable  to  undergo  sloughing,  that  a 
secondary  perforation  usually  lakes  place.  A  separated  slough 
cast  loose  into  the  cavity  has  great  dangers  of  its  own;  a  slough 
of  the  mesentery  which  cannot  fall  into  the  bowel  ie,  in  tliis 
sense,  more  dangerous  than  one  on  the  intestinal  wall. 
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Bleeding  is,  in  itself,  rnraly  fatal ;  but  the  extravasatcil  bJc 
when  infected  by  free  visceral  fluids,  piovidcs  |>abulum  for  tlie 
extension  uf  septic  in  flam  mat  ion,  and  so  adds  to  the  danger. 
A  small  niimlicr  of  dciilhs  has  been  caused  from  loss  of  blood 
through  division  of  some  of  the  large  vessels.  l*his  is  mora 
likely  to  result  from  wounds  involving  thp  solid  viscera  and  their 
vessels  than  from  injuries  to  the  hollow  viscera. 


SYMPTOMS   AND    DIAGNOSIS  OP   VISCERAI.   IHJt;RY. 

As  recent  practical  experience  and  accurate  clinical  records 
thereof  have  done  much  to  discredit  the  value  of  the  usually 
accepted  symptoms  of  perforations  of  viscera ;  and  as  incontro- 
vertible physical  signs  are  very  rarely  met  with,  the  diagnosis 
must  in  many  cases  be  matter  of  inference  from  the  ascertained 
course  of  the  ball. 

Definite  physical  ugns  are  afforded  when  there  is  escaf 
through  the  parietal  wound  of  the  fluid  contents  of  any  of  the 
hollow  viscera,  such  as  bile,  f<rces,  urine,  or  partially  digcstc 
food,  and  when  there  is  a  discharge  of  large  quantities  of  blood^ 
in  vomit,  fieces,  or  urine.  Both  sets  of  signs  are  rety  rare: 
and  the  value  of  the  escape  of  blood,  as  a  sign  of  injury  to  the 
hoUow  viscera,  is  diminished  by  the  fact  that  a  severe  contusiosj 
may  cause  a  considerable  intra-visccral  hemorrhage.  Theesi 
of  a  large  quantity  of  gas  from  ruptured  bowel,  which  rises  to 
the  top  of  the  cavity,  and  causes  increase  of  resonance,  and 
perhaps  docs  away  with  liver  dulncss  by  getting  between  liver 
and  parietes,  has  been  spoken  of  as  an  unequivocal  sign:  Tyn* 
paniies,  however,  may  produce  signs  very  closely  simulating  the 
presence  of  free  gas. 

Dulness  on  percussion,  cither  in  the  track  of  the  ball,  or 
in  the  dependent  portions  of  the  abdomen,  is,  if  present  in 
marked  degree,  evidence  of  extravasation  of  fluids  or  blood. 
Localised  dulncss  would  usually  l>c  taken  as  indicating  hemor- 
rhage: difluscdulnes$,e3Qtravasalionofvi»c«ralfluid$.  But  cither 
sign  must  be  of  rare  occurrence,  and  where  they  do  occur  might 
only  indicate  that  certain  portions  of  Ijou-el  are  at  that  moment 
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more  full  of  fluid  than  other  portions.  The  rapid  occurrence  of 
tympanites,  too,  which  is  most  marked  on  the  anterior  abdominal 
surface  may  leave  the  dependent  portions  relatively  dull  to 
percussion.  EtDphyseraa  of  the  abdominal  wall  in  the  neigh- 
bourhood of  the  wound  is  occasionally  observed,  hut  it  is  rare, 
and  it  may  occur  without  penetration  of  viscera. 

The  presence  of  blood  in  the  urine  indicates,  according  to 
the  position  of  the  wound,  injury  to  kidney,  ureter,  or  bladder. 
But  extensive  injury  to  any  of  these  organs  may  exist  without 
the  appearance  of  hapinaturia. 

Injury  to  nerves  or  spinal  cord  will  show  itself  in  paralysis 
of  the  supplied  parts.  Injury  to  vascular  trunks  is  inferred 
from  the  absence  of  pulsation  in  the  femoral  vessels. 

Shock  is  frequently  mentioned  as  an  invariable  sequence 
of  perforating  wounds  of  the  viscera.  Experience  has  shown 
that  it  is  an  exceedingly  variable  symptom,  being  frequently 
marked  in  unimportant  cutaneous  wounds,  while  it  may  be 
completely  absent  in  the  worst  cases  of  ]>crforaliOR.  In  some 
cases,  it  is  nothing  more  than  nervo-prostration  from  terror: 
in  others,  it  is  produced  by  free  hemorrhage,  or  rapid  extra- 
vasation of  visceral  Huids.  En  no  case  can  its  immediate 
occurrence  be  said  to  be  indicative  of  visceral  perforation. 
Further  help  may  be  derived  from  an  observation  of  the 
condition,  as  to  its  increasing  or  diminishing  in  degree,  and 
as  to  its  capacity  to  be  influenced  by  mental  stimulus.  It  is 
sometimes  observed  on  the  liattle-ficld  that  a  man  found  in  a 
condition  of  profound  shock,  on  being  told  by  the  surgeon  that 
he  has  received  only  a  slight  contusion  on  the  abdomen,  has  his 
nervous  vigour  at  once  restored,  and  returns  to  the  lighting. 
Reassurance  may  help  to  remove  nerve-shock.  True  *'  abdo- 
minal shock"  from  extravasation  of  fluid  into  the  cavity  cannot 
be  channed  away  thus.  It  is  probable,  however,  that,  in  spile 
of  many  notable  exceptions,  perforation  of  uny  of  the  abdominal 
viscera  would,  in  the  majority  of  instances,  be  followed  by  shock 
more  or  less  severe. 

One  of  the  most  important  symptoms  is  a  feeling  of  nausea, 
frequently  accompanied  with  vomiting.     This  is  not  common  in 
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false  shock,  while  in  a  considerable  number  of  cases  of  ua> 
doubted  perforation  it  was  present  in  greater  or  less  degree. 
Our  estimnte  of  the  value  of  this  symptom  is  certainly  not 
diminished  by  a  knowledge  of  its  import  in  other  abdominal 
lesioos. 

MORTALITY. 

Morton  of  Philadelphia,"  Sir  William  MacCormacf  and 
N.  B.  Carson]  of  St.  Louis  have  compiled  elaborate  tables  of 
all  the  cases  of  operations  performed  for  abdominal  injury, 
Morton's  tables,  including  cases  of  shot-wound  recorded  up  to 
the  end  of  iS86,  give  33  operations  with  5  recoveries.  Mac- 
Connac's  tables,  extending  up  to  May,  1863,  include  33  cases* 
with  7  recoveries,  one  (FirogoET's)  being  doubtful.  Carson's 
tables,  extending  to  June,  1887,  include  4^  cases:  of  these,  13 
recovered;  one  (Pirogoff's)  was  progressing  favourably  At  th»j 
end  of  four  days,  and  was  then  lost  sight  of.  Excluding  the 
doubtful  case,  43  operations  with  13  recoveries  give  a  death* 
rate  of  nearly  70  per  cent.  This  result,  considering  the  nat 
of  the  injuries,  the  usual  condition  of  the  patient  when  place 
on  the  operating  table,  and  the  necessarily  tentative  nature  of 
the  earlier  operations,  cannot  be  regarded  as  other  tlian  exceed- 
ingly satisfactory. 


INDICATIONS  AND  COMTRA.rNDtCATIONS  TO  OPIRATIOH. 

Of  all  penetrating  gunshot  wounds  of  the  abdomen,  near^ 
-flfjghty-eight  per  cent,  are  fatal.     When  involving  the  stomach 
or  intestines,   "  these    wounds    may    always    be    expected   to  1 
cause   death,  generally  from    peritonitis    following  cxtravas&>j 
tion,  or   from   very  acute   septicaemia."    OtisS    tells  us 
only  six  or    seven   unc<iuivocal   recoveries   from  shot-woundtl 
of  the  stomach  are  known,  ftslulj;  being  left  in  two  of  them, 
while   be    doubts   if   there  is    even   one   "  incontestable    ia* 

*  7''"'"   •f"<'r   itrJ.  ^i>B   Feb.  ifth.  1SS7. 

t  AH  Sift  fir  lit  Ttutmint «/  Inftj-PiritMe^l  Injury.     Load..  189^. 

:  Jtmt  Amtr  UtJ  Ann.,  Nov  j/lb.  1IB7. 
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stance  of  recovery  from  wound  of  the  small  intestine."  la 
shot-wounds  of  the  larf;e  intestine  the  prognosis  is  more 
favourable;  aboul  20  per  cent,  recovering,  with  or  without 
stercoral  fistula.  Wound  of  the  gall-bladder  is  almost  certain 
to  cause  death  from  extravasation.  Under  the  best  palliative 
treatment,  death  almost  inevitably  takes  place.  Therefore,  if 
a  desperate  remedy  is  ever  admissible  in  a  desperate  disease, 
it  certainly  is  so  in  gunshot  wounds  of  the  abdominal  viscera. 
Operation  by  abdominal  section  is  certainly  a  desperate  remedy, 
but  it  has  already  been  proved  to  be  far  better  than  none. 

The  known  tendencies  of  penetrating  bail-wounds  of  the 
viscera  being  admitted,  the  indication  to  operate  follows  of 
necessity  on  proof  of  the  receipt  of  injury.  By  operation  alone 
cen  the  parts  be  put  into  such  a  condition  that  spontaneous 
recovery  is  probable,  or,  it  might  almost  be  said,  possible.  By 
operation  we  can  check  hsemorrliage;  we  can  prevent  extra- 
vasation if  it  has  not  already  taken  place,  and  remove  noxious 
fluids  if  it  has  taken  place ;  and  we  can  provide  free  drainage 
if  septic  peritonitis  has  set  in.  A  mere  recapitulation  of  the 
anatomical  conditions  provides  the  indications  for  operation. 

But  contra-indications  exist.  Firstly,  we  must  have  regard 
to  the  condition  of  the  patient.  Profound  collapse  which  is  not 
due  to  haemorrhage  is  a  contra-indicalion  of  weighl  corresponding 
to  the  gravity  of  the  condition.  Such  collapse  existing  a  few 
hours  after  receipt  of  injury  is  not  so  unfavourable  as  when  it 
has  continued  for  a  day  or  more.  In  the  former  case  the  vital 
powers  arc  not  so  much  exhausted,  and  are  more  susceptible  to 
resuscitating  influences;  in  the  latter  case  diffuse  peritonitis 
may  be  present,  which  demands  a  somewhat  tedious  manipula- 
tion during  operation,  and  makes  a  prolonged  call  on  the 
energies  of  the  patient  during  cure.  Undoubted  and  severe 
peritonitis  existing  on  the  second  or  third  day  is  by  most 
authorities  recognised  as  a  conlia-indicalion.  In  such  cases,  it 
is  improbable  that  the  sites  of  perforation  would  be  found ;  and 
if  they  were,  that  they  could  be  dealt  with  without  the  production 
of  excessive  traumatism.  There  is  little  use  in  cleansing  the 
cavity  if  it  is  to  be  at  once  refilled,  and  there  is  little  use  in 


AM 


CUSSHOT  WOUSDS. 


\ooWittg  for  the  perforations  if  they  can  neither  be  closed  nor 
fixed  in  the  woimd,  while  there  is  positive  <langcr  in  adding  to 
the  risks  from  traumatism.  In  such  cases  the  most  that  can 
done  is  to  make  a  loimll  parietal  opening  with  the  help  of  locj 
aniestbcsia,  and  permit  the  discharge  of  the  noxious  fluids  an 
secretions,  giving  the  patient  the  benefit  of  the  remote  chance 
of  spontaneous  cure  with  intestinal  fistula. 

An  important  practical  question  is  as  to  the  best  time  for 
operation.  In  a  general  way.  it  may  safely  be  said  that  operation 
should  be  performed  as  soon  as  possible  after  it  has  been  ascer-^ 
taincd  that  there  is  perforation  of  peritoneum.  Symptoms  muj 
not  be  waited  for ;  they  are  often  misleading  when  present,  and 
their  continued  absence  is  compatible  with  the  receipt  of  injuries 
which  must  inevitably  lead  to  death.  H  there  is  much  shock, 
the  operation  may  be  put  ofT  while  the  patient  is  closely  watched 
and  treated  for  an  improvement  which  would  justify  operation. 
The  possibihty  of  the  shock  being  due  to  ha-morrhage  must  not 
be  overlooked.  In  this,  as  in  so  many  other  conditions,  nearly 
everything  must  be  left  to  the  educated  judgment  of  the  surgeon ; 
it  is  impossible  to  provide  specific  or  absolute  rules  for  guklance. 


OPBRATIVB   TRBATUKNT. 

H  the  patient  is  feeble  or  collapsed,  an  enema  containing 
brandy  should  be  given  before  the  anesthetic  is  administcied. 
The  panete-t  mu.tt  be  thoroughly  cleansed,  and  the  pubic  hair,  if 
it  lies  near  to  the  scat  of  injury  or  operation,  must  be  »haved. 
The  perforated  rubber -sheet,  il  it  can  be  used  without  encroach- 
ing on  the  field  of  oi>eration,  shoidd  be  lixed  in  position. 

The  instrument*  arc  the  ordinary  ones  in  use  for  abdominiU 
section,  with  t)ie  addition  of  four  or  more  of  Makins's  iniettiiuil 
damps.  At  least  a  dozeo  of  the  round  millitter's  needles 
recommended  for  enteroiraphy,  ready  threaded  with  silk  of  suit- 
able  size,  are  providwl.  Thick  prepaied  cjktgut  should  be  to 
readiiKSS,  in  case  it  is  necessary  to  ckise  wounds  in  the  solid 
viscera.  A  number  of  sponge-cloths  and  Hat  and  round  spongoi] 
are  kept  ready,  in  warm  antiseptic  lotion.     A  large  fountaioi 
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reservoir,  with  rubber  tiihiiig  and  glass  nozzle  attached  for 
irrigation,  is  placed  in  a  convenient  situation  some  feot  above 
the  level  of  the  patient.  A  receptacle  placed  under  the  operating 
table,  for  collecting  the  fluid  which  escapes  from  the  alidoinen 
during  irrigation  and  trickles  over  the  large  macintosh,  will  be 
found  convenient. 


Tin  Parietal  Incision. — Nearly  all  writers  on  the  subject  re- 
commend the  median  incision,  Mac  Cormac,  Parkes,  Nancrede, 
Bull,  and  Morton  insist  upon  the  median  incision,  and  give 
autncrous  cogent  reasons  for  {heir  views.  Morton  says  that  in 
nearly  all  the  successful  operations  the  median  incision  was  em- 
ployed. Since  he  wrote,  however,  at  Itattt  live  successful 
operations  through  incisions  not  median  have  been  recorded. 
Professor  McGrawof  Detroit  vigorously  protested  against  the 
uniform  wisdom  of  this  plan ;  but  his  protests  seem  to  have  been 
ignored  by  subsequent  writers. 

There  can  be  no  doubt  that,  as  affording  most  space  for  a 
general  exploration  of  the  whole  cavity  and  its  contained  viscera, 
the  median  incision  is  best.  In  cases  where  the  course  of  the 
ball  has  been  across  the  middle  line,  entering  at  one  side  and 
passing  towards  the  other;  and  in  others  where  the  ball,  enter- 
ing near  the  middle  line,  passes  either  directly  backwards,  or  in 
an  uncertain  direction,  vertically  or  laterally,  then  the  median 
incision  is  indicated.  Also,  in  all  cases  where  the  course  of  the 
ball  is  unknown,  the  median  incision  is  the  best.  On  the  other 
hand,  there  arc  cases  where  an  incision  not  median  is  indicated. 
A  ball  injures  only  .Hucb  organs  as  lie  in  its  course.  Reason  and 
experiment  combine  to  show  that  balls  passing  through  the  soft 
tissues  of  the  abdomen  pursue  a  course  that  is  almost  straight. 
If  there  is  deflection,  it  is  in  the  great  majority  of  cases  in  ac- 
cordance with  the  law  of  equality  of  the  angles  of  incidence  and 
reflection.  The  erratic  courses  of  balls  sometimes  met  with 
occur  in  cases  where  the  skin  is  perforated  at  a  very  oblique 
angle,  and  can  rarely  apply  to  gunshot  wounds  of  the  ab- 
domen. It  may  be  safely  inferred  that  a  ball  passing  through 
the  abdominal  cavity  follows  the  course  it  had  on  perforating  the 
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parietes;  if  deviations  take  place  after  it  has  struck  bones  or 
hollow  viscera,  these  do  not  influence  the  scheme  of  operation. 
Thus,  in  sucli  a  ca«c  as  th.it  of  Barker,*  where  the  hall  entc 
three  inches  internal  to  the  anterior  iliac  spine,  the  lateral  in* 
cision  which  he  adopted  was  better  than  a  median  incision  could 
have  been.  A  case  of  McGraw's,  in  wliich  the  colon  only  was 
wounded,  is  evidence  in  the  same  direction;  and  scvefal  simitar 
cases  might  be  quoted. 

It  is  not,  however,  a  question  of  mere  convenience  of  ex* 
aniining  viscera,  but  also  of  adding;  to  traumatism.  The  whole 
length  of  the  intestine  and  all  the  fixed  viscera  cannot  be 
systematically  examined  with  impunity.  Only  those  fixed 
organs  which  Ue  in  the  course  of  the  ball  need  be  examined; 
aj)d  in  the  case  of  the  movable  intestines,  common  senxe  must 
be  our  guide  in  deciding  as  to  the  extent  to  which  cxaminatioQ 
must  be  carried.  Thus,  if  a  ball  passes  through  the  right  lum- 
bar region,  perforating  the  ascending  colon  on  Its  anterior  and 
posterior  aspects,  there  is  no  necessity  for  examining  the 
stomach,  or  transverse  and  descending  colons,  or  more  of  tl: 
small  bowel  than  hes  near  to  the  seat  of  injury.  It  is  uni 
to  multiply  examples:  ihey  will  at  once  suggest  ihemselvt 
It  IS  true  that  the  intestines  may  move  some  distance  away 
from  the  track  of  the  ball,  and  this  distance  may  be  increased 
according  to  the  length  o(  time  which  has  elapsed  since  the 
receipt  of  injury.  But  intestines  can  scarcely  move  from  epi- 
gastric or  umbilical  regions  to  the  bottom  of  the  pelvis; 
from  the  right  lumbar  region  to  the  left.  And  the  hxed  organ^^ 
cannot  move  at  all.  We  need  not  overdo  the  certainty  of  proving 
integrity  of  viscera  at  the  expense  of  increasing  the  patient's 
risks. 

The  line  of  incision  must  be  guided  by  reasonable  deduclioni 
from  the  indications  as  to  the  course  of  the  bullet.  To  the 
operator  the  major  premise  in  this  course  of  reasoning  must  bo 
the  course  of  the  ball  through  the  parietes.  I  entirely  fail  to 
appreciate  the  force  of  the  arguments  so  frequently  urged 
against  probing  of  the  wound.    Where  a  ball  has  passed,  surety 
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a  probe  may  follow  without  much  increase  of  danger.  1  should 
always  probe  the  wound,  using  a.  very  blunt  instniment,  which 
cannot  be  insinuated  into  the  intcr-muscular  spaces  ;  ami  this 
probe  1  should  lenve  in  the  track  of  the  hall  if  its  presence  were 
of  the  slightest  assistance  in  showing  the  line  of  injury.  To  lay 
open  the  track  is  in  most  cases  unnecessary. 

The  line  of  incision  should  be  guided  by  a  simple  process  of 
reasoning  as  to  the  inferred  and  piobable  course  of  the  ball, 
deduced  from  the  site  of  the  aperture  of  entrance  and  the 
course  of  the  ball.  To  the  skilled  operator  (and  no  other  should 
undertake  these  cases)  it  is  a  matter  of  absolute  indifference 
where  entrance  into  the  abdominal  cavity  is  made.  The  objoc- 
tions  of  increnKed  haemorrhage,  nnd  division  of  muscular  planes, 
usually  urged  against  incisions  made  not  in  the  linea  alba  or  the 
linea  semilunaris,  are  not  for  a  moment  to  be  considered  against 
increased  facility  of  access  to  abdominal  Organs. 

What  is  to  be  the  exact  line  of  incision  it  is  impossible  in 
general  terms  to  indicate.  In  every  case  the  inference  should  be 
that  the  organs  injured  lie  in  the  line  of  the  ball,  as  shown  by 
the  course  it  pursues  through  the  parieles,  and  the  incision 
should  be  made  accordingly.  It  is  probably  true  that  the  hne 
of  incision  will  in  most  cases  fail  to  be  made  in  the  middle  line ; 
but  in  an  important  minority  the  incision  will  be  guided  accord- 
ing to  the  principles  indicated.  In  general  terms  it  may  l>c  said 
that  the  middle  of  the  tine  of  parietal  incision  should  lie  over  an 
imaginary  point  situated  midway  between  the  point  of  the  probe 
in  the  ball-track  resting  on  the  peritoneum  and  the  opposite 
wall  of  the  cavity. 

The  length  of  the  incision  must  be  regulated  by  the  thickness 
of  the  parieles,  the  firmness  and  tension  of  the  muscles,  the 
degree  of  distension  of  the  bowels,  and  the  amount  of  injury 
probable  or  ascertained,  it  need  be  neither  vertical  nor  trans- 
verse, but  be  regulated  in  length  and  made  in  direction  entirely 
as  the  reasoning  of  the  surgeon,  based  on  the  premises  indi- 
cated, directs.  Beyond  ihis  it  is  probably  unnecessary  to 
specify  directions. 

The  parieles  being  incised  to  the  length  desired,  the  lips  of 
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the  wound  arc  kept  apart  by  retractors  in  the  hands  of  the 
asnstant.  The  self- retaining  retractors  recomtncnded  for 
certain  cases  of  supra-pubic  cystotomy  (Fir.  79)  will  suit  the 
purpose  admirably,  and  do  not  require  holding. 

The  end  of  the  bullet -track  where  it  strikes  the  perito- 
neum is  first  examined,  to  see  that  no  haemorrhage  is  going 
on,  and  to  make  finally  certain  as  to  the  fact  of  perforation. 
The  ragged,  and  perhaps  foul,  opening  is  cleansed  with  An 
antiseptic,  and,  if  it  is  large,  is  at  once  closed  by  a  con- 
tinuous crossing  stitch.  Any  blood-clot  which  obscures  the 
field  of  operation  is  mopped  up  gently,  witliout  disturbing  the 
intestines.  A  systematic  examination  of  all  the  viscera  which 
lie  in  or  near  the  track  of  the  ball  is  now  carried  out.  If 
hxmorrhagc  is  going  on,  the  source  of  it  should  at  once  be 
sought  for  before  doing  anything  else.  It  must  be  remembered 
that  manipulation  may  set  up  vennicular  contraction  of  the 
intestines,  leading  to  displacement  of  their  wounds  from  the 
line  of  injury;  therefore,  any  wound  or  serious  contusion 
observed  during  the  exploration  for  bleeding  points  should  at 
once  be  grasped  in  catch  •  forceps,  which  arc  left  attached. 
Again,  when  the  bleeding  point  has  been  discovered,  it  may 
be  temporarily  secured  by  pressure-forceps  while  an  opening  in 
the  bowel  which  is  discharging  fxccs  is  being  closed.  No  defi> 
nitc  order  of  procedure  can  be  laid  down.  The  most  urgent 
calls  are  attended  to  first :  the  less  grave  injuries,  while  they 
may  be  temporarily  diminislied  by  judicious  placing  of  forceps 
or  sponges,  are  left  to  the  end.  A  rapid  survey  of  all  the  parts 
is  made  when  the  dangerous  haemorrhage  or  abundant  extrava- 
sation has  been  checked,  and  the  full  extent  of  the  injuries 
inflicted  is  finally  ascertained.  We  now  proceed  to  the  surgical 
repair  of  these  injuries. 

At  this  stage,  if  there  has  been  extravasation  of  viscera) 
contents,  I  should  recommend  that  alidominal  irrigation  should 
be  commenced  and  continued  while  the  closure  of  visceral 
wounds  is  being  carried  out.  The  irrigating  fluid,  if  conducted 
o\'er  the  macintosh  into  the  receptacle  provided,  need  not  be  in 
the  way :  it  is  cleansing  the  abdomen,  and  k>  saving  time ;  and^ 
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perhaps  most  imporUnt  of  all,  tf  tlie  fluid  is  used  at  a  tempera- 
ture of  105",  it  will  be  found  an  excellent  means  of  treating 
shock.  The  stream  should  be  a  gentle  one,  such  as  an  elevation 
of  the  reservoir  of  a  foot  and  a  half  above  the  patient  would 
give.  An  excellent  method  of  conveying  the  irrigating  fluid 
into  the  abdomen  for  this  operation  would  be  -to  employ  the 
long  rubber  double  tubes  now  in  use  for  washing  out  the 
stomach.  As  the  parietal  wound  does  not  closely  fit  the  tube, 
only  a  portion  of  the  fluid  would  escape  out  of  the  evacuating 
tube;  but  this  is  of  small  moment. 

The  assistant  yrill  meanwhile  be  looking  after  the  forceps 
attached  lo  the  wounds  of  bowel  or  other  organs,  holding  thera 
in  a  bunch  at  the  position  requiring  least  traction  in  the  wound. 
This  plan  of  operation  is  not  that  usually  recommended.  Sur- 
geons hitherto  have  almost  uniformly  advised  immediate  and 
complete  suture  of  an  injury  as  soon  as  it  is  discovered.  But 
this  suturing  is  a  tedious  and  irritating  process,  and  during  the 
carrying  out  of  it  the  intestines  will  be  acting  violently,  dis- 
placing other  injured  portions  and  adding  to  the  amount  of 
extravasation.  The  only  advantage  of  immediate  suturing  is, 
that  no  perforation  is  afterwards  overlooked :  forceps  attached 
to  the  edges  of  the  perforation,  or  the  middle  of  the  contusion, 
secure  this  advantage  just  as  well. 

Sponge -cloths  arc  now  arranged  round  the  opening;  the 
surgeon  pulls  one  pair  of  forceps  to  the  surface,  and  examines 
the  wound  in  the  intestine.  The  other  forceps  are  now  gathered 
together  and  laid  between  the  folds  of  a  cloth,  while  the  assistant 
prepares  to  help  the  operator.  The  injured  bowel  is  care- 
fully examined,  and  the  mode  of  treatment  decided  upon.  A 
slight  contusion  may  be  left  to  its  fate,  A  moderately  severe 
contusion  must  be  doubled  inwards,  and  Lembert's  suture  or  a 
continuous  Dupuytren  suture  placed  in  the  healthy  bowel  beyond 
it,  so  tliat  if  it  does  become  gangrenous  the  slough  will  be  dis- 
charged into  the  lumen  of  the  gut,  and  cannot  escape  into  the 
general  cavity.  In  cases  of  perforation  at  the  free  border  of 
the  bowel,  we  may  adopt  simple  closure  after  cleansing  of  the 
edges  of  the  wound,  or  closure  after  resection  of  the  bruited 
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edges,  as  seems  at  Ilie  time  most  conveoieat  aad  safe.  Lcm- 
bert's  sulure  (see  Enteromphy)  will,  in  the  great  majority  of 
cases,  t>e  founc]  the  best.  For  a  stiiall  pcrroralton,  a  continuous 
suture  will  be  found  perfectly  efficient.  The  direction  of  the  line 
of  suture  would  seem  to  lie  of  little  importance.  Multiple 
perforations  occupying  a  small  piece  of  bowel  may  require 
more  extensive  resection,  up  to  complete  removal  of  the  whole^ 
caJibre.  This  is  carried  out  exactly  after  the  manner  described 
for  Enterorraphy  (p.  473),  anil  need  not  again  be  described. 

During  these  manipulations  the  bowel  will  be  lying  on  a  soft 
sponge-cloth  placed  by  the  side  of  the  parietal  wound.  Usually 
oo  clamp  will  bo  required,  the  fmgers  of  the  assistant  betngj 
(^uite  efficient.  If  resection  is  to  be  carried  out,  I  should  recom- 
mend the  employment  of  Malctns*s  clamps.  During  the  operative 
proceeding,  a  sponge  or  two  placed  over  the  viscera  will  prevent 
their  being  extruded.  A  small  space  should  be  left  by  the  side 
of  the  irrigating  lube  to  permit  the  outflow  of  lluid. 

A  wound  at  the  mesenteric  border  is  a  more  serious  affair. 
A  wound  passing  through  the  mesenterj'  close  to  the  bowel,  or 
through  the  mesenteric  border  of  the  bowel,  will  usually,  by 
occlusion  of  the  intestinal  vessels,  lead  to  gangrene  of  portiooa^ 
of  intestine  involved.  For  this  injury  the  treatment  must  be 
resection  of  bowel,  along  with  the  perforated  wound  of  the 
mesentcr}'.  If  it  be  not  necessary  to  remove  a  piece  of  mescn* 
tety  that  is  actually  wedge-shaped,  the  lines  of  incision  should 
at  least  go  well  beyond  the  seat  of  injury.  The  wounds  are 
united  exactly  as  described  for  Enterorraphy. 

Each  wound  after  it  is  closed  is  thoroughly  cleansed,  and 
the  bowel  is  returned  to  the  cavity.  When  all  the  intestini 
wounds  discovered  at  the  first  examination  have  been  closedfj 
the  bowels  are  pushed  to  one  side,  and  kept  there  by  a  larg 
sponge,  while  the  underlying  solid  viscera  are  examined.  If 
the  site  of  lodgment  of  the  ball  can  be  detected,  an  attempt 
should  be  made  to  remove  it.  Bleeding  vessels  are,  of  course,  ^ 
secured. 

Perforations  in  the  stomach  are  dealt  with  in  the  same  way 
at  in  the  intestine.     A  perforation  in  the  posterior  wall  can  be 
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reached  only  after  making  an  opening  through  the  layers  of  the 
gaslro-colic  omentum.  If  it  cannot  be  sutured  by  this  route,  it 
may  be  readied  from  the  front  after  gastrotomy,  as  recommended 
for  perforating  nicer  of  the  stomach  on  its  posterior  aspect 
(p.  379)>  In  these  cases  extravasation  of  gastric  contents 
nearly  always  takes  place,  and  irrigation  and  cleansing  will 
have  to  be  specially  thorough. 

Wounds  of  the  omentum  are  occasionally  attended  with  free 
bleeding,  which  may  form  a  large  hematoma  between  its  layers. 
In  such  a  case  complete  amputation  of  the  omentum  above  the 
site  of  injury  would  he  the  best  treatment.  A  small  perforation 
without  bleeding  should  be  excised,  to  prevent  the  risks  of  gan- 
grene, and  the  opening  should  be  closed  by  a  continuous  suture. 

Wounds  of  the  liver  are  by  no  means  necessarily  fatal: 
Edler's  elaborate  tables*  show  that  of  uncomplicated  cases 
of  shot-wound  only  39.1  per  cent,  died,  while  of  all  cases  55 
per  cent.  died.  The  duration  of  cure  was  usually  prolonged 
from  the  presence  of  foreign  bodies  in  the  wound,  and  particu- 
larly splinters  of  bone  from  the  ribs:  this  fact  suggests  the 
propriety  in  such  cases  of  seeking  for  foreign  bodies,  and 
removing  them  if  found.  Suppurative  inflammation  was  the 
most  frequent  cause  of  death  (37. j  per  cent.);  hemorrhage  was 
the  cause  in  30  per  cent,  of  the  cases.  Therefore,  cleansing  of 
the  wound  should  be  as  perfect  as  possible,  and  should  be  carried 
out,  not  only  by  means  of  irrigation  witli  a  soft  catheter  of  small 
size  introduced  along  the  track  of  the  wound,  but  also  by  friction 
with  a  small  pledget  of  cotton  rolled  around  the  end  of  a  probe 
and  saturated  with  an  antiseptic.  Bleeding  must  be  checked 
^ther  by  the  insertion  of  deep  catgut  sutures,  or  by  plugging  the 
wound  with  a  strip  of  antiseptic  lint  or  gau:!c,  the  end  of  which 
is  carried  through  the  perforation  in  the  parietes.     Murphy,  in 

■  a  successful  case,  employed  suture  alone. 

■  Wounds  of  the  spleen  cause  death,  according  to  Edicr,  almost 
I  invariably  by  ha.-morrhagc.  Of  uncomplicated  cases,  65  per  cent. 
I  died ;  of  all  cases,  83.3  per  cent.  Suppuration  is  rare,  and  then 
W  mostly  from  the  presence  of  foreign  matter.  The  friability  of 
^^^B  '  Langcnbcck's  jInJtii-. /.  A'li*  Cliir ,  BA,  xniv, 
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tbe  Epicnic  tissue  readers  closure  of  a  gaping  wound,  so  as  to 
check  tuemorrhage,  difficult.  Parkes,  however,  found  that  deeptjr 
pbc«d  Kuttires  of  catgut  held  fairly  well.  If  the  suture  bil 
plugging  with  tint  or  gauze  must  be  employed.  Should  tl; 
measures  Eail,  the  organ  must  be  removed.  In  all  cases  of 
serious  injury  to  the  spleen,  primary  removal  is  iitdicated ;  tin 
results  of  removal  for  injury  are  far  more  favourable  than  foK 
disease. 

Shot-wouods  of  the  kidney  arc  not  so  daogerous  as  is  gener- 
ally supposed.  According  to  Edler,  death  most  frequently  results^ 
from  pyaemia,  a<xompanicd  with  peritonitis  and  suppuration. 
Recovery  is  usually  very  tedious,  on  account  of  the  frequent 
complication  of  urinary  extravasation.  Of  uncomplicated  shot- 
woiindtof  the  kidney,  8 j  per  cent.,  according  to  Edler,  get  well; 
of  complicated  cases,  only  i6  per  cent. ;  and  of  all  cases,  jfi  per 
cent,  recover.  If  only  15  per  cent,  of  cases  of  uDComplicalc 
shot-wound  of  the  kidney  die,  it  is  doubtful  whether  ofteratioa^ 
is  ever  indicated  in  this  class,  except  on  undoubted  »gns  ol 
luemorrhage  or  peii-nephric  or  peritoneal  suppuration.  T)te 
complications  of  renal  injuries  are  likely  to  be  severe — on  the 
right  side,  wounds  of  liver  and  colon ;  on  the  left  side,  wounds  of 
spleen  and  colon — and  the  results  of  operations  are  therefore 
not  likely  to  be  favourable.  In  cases  of  doubt  as  to  the  wisdom 
of  removing  the  whole  organ,  or  of  the  ability  of  the  i>alicnt  to 
bear  the  operation,  the  chances  of  successful  issue  may  be 
increased  by  free  drainage  carried  out  through  a  wound  made 
in  the  loin.  In  some  cases  bullets  have  been  found  embedded 
in  the  renal  tissue. 

Wounds  of  the  urinarj-  bladder  arc  closed  by  Lembert'i 
suture  in  the  same  way  as  wounds  of  the  other  hollow  viscerm*^ 
The  whole  subject  of   cystorraphy   will   be  more  thoroughly 
dealt  with  under  t)ie  head  of  intra -alMJominal  rupture  of  that 
vise  us. 

Wounds  of  the  gall-bladder  are  easily  diagnosed  bom  the 
presence  of  bile  in  the  cavity.  If  the  wound  involves  only  the 
fundus,  and  is  not  large  or  lacerated,  it  may  be  closed  at  onctt 
by  suture.     If  the  wound  traverses  both  sides  of  lite  bladdcy 
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and  the  liver  as  well,  then  it  may  be  best  to  remove  the  whole 
viscus,  To  reach  the  upper  wound,  it  would  be  necessary  to 
partly  detach  the  bladder  from  the  liver,  and  this  detachment 
would  predispose  to  gangrene.  Therefore,  in  such  a  case, 
cholecystectomy  would  be  the  safest  procedure. 


Supposing  now  that  the  whole  of  the  visceral  wounds  have 
been  satisfactorily  dealt  with,  and  that  the  parts  arc  in  a  con- 
dition in  which  repair  is  possible,  a  final  cleansing  of  the  cavity 
is  carried  out,  and  the  wound  is  closed,  with  or  without  drainage 
as  seems  best.  .\  larger  nozzle  may  he  put  on  to  the  irrigating 
tube,  and  the  reservoir  is  elevated  a  foot  or  two  higher,  so  that 
a  larger  and  more  rapid  stream  is  conveyed  inside  the  abdomen. 
While  the  lingers  move  the  intestines  about,  the  stream  is  con- 
ducted successively  to  all  parts  of  the  cavity,  and  is  not  checked 
till  it  returns  as  clear  as  it  went  in.  Then  all  superfluous  fluid 
is  pressed  out,  and  a  few  large  sponges  with  sponge- holders 
attached  are  placed  in  the  abdominal  hollows,  and  left 
there  while  the  stitches  are  inserted.  They  are  removed, 
with  any  free  fluid  that  has  been  left,  before  the  stitches  are 
tied. 

In  some  cases  the  state  of  the  patient  may  be  so  grave  that 
resection,  or  any  prolonged  operation  of  suturing,  may  not  be 
permissible.  In  such  cases  the  wounded  bowel,  resected  or 
not  as  may  seem  best,  is  fixed  in  the  wound,  so  as  to  produce 
an  arltficia)  anus.  Temporary  closure  of  the  intestinal  wounds 
in  the  parietal  opening  may  always  be  carried  out,  so  that 
the   peritoneal   cavity   may   be  sealed  off   by  plastic   exuda- 

ttions  before  the  artificial  anus  is  made.     This  proceeding   is 
carried  out  in  the  manner  already  described   for  cnterotomy 
and  enterectomy. 
Sim 
nee 


OPERATION    FOR   STAB-WOUNDS  OF  THE  ABPOMBK. 

The  whole  subject  of  stab-wounds  being  in  many  respects 
similar  to  that  of  shot-wounds  of  the  abdomi^n,  it  will  be  un- 
necessary to  do  more  than  specify  the  points  of  diSereace. 
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Here  again  we  are  iadcbted  to  Morton.*  MacCormac.*  ftod 
Gaston*  for  drawing  up  tables  of  recorded  cases  of  operations. 
Morton  collected  ig  caseft,  including  one  by  a  splinter  of 
wood ;  of  these,  13  recovered.  Mac Cormac gives  18  cases,  with 
10  recoveries.  Gaston's  table,  which  most  nearly  brings  the 
operations  up  to  date,  contains  a8  cases,  with  16  recoveries: 
19  cases  had  wounds  involving  one  or  more  of  the  viscera; 
of  this  number,  10  recovered  and  9  died.  This  must  be  regarded 
as  a  very  satisfactory  mortality,  consi<lcring  the  nature  of  the 
injuries. 

Any  sliarp  instrument  forced  through  the  parietes  may 
perforate  hollow  viscera.  But  the  effects  vary  widely,  according 
to  the  nature  of  the  instrument.  A  stab  with  a  bodkio  or  a 
stiletto  has  very  different  immediate  results  from  a  deep  gash 
with  a  large  broad- hladed  sword.  But  the  ultimate  re.<uilts  may 
be  the  same.  I  have  seen  death  take  place  in  five  days  from 
suppurative  peritonitis,  caused  by  puncture  of  the  intestine  by 
a  fine  exploring  neeiUe ;  and  I  have  known  of  another  case  in 
which  a  triple  wound  in  the  intestinal  coats,  as  broad  as  the 
jack-knife  which  caused  it,  was  not  fatal  in  so  short  a  time. 
In  a  large  wound  there  may  be  protrusion  of  viscera — .an  accident 
which  may  sometimes  be  fortunate,  as  exposing  an  intestinal 
wound,  and  permitting,  to  some  extent  at  least,  escape  of  its 
contents  outside  the  abdomen.  Every  variety  of  wound  may  be 
catised  by  diversity  of  inMnimenls.  A  jagged  [Mece  of  wood, 
the  spike  of  a  railing,  or  the  prongs  of  a  pitchfork,  will  each 
have  its  variety  of  wound,  partially  to  be  inferred  front  the 
character  of  the  instrument. 

Now,  it  has  been  found  that  stabbing  wounds  are  by  no 
means  so  uniformly  fatal  as  perforations  caused  by  bullets.  The 
danger  would  seem,  in  such  cases,  to  depend  as  much  on  the 
oonditioo  of  the  viscus  as  to  fulness  or  emptiness,  as  00  the 
amount  of  injury  it  has  received.  Through  a  wound  of  fair  size, 
a  viscus  distended  with  fluid  will  at  once  empty  itself  into  the 
peritoneum ;  and,  further,  a  distended  viscus  is  more  liable  to 
be  ruptured  than  an  empty  one.     The  rapidly- moving  bullet 
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goes  straight  through  everything,  full  or  empty:  while  the  com- 
paratively slow-moving  instrument,  pushed  by  hand  or  pene- 
trating after  a  fall,  will  push  an  empty  visciis  aside. 

The  conditions  vary  according  to  the  organ  penetrated,  just 
as  they  do  in  gunshot  wounds.  Cutting  wounds  have  more 
hlood  effused,  and  death  from  haemorrhage  is  more  common  in 
them  than  in  other  penetrating  wounds. 

Looking  at  the  recorded  cases  of  operation,  we  lind  that  in 
several,  the  manipulations  included  nothing  more  than  cleaning 
of  the  abdominal  cavity  from  blood-clot  and  suturing  of  the 
parietal  wound.  In  Carson's  case,  a  liver-wound  was  sutured, 
and  death  took  place  on  the  fifth  day  from  iodoform  poisoning; 
the  peritoneal  cavity  being  found  very  nearly  nomial.  In  two 
cases  excision  of  intestine  had  to  be  carried  out :  one  died  and 
one  recovered.  In  nine  cases  suture  of  intestine  or  stomach  was 
carried  out:  in  one  the  spleen  was  excised;  and  in  several 
various  wounds  of  omentum,  mesentery  and  other  parts  had  to 
be  dealt  with. 

Resection  of  the  margins  of  the  wound  is  not  called  for  so 
frequently  after  stabbing  as  after  gunshot  injuries.  In  a  clean- 
cut  wound,  simple  suture  without  much  inversion  of  margins 
will  be  elTicient.  Bleeding,  being  a  more  frequent  and  a  more 
dangerous  result  of  stab-wounds,  requires  correspondingly 
minute  attention.  In  a  greater  number  of  cases  than-after  shot- 
wounds,  operation  may  be  successfully  carried  out  through  the 
original  stab-wound  enlarged  in  whatever  direction  is  most 
convenient. 

As  to  indications  for  operation  in  slab-wounds  of  the 
abdomen,  there  is  a  very  general  consensus  of  opinion  that  every 
case  of  undoubted  penetration  of  the  abdomen  should  be  at  once 
treated  by  laparotomy.  The  indication  is  only  a  little  ihc  less 
urgent  if  there  is  no  perforation  of  viscera;  cleansing  of  the 
cavity  from  blood-clot,  and  checking  hEcmorthagc,  put  the  patient 
in  a  far  more  favourable  condition  for  recovery  than  when  these 
operationsare  not  carried  out.  In  any  case,  perforation  of  viscera 
cannot  certainly  be  diagnosed  till  abdominal  section  has  been 
performed. 
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SHOT  AND  STAB-n'OVNt>S. 


AnSK-TRBATHEMT  OVOPSRATIOKS  POK  GUNSHOT  AND  STAB- WOUNDS 
OF  THE  ADOOMBN. 

Th«  first  principle  in  the  treatment  of  these  caws  is  intestinal 
rest.  If  there  arc  wounds  of  the  stomach  or  upper  portion  of 
the  small  bowel,  all  food  by  the  mouth  must  be  withheld  for 
Grom  four  to  six  days,  and  rectal  feeding  instituted.  The  first 
foods  given  by  the  inoulh  should  be  either  dilute  peptones  or 
beef  jellies,  or  pcptoniscd  milk.  The  patient  should  be  kept  as 
quiet  as  possible  in  bed;  change  of  position  should  be  made  by 
extraneous  help,  and  not  by  personal  muscular  effort.  If  opium 
is  to  be  recommended  anywhere  in  abdominal  surgery,  it  tthould 
be  in  .such  cases  as  these  which  arc  frequently  attended  with 
considerable  mental  disturbance.  It  should  be  given  as  nxirphia, 
and  by  hypodermic  injection. 

When  drainafje  has  been  employed  either  for  incipient 
peritonitis  or  for  a  %-ery  abundant  extravasation  of  intestinal 
contents,  the  management  of  the  tube  will  demand  considerable 
cue  and  judgment.  At  frequent  and  slated  intervals  the  cavity 
is  emptied  by  the  exhausting  s)'ringe,  and  the  nature  of  the 
discharge  obscr\-cd.  On  the  slightest  evidence  of  the  oncome  of 
suppurative  peritonitis,  irrigation  with  a  mild  antiseptic  1 1  should 
select  boro*glyceride)  should  be  carried  out,  and  some  of  the 
fluid  should  he  permitted  to  remain  inside  the  cavity.  The 
formation  of  intestinal  adhesions,  which  is  one  of  the  chief 
dangers  in  acute  peritonitis,  is  not  so  likely  to  occur  if  the 
intestines  are  kept  floating  in  a  mild  watery  fluid ;  and  the  risks 
of  septic  absorption  are  lessened  by  the  presence  of  an  antiseptic 
in  the  cavity.  The  irrigating  process  may  be  repeated  with 
advantage  every  few  hours.  With  a  little  judgment  in  the 
arrangement  of  the  contrivances,  it  is  possible  to  employ  irrigation 
without  disturbing  the  patient  or  soiling  the  bed-clothing.  In 
such  cases  stimulants  in  small  quaniillcs  may  be  added  to  the 
nourishing  enemas,  and  the  use  of  the  rectal  lube  and  the  hot- 
water  enema  for  the  removal  of  ga^  may  be  called  for. 

H  acute  peritonitis  de^-elops  soon  after  operation,  and  no 
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drainage  tube  has  been  inserted,  the  best  treatment  will  in  most 
cases  be  to  at  once  insert  the  tube  and  commence  irrigation  with 
hot  (105° — 110°)  antiseptic  fluids.  Several  authorities  in  such 
cases  recommend  the  employment  of  considerable  doses  of 
atropia  alone,  or  combined  with  morphia.  I  should  place  more 
value  on  free  stimulation  by  the  rectum,  frequent  turpentine 
enemas  and  the  use  of  the  rectum  tube.  The  employment  of 
leeching  in  the  earlier  stages  has  been  highly  spoken  of,  and 
Leiter's  cold-water  tin  coil  is  said  to  have  given  good  results. 
The  parietal  wound  is  treated  exactly  as  in  other  abdominal 
operations. 


Buptur«  of  tneintestlnei 

Although  only  a  very  few  operations  have  been  perfomicd 
for  this  condition,  its  extreme  importance  and  tlte  preparedness 
of  surgery  to  deal  with  it  will  juetify  a  somewhat  detailed 
consideration.  Our  knowledge  of  the  whole  subject  has  recently 
been  much  advanced  by  the  publication  of  a  prize  essay  on 
**  Contusion  of  the  Abdomen,  with  Rupture  of  the  Intestine."  by 
B.  F.  Curtis  of  New  York,'"  which  is  founded  upon  numerous 
experiments,  and  a  careful  and  analytical  study  of  1 16  cates  of 
recorded  rupture  of  the  intestines.  MacCormac)-  has  collected 
13  cases  of  operation  for  rupture  of  the  intestine,  simple  and 
complicated,  thus  (at  without  a  unglc  success.  The  case  of 
Croft  of  St.  Thomas's  Hospital,  recovered  from  the  immediate 
effects  of  the  opewtion,  but  died  from  the  effects  of  a  second 
operation  performed  a  month  later  for  the  cure  of  the  artificial 
anus  which  remained. 


Palkologicat  Anatomy. — As  a  result  of  his  experiments,  Curtis 
came  to  the  conclusion  that  the  injury  is  not  a  true  rupture, 
a  bursting  of  the  gut  over  its  contents,  but  a  contused  and 
lacerated  wound  made  by  crushing  between  the  contusing  body 
and  the  bony  parts.  The  danger  of  rupture  was  diminished  by 
partial  distension  of  the  gut.  The  possibility  of  rupture  from 
forcible  impaction  of  the  liquid  contents  against  a  fixed  loop  of 
bowel  must  not,  however,  be  overlooked.  Rupture  of  the 
duodenum  would  seem  to  take  place  in  this  way.  1  have  seen 
two  cases  of  rupture  of  the  duodenum,  caused,  in  one  instance, 
by  a  fall  on  the  back,  and  in  another  by  a  severe  Mow  on  the 
back;  in  neither  was  there  fracture  of  spine,  nor  any  injury  in 
front. 

The  most  common  cause  of  the  injury — in  about  a8  per  cent. 

of  all  the  cases — was  found  by  Curtis  to  be  the  kick  of  a  horse 

or  a  man.   Next  to  this,  and  in  abotii  equal  proportions,  are  rua- 

•  InUnuil.  Jo9Tn.  UtJ  St      0«,.  1887.  t  Of.  tit. 
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Over  accidents,  blon-s  on  the  bcUy  by  weights,  and  falls  on 
projecting  points.  Great  velocity  and  small  area  of  stritdog 
surfaces  would  seem  to  be  most  likely  to  cause  rupture.  In 
ti3  cases,  the  relative  frequency  of  pails  injured  was  : — 
duodenum,  6  cases;  jejunum,  44;  ileum,  38;  other  portions  of 
the  small  intestine,  ai  ;  and  colon,  4.  The  danger  of  rupture 
was  found  to  be  greatest  in  those  parts  of  the  intestine  which 
are  most  fixed,  excluding  the  large  intestine  on  account  of  its 
being  sheltered. 

The  extent  of  the  niptiire  varies  considerably.  In  about  a 
fifth  of  the  cases,  the  rupture  extended  either  completely,  or 
almost  completely,  across  the  bowel.  In  a  tenth  of  the  cases, 
the  ruptures  were  multiple.  The  size  of  rent  most  fretpicntly 
observed  was  about  an  inch  in  length.  There  is  a  somewhat 
uncertain  relation  between  the  extent  of  injury  and  the  violence  of 
the  blow,  the  more  extensive  injuries  being  caused  by  the  more 
violent  blows.  This,  however,  in  no  way  inSuenccs  prognosis; 
for  small  ruptures  are  as  certainly  fatal  as  large  ones.  The 
mucous  membrane,  in  the  large  majority  of  cases,  was  found 
everted  and  bulging  through  the  peritoneal  rupture. 

Extravasation  of  intestinal  contents  is  almost  invariably 
found.  Fiecal  fluids  were  found  in  two-thirds  of  all  Curtis's 
cases;  and  the  existence  of  peritonitis  in  nearly  all  iheothers, 
rendered  it  probable  that  extravasation  of  contents  had  taken 
place  in  these  also.  In  two  cases  of  complete  rupture,  the  open 
ends  were  so  entirely  closed  by  muscular  contraction,  prolapse 
of  the  mucous  membrane,  and  rapidly-formed  adhe.sion.t,  that 
the  bowel  was  actually  found  to  be  distended  above  the  seat 
of  rupture.  In  some  of  the  cases,  contusions  of  the  gut  were 
found,  in  addition  10  the  rupture. 

The  most  serious  complication  is  injury,  either  as  laceration 
or  as  contusion,  to  the  mesentery.  A  lacerationof  the  mesentery 
may  cause  death  in  a  few  minutes  from  ha-morrhagc ;  and 
contusion,  followed  by  hxmostasis  in  its  vessels,  may  result  in 
gangrene  of  the  bowel.  In  16  per  cent  of  Curtis's  cases  there 
was  either  laceration  or  contusion  of  the  mesentery,  and  these 
were  among  the  most  rapidly  fatal  of  all.     Of    15  cases    of 
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laceration  of  the  mesentery,  all  but  three  were  fatal  witfaiQ 
iwenty-ibur  hours.  The  inipoftance  of  these  observations,  from 
a  practical  point  of  view,  is  self-evident. 


Sympiomt. — The  symptoms  may  be  conveniently  considered 
as  those  immediately  following  the  injury  and  those  occurring 
subsequently.  The  symptoms  first  observed  are  usually  sliock, 
restlessness,  naut^ea  and  vomiting,  retention  of  urine,  cod- 
stipation,  and  local  pain  and  tenderness.  In  the  great  majority 
of  cases,  shock  is  present  in  a  marked  dcgiec.  In  a  few,  hovrever, 
it  is  described  as  absent.  v\  certain  amount  of  restlessness  is 
usually  noted  in  the  early  stages,  but  a  great  many  cases  do  not 
exhibit  this  symptom  at  all.  Vomiting  in  the  early  stage  is  one 
of  the  most  constant  of  the  symptoms,  and  where  there  is  oo 
vomiting  there  is  usually  nausea.  In  a  few  cases,  blood  is 
mingled  with  the  vomit.  In  most,  the  vomit  is  simply  the 
contents  of  the  stomach,  which,  as  time  passes,  show  a  com- 
mingling with  bile.  If  the  patient  lives  long  enough,  the 
vomit  may  become  fxcal,  but  this  is  usually  a  concomitant  of 
developed  peritonitix.  Urinary  retention  is  present  in  about 
half  the  cases.  No  doubt  this  is  part  of  the  general  condition 
of  abdominal  shock.  Pain  is  present  almost  universally.  It  is 
nearly  alwaytt  of  a  severe  character,  and  variously  described  as 
twisting,  lancinating,  burning,  or  griping.  It  comes  on  in 
gusts,  and  occasionally  rejnits  or  intermits.  Tenderness  on 
palpation  is  nearly  always  complained  of  at  the  outset ;  later 
on,  when  inflammation  supervenes,  it  is  a  constant  and  marked 
^mptom. 

Distension  of  the  abdomen  comes  on  soon,  and  is  marked 
according  to  the  duration  of  the  case.  In  the  later  stage,  when 
peritonitis  is  fully  developed,  distension  becomes  dium-like,  and 
the  abdomen  is  tense  and  hard.  With  this  distension  tympanitic 
resonance  is  al^aytt  present.  One  feature  of  this  resonance  is 
sometunes  described  as  a  disappearance  of  the  dulness  over  tlie 
site  of  the  liver.  It  would  seem,  however,  that  this  symptom  is 
a  very  variable  and  uncertain  one.  It  is  caused  by  the  escape 
of  gas  from  the  intestine  into  the  general  cavity,  and  must  take 


DtAcsosrs. 


TOJ. 


place  in  the  early  stages  before  adhesions  have  formed  to  limit 
its  diffusion. 

Tlic  later  symptoms  are  essentially  those  of  peritonitis.  Th<: 
temperature,  as  is  usual  in  severe  cases  of  peritonitis,  may  not 
show  any  tise,  or  may  be  siibnormat.  In  most  cases,  however, 
there  is  a  moderate  rise  of  temperature,  which  takes  place  during 
the  first  twenty-four  hours. 

The  vomiting  becomes  fiecal  some  time  during  the  second 
day:  constipation  is  then,  of  course,  always  present.  In  fact, 
the  whole  of  the  late  symptoms  are  identical  with  those  following 
peritoneal  suppuration. 

Curtis  distinguishes  three  sets  of  cases,  according  to  the 
symptoms  they  present.  In  the  first  set,  the  patient  never 
passes  out  of  the  condition  of  profound  shock,  and  rapidly  dies. 
In  these  cases  free  haemorrhage  usually  accompanies  the  injury ; 
but  cases  with  abundant  fiecal  extravasation  without  haemorrhage 
frequently  die  without  recovering  from  the  primary  collapse. 

The  second  set  includes  those  cases  in  which  local  pain  and 
tenderness  arc  marked,  and  in  which  the  patient  rallies  to  an 
attack  of  acute  peritonitis. 

The  third  set  includes  those  in  which  there  are  no  very 
definite  symptoms  of  peritonitis,  but  which  keep  the  surgeon  in 
constant  apprehension  of  the  development  of  grave  conditions. 
The  patient  rallies  very  slowly,  and  then  passes,  by  imperceptible 
degrees,  into  a  condition  indicating  the  oncomeof  severe  peri- 
tonitis. 


Diagnosis. — The  diagnosis  will  be  assisted  by  a  consideration 

of  the  cause  which  produced  the  injury,  and  the  site  of  it.     A 

nipture  of  the  intestine  is  liable  to  be  confounded  with  simple 

contusion  of  the  abdomen.     The  symptoms  of  contusion  are 

more  acute  at  first  than  those  of  rupture ;  but  in  most  cases  the 

H  patient  soon  exhibits  signs  of  improvement.  -   Profound   and 

I         immediate  shock  is  probably  more  frequent  in  cases  of  simple 

H         contusion  than  in  cases  of  genuine  rupture.     Restlessness  is  not 

H         so  frequent  in  contusion;  vomiting  is  present  in  about  half  the 

^^^    cases.     Fwcal  vomiting  is  never  observed.    Occasionally  blood 
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is  noticed  in  the  urine  and  in  the  stools.  AbdominAl  distension 
is  not  so  marked,  and  tymjianitic  resonanee  is  rarely  observed. 
Dulness  on  percussion  has  been  noted  as  a  rare  symptom.  The 
S>'m{)lonis  arc  thus  very  similar  to  those  following  rupture  of 
the  intestine — only  they  arc,  with  the  exception  of  the  primary- 
shock,  less  acute,  and  they  do  not  last  so  long. 


operative  Trtaimtnt. — The  prognosis  of  intestinal  rupture 
being  utterly  hopeless,  surgical  operation  gives  the  patient  the 
only  chance  of  life.  This  operation  should  be  pcrfonned  a» 
early  as  possible.  The  average  duration  of  life  being  only 
forty-eight  hours,  and  the  condition  of  the  patient  becoming 
rspidl)'  worse  during  this  time,  it  i.s  evident  that  every  hour 
whicl)  elapses  lessens  the  chance  of  a  successful  issue  to  opera- 
tion. The  whole  question  is  one  of  diagnosis;  and  in  cases  of 
doubt  it  may  be  permissible  to  wail  while  symptoms  develop,  to 
show  that  it  is  not  a  case  of  simple  contusion. 

Occasionally  the  symptoms  point  clearly  to  haemorrhage, 
and  in  these  cases  it  may  be  justifiable  to  wait  while  means 
are  adopted  to  check  it.  Compression  of  the  abdomen  by 
bandages  over  a  firm  pillow  has  been  recommended  for  this 
purpose.  The  amount  of  success  which  is  likely  to  follow  such 
a  proceeding  is,  however,  very  uncertain.  In  every  case  the 
patient  is  kept  at  perfect  rest.  Examination  is  made  as  gently 
as  possible;  unnecessary  manipulation  of  every  sort  must  be 
condemned.  Stimulaltng  enemas  ought  to  be  administered  if 
(he  patient's  condition  demands  it.  Food  by  the  mouth  had 
better  be  withheld.  The  therapeutic  value  of  morphia  is 
doubtful :  as  masking  the  evolution  of  S)'mptoms,  it  may  be 
harmful.  In  the  great  majority  of  cases,  liowever,  the  pain  is 
so  intense  that  the  administration  of  morphia  has  usually  been 
the  first  practical  step  in  the  treatment. 

The  incision  is  made  in  the  middle  line ;  it  should  he  about 
four  inches  in  length,  and  the  middle  of  it  should  be  at  the 
umbiliciu.  If  necessary,  the  incision  may  be  prolonged — 
upwards  or  downwards,  according  to  the  site  of  injur)-.  Before 
the  peritoneum  is  divided,  the  presence  of  blood  in  the  cavity 


OnatATlVE  TREATMENT. 


7M 


may  be  apparent.  If  gas  is  present,  it  will  rush  out  on  making 
the  opening.  Ptis,  feces,  or  intestinal  fluids  make  themselves 
evident  either  al  once  or  after  the  exploration  of  the  cavity. 
For  this  exploration  the  best  means  is,  probably,  ai  first  to  pass 
the  sponge  on  a  spongc-holdcr  into  the  pelvis  and  the  lumbar 
hollows.  The  position  of  a  collection  of  extravasaied  fluid  will 
frequently  indicate  the  site  of  rupture.  Should  haemorrhage  be 
going  on.  the  bleeding  point  must  bo  at  once  looked  for  and  the 
vessel  secured.  It  is  recommended,  if  the  bleeding  is  free,  th*t 
the  abdominal  aorta  and  the  root  of  the  mesentery  shonld  be 
compre&sed  while  the  bleeding  point  is  being  looked  for.  In 
such  a  case  it  will  usually  be  necessary  to  turn  the  whole  of  the 
intestines  outside  the  abdomen.  When  the  bleeding  vessel  has 
been  secured,  the  intestines  are  now  carefully  examined  for 
injuries.  Should  the  heemorrhage  have  proceeded  from  a  wound 
in  the  mesentery,  the  question  of  resection  of  the  bowel  will 
have  to  be  considered.  The  decision  will  depend  upon  the 
amount  of  injury  to  the  mesenteric  vessels,  and  the  condition  of 
the  gut  supplied  thereby.  In  most  cases  resection  of  the  intes- 
tine will  have  to  be  followed  by  the  formation  of  an  arlilicial 
anus ;  for  the  patient  will  rarely  be  able  to  bear  complete  suture. 
Where  the  scat  of  injury  to  the  intestine  is  discovered  on  first 
inspection,  and  it  is  possible  to  suture  it  without  turning  the 
bowels  outside  the  cavity,  this  should  always  be  done.  In  every 
case  where  bowels  have  been  turned  outside,  we  should  endea- 
vour to  return  the  bowels  to  the  cavity  as  soon  as  possible  after 
the  injury  has  been  discovered.  It  is  unnecessary  to  keep  the 
whole  of  the  bowels  outside  while  the  rupture  is  being  closed ; 
and  it  has  been  found  in  experiments  that  shock  is  less  likely  to 
be  severe  if  the  intestines  arc  returned  as  soon  as  possible  after 
the  injury  is  discovered. 

The  intestine  being  returned,  the  ruptured  portion  of  Iwwel 
is  brought  to  the  surface,  isolated  by  sponges  and  sponge- cloths, 
and  steps  are  taken  for  its  immediate  closure.  If  there  is  much 
shock,  it  will  be  wise,  at  this  stage,  to  start  irrigation  of  the 
abdominal  cavity  with  hot  lotion,  as  recommended  for  cases  of 
gunshot  wound.    In  any  case,  by  saving  time  in  the  removal  of 
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cxtravasatcd  fluid,  the  immediate  application  of  t)K  irrigator 
must  always  be  of  advantage.  In  looking  for  the  injured  bowel, 
the  Kst  of  the  blow  will  have  to  guide  us ;  but  it  must  not  be 
forgotten  that  the  intestine  may  slip  away  to  some  distance,  and 
also  that  the  injuries  are  occasionally  multiple;  tlterefore  the 
examination  should  be  very  extensive  and  very  thorough. 

If  simple  suture  of  the  rent  is  likely  to  suffice,  this  is  carried 
out  in  the  manner  already  described  for  Enterorraphy.  If  there 
is  much  bruising  around  the  site  of  riii>iiire,  reaction,  total  or 
partial,  according  to  the  position  and  extent  of  the  wound,  must 
tie  carried  out.  If  the  rupture  lies  on  the  free  margin  of  the 
bowel,  simple  excision  of  the  lips  of  the  contused  wound  will 
suffice;  if,  however,  it  lies  at  or  near  the  mesenteric  attachment, 
resection  of  the  whole  calibre  will  be  required.  Evr^-  case 
must  be  judged  on  its  own  merits ;  it  is  impossible  to  lay  down 
general  laws  applicable  to  all  cases. 

As  a  matter  of  practice,  it  will  probably  appear  that  many 
cases  of  rupture  of  the  intestine  will  be  best  treated  by  tbe 
formation  of  an  artificial  anus.  Usually  the  operation  will  have 
to  be.  performed  while  the  patient  is  in  a  nrast  unfavourable 
condition,  and  prolonged  manipulation  will  be  full  of  danger. 
The  quickest  operation  compatible  with  tiding  the  patient  over 
the  period  of  danger  will  probably  be,  in  the  long  run,  ir>o3t 
successful.  It  may  turn  out  that  the  use  of  a  hot  irrif^ating 
fluid  inside  the  abdominal  cavity  will  considerably  improve  the 
patient's  condition ;  then  the  rupture  may  be  closed  while  irri- 
gation is  going  on. 

However,  as  these  ruptures  are  usually  short  and  will  rarely 
require  even  partial  resection,  their  closure  by  suture  may  be 
\ery  rapidly  effected.  Should  it  be  decided  to  conclude  by 
the  formation  of  an  artificial  anus,  the  ends  of  the  gut  are  fixed 
to  the  wound  by  means  of  ligatures  or  clamps,  and  left  there 
for  twenty-four  hours,  or  longer,  until  adhesions  fonn. 

The  employment  of  drainage  must  t>e  left  to  the  judgment 
of  the  surgeon.  In  most  cases  drainage  is  indicated,  both 
as  a  remedial  nieasurc  for  giving  exit  to  peritoneal  aecre- 
tiop,  and  as  a  precautionary  measure  by  providing  an  opening 
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through  which  the  cavity  may  be  washed  should  peritonitis 
supervene. 

The  after-treatment  and  general  management  of  the  case  is 
the  same  as  for  penetrating  wounds. 

RUPTURE   OF   THE    STOMACH. 

Rupture  of  the  stomach  does  not  require  special  description. 
It  is  more  rare  than  rupture  of  the  intestine,  on  account  of  its 
smaller  size,  deeper  situation,  and  protection  by  the  ribs.  Rup- 
ture may  be  complete,  traversing  the  whole  of  the  coats ;  or 
incomplete,  affecting  only  one  or  two.  Peritoneal  ruptures, 
according  to  Devergie,  occur  principally  at  the  lesser  curva- 
ture, and  are  usually  multiple.  The  same'  condition  may  exist 
on  the  mucous  coat,  and  "it  is  remarkable  that  these  often  exist 
just  on  the  point  opposite  the  external  tear." 

Occasionally  the  mucous  lining  of  the  stomach  is  completely 
detached,  and  hangs  in  shreds  inside  the  stomachic  cavity. 
The  symptoms  are  very  similar  to  those  of  ruptured  intestine. 
The  treatment  requires  no  separate  description.  The  seat  of 
rupture,  if  it  lies  in  the  posterior  wall  of  the  stomach,  can  be 
reached  only  by  division  of  the  gastro-coUc  omentum,  and  is 
dealt  with  in  the  same  manner  as  shot-  or  stab-wounds  of  the 
same  part. 
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Bupture  of  the  Urinary  Bladder. 

Although  Laparotomy  for  this  condition  is,  comparatively 
speaking,  a  new  operation,  il  has  lieen  in  men's  minds  for  many 
years.  Benjamin  Bell  proiraved  suture  of  the  bladder  for  lup- 
lure  in  1789.  Blundcll  of  Guy's  Hospital,  in  1834,  wrote  as 
follows :  "  Should  the  bladder  give  way  in  the  peritoneal  sack, 
why  sliould  we  not  lay  open  the  al>domen,  tie  up  the  bladder, 
discharge  the  urine,  and  wash  out  the  peritoneum  thoroughly 
by  an  injection  of  warm  water  ? "  Blundcll  fortified  his  sugges- 
tion by  numerous  experiments;  and  Grandchamps,  al>out  this 
time,  performed  Minilar  experiments  with  the  same  end  in  view. 
A  good  many  surgeons  since  then  have  advocated  suture  of  the 
bladder  for  rupture ;  among  them  have  been  mentioned  Larrey, 
Gross,  and  Cusack.  Holmes,  among  modem  surgeons,  has 
perhaps  been  most  outspoken  in  his  recommend  at  ion  of  the 
operation.  Heath  and  Willett  were  the  lirst  to  perfomt  the 
operation  in  England. 

MacCormac  has  collected  reports  of  16  operations :  of  these, 
six  recovered,  two  of  the  recoveries  being  cases  of  MacConnac's 
own.  I  have  seen  records  of  six  more  cases,  with  three  re- 
coveries and  three  deaths.  The  mortality  after  o]>eration  will 
always  Ik:  high ;  but,  considering  the  almost  necessarily  fatal 
termination  without  operation,  a  very  high  mortality  would  not 
be  a  contra-indicatioa. 


PatktItgiaU  Anatomy, — A  knowledge  of  the  pathology  of  rap- 
tured bladder  has  been  greatly  advanced  by  tlie  monograph  of 
Walter  Rivington,  He  has  collected  a  total  of  33a  cases  of 
rupture  of  the  bladder.  Of  these,  153  were  simple  fatal  intra- 
peritoneal ruptitfes ;  30  complicated  fatal  ruptures ;  90  extra- 
peritoneal ruptures,  umple  and  complicated;  and  5  in  whicli 
the  position  was  uncertain.  The  simple  intra -peritoneal  ruptui 
is  the  most  common,  extra-peritoneal  being  more  often  as 
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dated  with  fracture  of  the  pelvic  bones.  Of  288  cases,  340 
were  males  and  48  females. 

He  found  that  rupture  occurred  most  frequently  in  the  prime 
of  life,  in  persons  between  twenty  and  forty  years  of  age.  The 
period  of  survival  after  injury  was  longer  in  extra-peritoneal 
rupture  than  in  intra  ■peritoneal. 

The  causes  may  be  divided  into  predisposing  and  acute. 
Among  the  former,  distension  of  the  visciis  must  he  regarded 
a&  the  moitt  [lotent ;  indeed,  it  would  seem  to  be  almost  essen- 
tial for  the  simple  intra-peritoncal  rupture  to  take  place  that  the 
bladder  should  be  full.  This  does  not  hold  true  for  cases  of 
extra-peritoneal  rupture. 

Another  predisposing  cause  is  drunkenness.  In  a  very  large 
proportion  of  the  case*,  the  patient  has  been  described  as  pro- 
foundly or  partially  intoxicated.  In  such  cases  the  bladder  is 
usually  full,  sensibility  is  blunted,  and  the  individual  will  prob- 
ably have  been  indulging  in  horse-play  with  companions.  Under 
these  circumstances,  it  frequently  happens  that  an  exact  account 
of  the  mode  in  whicli  the  injury  was  produced  cannot  be 
obtained. 

The  acute  or  determioing  causes  are  divided  by  Houel  into 
idiopathic  and  traumatic,  the  large  majority  being  i<liopathic- 
The  usual  trnumatic  cause  is  a  sharp  blow  of  some  weight 
inflicted  on  the  lower  part  of  the  abdomen.  Kicks,  blows 
received  in  fighting,  treading  on  the  prostrate  individual,  bodies 
falling  on  the  abdomen,  sharp  collision  with  prominent  objects, 
are  descrit>ed  in  the  category  of  causes.  A  few  cases  of  simple 
concussion  have  been  described  as  causing  the  rupture. 

Of  idiopathic  causes,  by  far  the  most  common  is  excessive 
muscular  action,  combined  with  over-distension  of  tha  bladder. 
A  few  cases  of  simple  rupture  of  the  bladder  from  over-disten- 
sion have  been  described.  Houel  denies  that  spontaneous 
rupture  from  over-distension  can  occur  in  the  normal  bladder. 
It  would  appear,  however,  that  there  is  no  doubt  that  this  does 
occasionally  occur.  Frequently  the  injury  is  predisposed  to  by 
the  existence  of  so-called  tunicary  hernia ;  that  is  to  say,  where 
the  muscular  fibres  become  separated,  so  as  to  leave  a  gap  in 


710 


aVFTURE  OF  TUB  URINARY  BLADDER. 


the  continuity  of  the  bladder- walls,  and  thus  permit  a  toca) 
over<distension,  which  i»  aft«rwnrds  eauly  converted  into  ■ 
complete  rupture. 

It  would  seem  that  such  spontaneous  ruptures  are,  in  about 
an  equal  proportion  of  cases,  exira-periloneal  and  intra-peri- 
toneal. 

As  to  the  possibility  of  rupture  taking  place  through  exces- 
sive muscular  action  on  an  over-distcndcd  bladder,  there  can  be 
no  dispute.  Lifting  heavy  weights ;  struggling  during  the  ad- 
ministration of  ether ;  straining  at  stool ;  and  straining  efforts 
at  micturition,  arc  described  amongst  the  active  causes  of  rup- 
ture from  muscular  action. 

In  the  female,  over -distension  and  rupture  have  been  caused 
by  rctrovcraon  of  the  gravid  uterus. 

In  most  cases  the  rupture  is  on  the  posterior  surface  of  the 
bladder,  and  is  usually  between  one  and  two  incites  in  length. 
Other  positions,  lateral,  superior,  and  deep,  are  described :  and 
lengths  of  tear,  varying  from  a  quarter  of  an  inch  to  three 
inches,  have  been  met  with. 


Symptomt. — The  symptoms  are  frequently  masked  by  the 
intoxicated  condition  of  the  patient.  He  may  be  unaware  of 
the  occurrence  of  any  injury,  and  hours  may  elapse  before  the 
gravity  of  his  position  is  discovered. 

Occasionally  he  exhibits  no  shock  whatever,  and  is  able  to 
walk  aome  distance.  In  a  surprisingly  large  number  of  cases 
the  patient  has  been  able  to  walk  a  considerable  distance  with- 
out any  appearance  of  illness,  and  serious  symptoms  have  come 
on  as  late  as  twenty-four  hours  after  the  infliction  of  the  iojary. 

If  the  patient  is  sober,  or  only  slightly  intoxicated,  Iittense 
pain  is  usually  complained  of  at  the  moment  of  injury.  Very 
soon  faintness,  sickness,  and  profound  collapse  supervene.  la 
a  few  cases  there  has  been  a  sensation  as  of  something  bursting 
inside  the  abdomen.  The  patient  usually  staggers  and  falls, 
and  is  unable  to  raise  himself  up  or  stand  without  support.  If 
he  is  able  to  walk,  he  is  doubled  up,  and  leans  upon  any  object 
he  can  grasp. 
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Usually  the  shoch  temporarily  abates,  the  pain  diminishes 
and  the  patient  describes  himself  as  feeling  better.    Very  aoon, 
however,  an  urgent  desire  to  pass  water  comes  on ;    but   the 
patient   on   attempting  to  da  so   linds  that  it  is  impossible. 
Repeated  attempts  are  followed  by  the  passage  of  only  a  few 
drops  of  blood  or  bloody  urine.     Along  with  much  tenesmus, 
there  is  acute  pain  tn  the  hypogastric  and  umbilical  regions, 
which  is  aggravated  by  the  erect  posture.     The  countenance 
becomes  pallid  and  anxious  and  pinched ;  restlessness,  nausea, 
vomiting,  and  thirst,  with  great  constitutional  disturbance,  and 
quick,  small,  and  irregular  pulse,  now  appear,  and  the  gravity  of 
the  case  is  evident.    The  patient  by  this  time  will  have  sought 
for  medical  relief,  and  the  surgeon  will  usually  pass  the  catheter. 
Only  blood  or  blood  and  urine  escape  in  drops,  and  the  patient 
gets  no  relief.    The  catheter,  in  passing,  either  enters  with  great 
ease,  passing  upwards  for  an  abnormal  distance,  or  !t  is  checked 
near  the  neck  of  the  bladder,  and  it  is  found  impossible  either 
to  rotate  the  inslniment  or  to  depress  it  between  the  patient's 
thighs.     These   different   conditions   depend   on   whether  the 
catheter  passes  through  the  rent  in  the  bladder,  or  impinges 
against  the  walls  of  the  collapsed  viscus.     Should  the  point  of 
the  catheter  enter  the  peritoneal  cavity,  it  may  be  moved  about 
in  all  directions,  and  its  point  may  be  felt  with  abnormal  dis- 
tinctness through  the  parietes.     In  sitch  a  case  there  can  t>e  no 
doubt  as  to  the  existence  of  rupture  of  the  bladder.     In  cases 
of  doubt,  before  rcmoviug  the  catheter  a  measured  quantity  of 
warm   antiseptic   lotion — say,  about  eight   ounces — should  be 
injected  through  the  catheter.    The  use  of  the  rectal  l)ag,  by 
pushing  the  viscus  forwards  against  the  parietes,  will  here  be 
found  of  advantage.      While  the  fluid  is  being  injected,  the 
supra-pubic  region   should   be   percussed   for  evidence  of  in* 
creased  dulncss.     When  the  full  quantity  has  been  injected,  the 
fluid  is  permitted  to  flow  out.    If  there  is  rupture,  only  a  portion 
of  the  fluid  will  come  away;  if  there  is  no  rupture,  the  whole  of 
it  will  be  collected. 

In  cases  of  extra-peritoneal  rupture,  the  symptoms  arc  not 
80  severe ;  shock  is  not  so  great ;  and  symptoms  of  peritoneal 
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inflammation  do  not  come  oo  so  npidly,  and  are  not  «o 
severe. 

In  cases  of  complete  irttra-pcntoneal  rupture,  6>-mpcoros  of 
jwritonilis  very  quickly  appear,  with  abdominal  tenderness  and 
distension,  sickness  and  vomiting,  feehte,  irregular,  and  rapid 
pulse,  and  hurried  Ihonictc  respiration.  The  patient  is  tor* 
mcDicd  with  a  strong  desire  to  pass  water,  and  makes  frequent 
but  inefTcctual  eflbcis  to  do  so.  Pain  is  usually  severe,  some- 
times agonising. 

In  making  the  diagnosis,  it  is  important  to  find  out  whether 
the  bladder  was  full  at  the  time  of  the  accident.  Many  cases  of 
luematuria,  depending  upon  simple  contusion  of  the  bladder, 
are  attended  with  symptoms  of  collapse,  depending  usually  on 
serous  injuries  of  another  sort.  In  all  cases  of  abdominal  injur)* 
it  must  be  noted  that  secretion  of  urine  is  liable  to  be  diminished 
or  even  suppressed.  In  any  case  of  doubt,  tJie  rapid  aggrava- 
tion of  the  symptoms  and  the  increasing  gravity  of  the  patient's 
condition  will  help  to  clear  up  the  diagnosis. 

Of>*ralivf  TrtaUiuHl.—lx  is  now  universally  admitted  that,  oo 
the  diagnosis  of  intra- peritoneal  rupture  of  the  bladder,  opera- 
lion  should  be  immediately  performed,  and  that  the  best 
operation  is  abdominal  section  and  suture  of  the  rent  in  the 
bladder.  The  sooner  the  operation  is  performed,  the  better. 
The  chances  of  reco\-ery  are  greatly  diminished  after  twenty 
four  hours  have  pasKed,  although  a  few  cases  of  recovery  after 
operation  later  than  this  have  l>ecn  recorded. 

The  technique  of  the  operation  is  of  the  simplest  possible 
description.  .An  incision  is  made  in  the  middle  line  immediately 
above  the  pubes,  and  the  cavity  entered  in  the  ordinary  way. 
The  lower  end  of  the  incision  may  have  to  be  carried  down  to 
the  pubes. 

The  existence  of  rupture  will  usually  be  signalised  by  the 
escape  of  blood-stained  urine  mixed  with  serum.  Should  the 
recti  muscles  be  very  tease,  part  of  their  insertion  into  the 
pubes  may  be  divided,  and  the  size  of  the  opening  may  be 
further  increased  by  the  um  of  suitable  retractors.     Tlwinciuoa 
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will  usually  require  to  lie  a  long  one,  as  it  happens  that  a 
majority  of  the  patients  are  stout  or  powerful  men. 

The  posterior  surface  of  the  bladder  is  exposed  as  fully  as 
possihie  by  pushing  the  intestines  upward  into  tht  cavity,  and 
keeping  them  there  by  means  of  sponges  of  suitable  size  and 
shape.  The  position  of  the  rent  will,  as  already  remarked,  be 
usually  found  on  the  posterior  surface  midway  between  the 
summit  and  the  base  of  the  bladder.  Should  it  lie  low  down, 
it  will  be  found  that  the  rectal  bag  will  materially  assist  subse* 
qucnt  proceedings  by  elevating  the  field  of  operation. 

We  now  proceed  to  close  the  rent  in  the  bladder.  Should 
the  rent  lie  low  down,  this  may  be  a  proceeding  of  considerable 
difficulty.  MacCormac  found  that  transverse  incisions  made  on 
each  side  through  the  peritoneum  liberated  the  bladder,  and 
permitted  it  to  be  raised  up  higher  towards  the  surface. 

Various  methods  of  suturing  the  bladder  are  in  vogue.  For 
intra- peritoneal  rupture  Lembert's  suture  (Fig.  51)  is  probably 
the  best.  MacCormac  used  it  in  his  two  successful  cases.  Dr. 
A.  Brenner,  an  assistant  in  Billroth's  clinic,  has  been  experiment- 
ing on  dogs,  with  a  view  to  discover  the  best  mode  of  suture  for 
closing  wounds  of  the  bladder.  The  variety  he  recommends  is  a 
sort  of  purse-string  suture  made  with  two  threads.  The  threads 
arc  carried  round  iht;  wound  at  a  distance  of  an  inch  or  less  from 
the  margin — one  under  the  muscular  coat,  the  other  under  the 
sub-mucous  tissue,  gp'eat  care  being  taken  that  nothing  enters 
the  mucous  membrane.  When  the  sutures  are  pulled  tight 
the  wound  is  gathered  together  in  a  roaelte-Uke  form,  which 
alters  the  shape  of  the  bladder.  This  is  essentially  Tail's 
"flange  stitch,"  which  he  has  used  for  some  time  in  cases  of 
vesico- vaginal  fistula,  and  also  in  rents  of  the  hollow  viscera. 
Numerous  other  experiments  have  been  carried  out  with  the 
same  object  in  view.  The  majority  of  experimenters  combine 
in  recommending  inierrupied  silk  sutures,  inserted  after  Lembert's 
plan,  or  some  simple  modification  thereof.  There  is  no  strong 
objection  to  the  use  of  catgut,  provided  it  be  chromiciscd;  but. 
for  suture  of  a  peritoneal  wound,  silk  is  probably,  on  the  whole, 
the  best  material  to  use.     For  the  introduction  of  the  sutures  a. 
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curvod  or  coikscrcw  needle  with  a  tumdle  is  best.  Keyes  of 
New  York,  in  aa  operation,  used  a  Reverdin  needle,  and  speaks 
very  highly  of  it.  The  insertion  of  a  blunt  hook  in  the  top  of 
the  rent  may  add  to  tlie  facility  of  introducing  the  suture ;  and 
the  wound  may  further  be  steadied  by  first  inserting  two  or 
three  sutures  at  each  end  of  it,  and  handing  the  threads  over  to 
an  assistant,  who,  by  dragging  on  them,  keeps  the  wound  on  the 
stretch  and  towards  the  surface. 

MacCormac  very  wisely  continued  the  suture  for  some  way 
beyond  the  angles  of  the  wound,  thus  addii^g  to  the  length  of 
infolded  tissue,  and  strengthening  the  whole.  The  needle  used 
slwuld  not  be  very  sharp- pointed.  Each  stitch  should  penetrate 
the  peritoneum  and  muscle,  but  no  stitch  should  enter  the 
bladder.  The  sutures  must  be  placed  closely:  about  eight  to 
the  inch  is  a  fair  proportion. 

When  the  sutures  are  tied,  and  the  wound  is  closed,  it  should 
at  once  have  its  security  tested  by  the  injection  of  warm  anti- 
septic fluid  into  the  bladder.  Should  it  be  found  water-tight, 
the  abdominal  cavity  may  now  be  irrigated,  and  the  wound 
closed.  Should  leakage  take  place  at  any  point,  additional 
sutures  should  be  inserted ;  for  this  purpose  Dupuytrcn's  con- 
IiQuous  suture  may  be  employed. 

Irrigation  of  the  whole  cavity  with  warm  antiseptic  fluid  is 
now  carried  out.  This  must  t>c  very  thorough,  aruj  must  include, 
not  only  ihe  pelvic  regions,  but  the  whole  cavity  as  high  as 
the  diaphragm.  Extravasated  urine  soon  becomes  diffus 
throughout  i)ic  abdomen,  and  partial  cleansing  is  likely  to 
inefToctual.  If  the  fluid  is  of  a  temperature  exceeding  loo*, 
such  irrigation  is  further  beneficial  by  improving  the  condition 
of  sltock. 

The  question  of  drainage  is  an  important  one.  Should  we  be 
fully  satisfied  as  to  the  trustworthiness  of  the  suture,  drainage 
need  not  be  employed ;  but  it  will  sometime  happen  that  the 
surgeon  will  not  be  satisfied  without  the  insertion  of  a  drain.-ige 
tube.  The  tulie  can  do  no  harm ;  while,  by  permitting  the 
escape  of  any  fluid  that  may  leak  through  an  imperfect  stitch- 
hole,  it  may  be  of  conspicuous  benefit.     At  the  end  of  twenty- 


■RUPTUFE  OF  THE  CALL-BLADDER. 


713 


four  hours,  should  it  appear  not  to  be  wanted,  the  tube  can 
easily  be  removed. 

It  is  usually  recommended  that  vesical  drainage  be  carried 
out  either  tlirough  a  catheter  in  the  tirethra,  or  through  an 
opening  made  in  the  [lerineum.  Perineal  section  adds  consid- 
erably to  the  risk  of  the  operation;  and  the  retention  of  the 
catheter  has  been  found  to  be  unnecessary,  while  it  adds  lo  the 
risk  of  urinary  decomposition. 

MacCormac  is  in  favour  of  leaving  the  bladder  to  empty 
itself.  He  says  that  if  the  rent  be  effectively  sutured,  the 
patient  runs  less  risk  from  moderate  distetision  of  the  bladder, 
which  is  all  that  can  possibly  occur  in  a  case  properly  watched, 
than  he  does  from  the  pracliceof  retaining  the  catheter  for  some 
days  within  the  viscus.  There  is  less  objection  to  drawing  the 
water  by  means  of  the  catheter  at  short  and  stated  intervals. 

Tlie  making  of  an  opening  in  the  bladder  behind  the  peri- 
toneum, as  in  suprapubic  cystotomy,  has  been  recommended 
by  several  surgeons.  This  should  rarely  be  necessary ;  and,  as 
it  adds  considerably  to  the  risk,  should  not  be  adopted. 


RUPTURE   op  THE    CALL-BLADDER. 

Rupture  of  the  gall-bladder  will  rarely  be  diagnosed  as  a 
separate  lesion,  but  will  usually  be  come  upon  as  a  complication 
of  other  abdominal  lesions  for  which  operation  has  been  per- 
formed. Although  rupture  of  the  viscus  at  any  part  may  take 
place,  and  in  more  than  one  inslance  the  whole  bladder  has 
been  found  completely  torn  away  from  its  attachment,  the  most 
common  seat  of  rupture  is  in  some  part  of  the  cystic  duct. 
Cases  of  rupture  of  the  common  duct,  and  of  the  hepatic  duct 
or  a  branch  of  it,  have  been  recorded.- 

Experience  and  experiment  combine  to  show  that  the  escape 
of  bile  into  the  abdominal  cavity,  from  rupturcof  the  gall-bladder 
or  its  ducts,  is  not  necessarily  fatal.  Edler  gives  the  general 
mortality  at  74.2  per  cent.  This  mortality  would  certainly 
justify  operation  for  every  case,  if  the  operation  could  be  pcr- 
*  See  MorriR,  Intmal   Cyc.  Svrf,,  i-ol,  v  .  p,  88j. 
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fonncd  early.  In  most  cases  of  uncomplicated  rupture,  operation 
will  Dot  be  called  Tor  till  some  time  has  elapsed,  and  peritonitis 
has  developed,  la  cvety  case  where  the  diagnosis  is  probable. 
and  the  patient  is  in  a  fair  condition,  operation  should  be  pet> 
fonned. 

In  most  cas«s,  the  best  operation  vronld  probably  be  cholc 
cystectomy,  or  removal  of  the  bladder.  Should  the  rent  be  i 
small  one,  and  within  convenient  distance,  it  may  be  sutured. 
Should  it  lie  near  the  fundus,  it  may  be  sutured  to  the  margin 
of  the  parietal  wound,  as  in  cholccy«totomy  for  gall-stones  or 
empyema.  Should  it  lie  deep  down,  or  involve  the  cystic  duct, 
a  ligature  should  be  placed  around  the  duct  below  the  scat  of 
rupture,  and  the  bladder  cut  away  aliovc  it.  Rupture  of  the 
hepatic  or  common  ducts  arc  hej'ond  the  range  of  surgical  mter- 
ference,  except  by  drainage,  which  may  keep  the  patient  alive; 
while  protecting  or  uniting  adhesions  may  form,  and  rcstor 
the  continuity  of  the  canal.  The  formation  of  a  fistulous  com^ 
munication  between  the  common  duct  and  a  jwrtion  of  intesttr 
would,  if  it  were  practicable,  be  soimd  surgery. 


RVPTURB  OP  THE  SOLID  VISCBRA. 

Operation  in  rupture  of  the  solid  viscera  may  be  colled 
either  on  account  of  harmoirhage,  or  the  formation  of  an  abs 
in  the  wound,  or  suppurative  inflammation  in  the  peritoneum. 
The  primar)-  oiieraiion  to  check  haemorrhage  can  rarely  be  per- 
missible, on  account  of  the  usually  grave  nature  of  such  injur 
which  leaves  the  patient  in  a  condition  of  collapse  so  profound  that 
a  serious  surgical  operation  can  rarely  be  contemplated.  Second- 
ary bleeding  may  take  place  af^er  temporary  blockinfc  of  the 
vettel;  then  operation  may  be  possible.  Success  is  most  likely 
to  follow  operation  when  the  patient  has  rallied  to  the  formation 
of  an  abscess  resulting  directly  from  the  traumatism,  or  to  the 
development  of  peritonitis  from  the  escape  of  the  gland  secretions, 
la  certain  cases  of  severe  injury,  removal  of  the  organ  may  be 
the  only  feasible  <^ratton. 

Rupture  of  the  solid  viscera  is  produced  in  a  manner  i-ecy 
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similar  to  rupture  of  the  hollow  viscera.  The  characters  of  the 
lesions  are  practically  the  same  as  in  penetrating  wounds :  their 
progress  is  similar,  and  the  symptoms  are  mostly  the  same. 
Therefore,  as  but  very  few  operations  have  been  performed  for 
this  class  of  injuries,  and  as  these  have  mostly  been  already 
described  under  the  organs,  a  special  description  need  not  here  be 
given.  For  further  information,  the  reader  is  referred  to  Edler's 
elaborate  monograph,*  and  to  Morris's  article  on  "  Injuries  and 
Diseases  of  the  Abdomen,"  in  the  Intemalional  Cydopadia  of 
Surgery.^  With  special  reference  to  rupture  of  the  liver  and  its 
consequences,  as  a  collection  either  of  pus  or  bile,  Briddon  J 
writes  in  a  very  suggestive  manner,  and  his  suggestions  are 
supported  by  a  very  successful  case.  Burckhardt,§  in  describing 
his  case  of  successful  operation  for  haemorrhage  from  a  wound 
of  the  liver  produced  by  a  stab  from  a  butcher's  knife,  deals 
with  the  whole  subject  in  a  very  instructive  manner. 

*  Arch.  /.  klin.  Chir.     1887.     xxxiv.         f  Vol.  v.,  p.  875. 
',  N.Y.Med.  Journ.    Jan.  3ISI,  1885.         %  Ctntralil.  f.  Ckir.    No.  3. 
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In  this  sub-section  wc  have  to  deal  with  those  conditions 
usually  grouped  under  the  name  of  suppurative  peritonitis.  In 
all  of  them  peritonitis  of  oonie  sort  exists ;  but  in  some  of  them— 
as,  for  instance,  in  perforating  ulcer  of  the  stomach — t)ie  inflam- 
mation may  not  have  had  time  to  proceed  to  positive  suppuration. 
Although  this  ending  is  the  inevitable  one.  Operation  performed 
early  is  then  preventive. 

It  is  remarkable  how  many  cases  of  suppurative  peritonitis 
are  caused  by  perforative  ulceration  of  one  or  other  of  the  boUow 
viscera.  And  of  other  causes  of  suppurative  peritonitis,  certainly 
a  majority  must  be  attributed  to  direct  contamination  from 
escape  of  purulent  or  other  noxious  matter  from  contiguous 
collections.  Suppurative  peritonitis,  which  is  not  tubercular  or 
traumatic,  is  almost  invariably  connected  with  perforation  of 
viscera,  or  bursting  of  collections  of  pus  or  other  noxious  fluids. 

Cases  of  perforation  by  malif^ant  disease,  either  bi-roucous 
or  muco- peritoneal,  as  not  being  amenable  to  surgical  treatment, 
or,  at  least,  as  not  having  as  yet  been  so  treated,  are  not 
included. 


Perforating:  Appendicitis,  Ceecitis,  Colitis. 


Much  uncertainly  exists  as  to  the  meaning  of  the  terms  usually 
employed  in  connection  with  the  infianimatory  diseases  of  the 
c^cuni.  Musser*  attempts  to  give  definiteness  to  the  names  in 
genera)  use  by  using  t^'phlitis  for  inflammation  of  the  caecum; 
peri-typhlitis  for  inflammation  of  the  peritoneam  covering  the 
caecum ;  and  para-typhlitis  for  inflammation  of  the  connective 
tissue  behind  the  cKciim,  The  confudon  starts  with  the  name 
typhlitis:  it  has  no  definite  meaning.  Most  anatomists  maintain 
thai  there  is  no  connective  tissue  behind  the  caecum ;  and  the 
term  para -typhlitis  would  by  them  be  rejected.  Inilammation 
of  the  caecum  can  scarcely  exist  without  inflammntton  of  the 
peritoneum  which  covers  it,  and  therefore  the  term  peri-typhlitis 
is  superfluous. 

Pathological  knowledge  now  enables  us  to  give  names  that 
de6nite]y  indicate  the  source  of  disease,  and  these  I  have 
ventured  to  adopt.  The  vermiform  appendix,  the  caecum,  and 
the  whole  length  of  the  large  bowel  are  liable,  at  any  part  where 
faeces  or  foreign  bodies  may  rest,  to  undergo  a  localised  inflam- 
mation which  has  a  tendency  to  ulcerate  and  permit  extra- 
vasation either  into  the  peritoneum  or  into  the  crJliilar  tissue 
overlying  the  wall  of  the  gut.  In  this  sense,  ischio-rcctal  abscess 
is  identical  with  suppurating  peri-typhlitis.  The  clinical  results 
are  dependant  on  the  situation  where  the  perforation  takes  place ; 
the  pathological  origin  is  essentially  the  same  for  all.  Naming 
according  to  locality  is  therefore  permissible,  and  we  may 
properly  -speak  of  perforative  ulceration  of  the  appendix,  tlie 
ccccum,  the  colon,  and  the  rectum. 

In  connection  with  abdominal  surgery,  it  hftppeiu  that 
perforative  appendicitis  is  by  far  the  most  important.  Ceecitis 
that  perforates,  almost  of  necessity  involves  the  peritoneum  ;  but 
where  the  seat  of  inflammation  is  near  the  colon,  there  may  be 
cellular  infiltration  as  well.  In  the  transverse  colon  the  con- 
•  Mtd.  and  Surg  Htf      Phlln,.  Jan.  Jth,  iS88- 
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dition  is  nre;  but  it  has  been  found,  and  has  been  described 
as  a  cause  of  hi-miicous  fistula  between  colon  and  stomach. 
In  the  descending  colon  it  is  more  common:  1  have  opened 
abscesses,  caused  by  perforating  colitis,  three  times ;  and  [  bave 
seen  two  other  cases  in  the  practice  of  colleagues. 


PATHOt^OGICAU  ANATOMY. 

Infliimmation  of  the  vermiform  appendix  is  usually  connect* 
with  all  the  inflammatory  diseases  which  occur  in  the  right 
itiac  fossa:  in  other  words,  typhlitis,  in  the  vague  meaning 
which  it  usually  has,  is  said  (o  depend  upon  this  cause. 

Fagge,  Wilks,  Fitz,  Musser,  Pepper,  and  indeed  most 
recent  writers  on  the  subject,  adopt  this  view.  Although 
there  can  be  no  doubt  that  the  majority  of  cases  of  so-called 
typhhtis  originate  in  this  way,  it  is  certain  that  a  few  do  not. 
Suppurative  appendicitis  is  a  perfectly  distinct  disease,  having 
no  more  relation  with  the  caecum  than  with  the  ileum,  or 
Madder,  or  any  other  contiguous  organ.  The  disease  ooni* 
mences,  as  is  well  known,  in  a  catarrhal  inflammation  of  the 
mucous  membrane  of  the  appendix,  started  usually  either  by 
a  foreign  body  or  by  fa^al  concretions.  The  opening  of  the 
appendix  into  the  carcum  is  almost  uniformly  oanowcd,  and 
pus  cannot  escape  backwarils  into  the  csecum.  A  small  per- 
foration takes  place  in  the  appendix:  a  few  drops  of  putrid, 
perhaps  fatcal,  matter  escape  into  the  peritoneum  and  set  up 
inflammation  of  that  membrane.  The  peritoneum  is  thickened 
in  the  neighbourhood  of  this  inflammation,  and  limits  the 
dilTuuon  of  the  pus.  /\s  suppuration  goes  on,  protective  inflani- 
mation  takes  place  ahead  of  it,  and  successive  attempts  are 
made  to  prevent  general  diffusion  of  the  matter.  Should  one  of 
these  attempts  fail,  the  matter  escapes  into  the  perironeal 
cavity,  and  wc  get  what  may  be  called  the  acute  termination  of 
perforative  appendicitis.  Should  the  attempts  at  conservative 
limitation  of  the  matter  succeed,  we  get  an  abscess  surrounded 
by  a  mass  of  thickened  peritoneal  exudate,  which  may  remain 
unruptured  for  some  considerable  time.    This  is  a  chronic  ierm> 
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inalion  of  the  disease.  Operative  treatment  is  in  the  one  case, 
instituted  to  deal  with  diCTused  peritonitis ;  in  the  other,  with  a 
chronic  localised  abscess.  In  both  cases  the  mischief  lies  inside 
the  peritoneal  cavity.  It  is  scarcely  conceivable  that  it  should 
force  its  way  through  the  peritoneum  into  the  surrounding 
eellulnr  tissue. 

Pathological  descriptions  of  the  true  termination  of  this 
disease  arc  usually  vague.  Some  would  seem  to  imply  that 
the  sub- peritoneal  cellular  tissue  has  been  entered,  and  that  the 
pus  has  burrowed  its  way  along  the  pelvic  fascia  or  in  other 
directions ;  but  there  is  no  actual  proof  that  this  has  lalccn  place, 
and  in  the  face  of  the  abundantly  demonstrated  fact  that  the 
peritoneal  membrane  is  capable  of  almost  unlimited  powers  of 
thickening  and  condensation  in  the  neighbourhood  of  inflam- 
mator)'  mischief,  we  should  want  very  cogent  proof  that  per- 
foration from  the  inside  actually  lakes  place. 

In  the  case  of  early  perforation  with  diffuse  suppurative 
peritonitis,  there  may  be  a  very  small  abscess  sac  surrounding 
the  seat  of  perforation.  In  cases  of  a  chronic  nature  the  abcess 
may  he  of  considerable  dimensions;  more  than  a  pint  of  pus 
has  been  evacuated.  Of  course,  a  chronic  large  abscess  after  a 
prolonged  course  may  hurst  into  the  general  cavity,  hut  before 
this  lakes  place  the  patient  is  brought  to  a  very  low  ebb.  In  the 
centre  of  these  abscesses,  the  appendix  is  usually  found  in  a  state 
of  acute  and  general  inflammation.  Occasionally  a  small  portion, 
or  even  a  considerable  part  of  it,  may  be  gangrenous. 

The  foreign  body  which  has  caused  the  perforation  may  or 
may  not  be  found :  of  135  cases  collected  by  Dr.  Fenwick,  in  55 
a  foreign  body  was  found ;  probably  a  rigid  search  would  have 
discovered  one  in  a  greater  number.  Of  98  cases  of  perforation, 
13  were  caused  by  tubercular  and  6  by  typhoid  ulceration. 

In  the  case  of  acute  perforation  with  small  abscess  sac,  there 
is  no  surrounding  thickening  or  sign  of  inflammation  either  in  the 
abdominal  walls  or  in  the  contiguous  viscera.  Oulness  on 
percussion  is  absent.  In  fact,  increased  resonance  may  be 
present.  In  a  chronic  case  with  a  large  abscess  there  is  cuta- 
neous cedcma  in  the  right  lumbar  region,  with  general  thickening 
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in  the  iibdoinmal  cavily,  while  ihe  percussion  note  is  usually 
more  dull.  This  last  condition  is  veiy  similar  lo  that  produced 
by  true  cf  cilis  or  typhlitis  or  peri-typhlitis,  as  the  condition  is 
impartially  named.  Hete  also  we  may  have  thickening  of 
parictcs,  with  a:dcma  or  even  redness.  The  inflammation  is  here 
caused  by  the  escaping  fluids  passing,  not  into  Ihe  peritoneal 
cavity,  but  into  the  cellular  tissue  lietweeii  the  layers  of  the 
mcKcntery  of  the  colon.  The  induration  is  more  even,  it  is 
neater  the  surface,  and.  from  the  fact  that  it  surrounds  the  colon 
or  the  ca-cum  like  a  cup,  and  is  not  usually  very  thick, 
resonance  may  be  given  out  on  percussion. 

On  the  left  side,  perforative  colitis  produces  conditions  very 
similar  to  cscitis. 


SYMPTOMS. 

Perforative  appendicitis  is  usually  found  in  boys  bctweefT 
lo  and  13  years  of  age,  although  it  occurs  at  other  periods  of 
life. 

The  symptoms  of  perforation  of  the  appendix  vcnniformis 
are  cither  very  acute,  or  acute  supervening  on  chronic,  or  chronic 
throughout. 

Id  the  most  acute  cases  there  arc  either  no  premonitory 
VfmpbQtaa  whatever,  or  these  are  very  vague  and  unimportant. 
The  patient  is  suddenly  seized  with  severe  pain  in  the  iliac 
region,  symptoms  of  collapse  rapidly  i>et  in,  and  death  lakm 
place  in  a  few  hours.  Vomiting,  rapid  thoracic  respiration, 
abdominal  distension,  and  the  ordinar)'  symptoms  of  violent 
suppurative  inflammation  of  the  iteritoncum  are  present. 

In  the  second  class  of  cases  the  patient  will  have  complained 
for  a  few  days,  or  perhaps  weeks^  of  vague  obscure  pains  in  the 
right  iliac  region ;  he  may  have  continued  getting  about  or  even 
doing  his  work,  and  may  have  exhibited  few  symptoms  of  illaeis 
beyond  constipation  and  dyspepsia  or  other  intestinal  disturb- 
ances. Diarrhcea  is  sometimes  found.  Some  patients  have  these 
symptoms  more  marked ;  they  are  obliged  to  stay  in  bed,  appetite 
is  capricious,  there  is  a  little  evening  temperature,  occasionally 
a  rigor,  and  constipation  is  decidedly  uoublesome.    Suddenly 
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these  symptoms  are  changed  for  others  of  a  violent  and  grave 
character.  Rupture  of  the  pcri-appendlcular  abscess  has  now 
taken  place,  and  the  pus  is  dilTused  into  the  peritoneum.  A  few 
such  cases  have  hecomc  acute  after  an  exitrnination  by  medical 
men. 

In  the  chronic  cases  the  symptoms,  at  first  not  serious,  very 
gradually  become  more  grave.  In  these  cases  histories  of 
repealed  pievioiis  attacks  are  not  uncommon.  Usually  there  is 
a  history  of  long-standing  intestinal  derangement,  with  loss  of 
appetite;  occasional  attacks  of  acute  pain  referred  to  the  right 
iliac  region ;  and  sometimes  vomiting.  With  exacerbations  and 
,  remissions  the  disease  progresses  fitfully,  until  finally  the  patient 
has  to  take  to  bed.  Evening  temperatures  (ioi°  to  103')  of  a 
hectic  character,  occasionally  with  rigors,  now  appear,  and  the 
patient  exhibits  the  well  known  symptoms  of  abscess  formation, 
Locally,  there  is  a  distinct  swelling  or  increased  hardness  in 
the  region  of  the  c^ cum.  There  is  dulness  on  percussion.  The 
overlying  skin  may  be  (edematous,  but  is  rarely  red,  and  there  is 
great  tenderness  on  pressure. 

A  most  important  sign  may  be  got  by  examination  through 
the  rectum. 
%  As  the  appendix  lies  near  to  the  brim  of  the  pelvis,  we  may 
expect  to  find  any  considerable  collection  of  matter  in  its 
neighbourhood  within  the  reach  of  the  finger  introduced  through 
the  rectum.  To  completely  examine  the  pelvis  with  this  object, 
it  has  been  recommended  that  the  whole  hand  should,  if 
necessary,  be  introduced.  The  existence  of  fluctuation  may 
sometimes  be  made  out  in  this  way.  In  any  case  the  detection 
of  an  inflammatory  mass  of  thickening  in  the  region  of  the 
appendix  is,  coupled  with  the  rational  symptoms  of  appendicular 
ioflannnation,  a  most  important  diagnostic  sign. 

In  the  case  of  true  cxcitis  or  colitis,  cither  in  the  neighbour- 
hood of  the  ca^um  or  on  the  left  side,  the  pus,  escaping  into  the 
tub 'peritoneal  connective  tissue,  at  once  sets  U])  a  diffuse 
cellulitis  which,  in  the  majority  of  cases,  proceeds  rapidly  to 
suppuration.  In  some  cases  the  inflammation  produces  that 
hard  brawny  form  of  inflammation  which  we  are  so  familiar 

i1  * 


7S4 


PEBPORATIVB  APPENDICITIS. 


with  ID  pelvic  cellulitis ;  the  iollamtDation  is  difTuscd  along  the 
parictcs  under  the  pcritoneutn,  either  coming  up  toin-ards  the 
from  or  burrowing  towards  the  back,  and  most  frequently 
tending  to  point  somewhere  above  the  middle  of  the  crest  of  the 
ilium.  There  is  no  large  localised  collection  of  matter,  it  is 
spread  over  a  large  area,  and  lies  much  nearer  to  the  sur&ee 
than  in  true  appendicular  suppuration. 


OreRJlTIVB  TRF.ATUBKT. 

Mild  cases  may  get  well  if  the  patient  is  kept  in  bed  at 
perfect  rest,  if  the  diet  is  such  that  no  residual  excrement  is  left, 
and  if  local  depletion  of  Mood  or  counter-irritatton  is  cmplo^-ed. 
But  it  must  be  remembered  that,  while  apparently  satisf.itiorj* 
progress  is  being  made,  acute  symptoms  may,  without  any  warn- 
ing whatever,  come  oh  to  indicate  that  perforation  has  taken 
place. 

A  good  many  such  cases  have  been  recorded,  and  in  some  of 
them  this  evil  result  has  apparently  been  due  to  manipulative 
interference  from  examination. 

When  to  operate  is  a  very  difficult  question  to  answer.  Fiti 
in  his  valuable  monograph  puts  down  the  limit  at  three  days, 
strikingihe  average  of  all  thecasie*.  But  it  isneveritafe  toslrikr 
an  average  between  extremes:  at  least,  to  act  practically  ujion 
such  a  calculation  would  in  this  case  be  wrong.  No  definite  rule 
can  be  laid  down  as  to  the  time  of  operation.  S)'mptoms  alone 
must  guide  us.  It  is  true  that  perforation  in  a  few  cases  lakes 
place  while  the  patient  is  in  apparently  good  health.  These  cases 
must  be  attacked  as  soon  as  possible  if  serious  symptoms  come 
on.  The  delay  of  even  a  few  hours  may  make  all  the  difference 
lictwi-cn  recovery  and  death  after  operation.  In  sub-acuto 
cases  the  patient  should  be  put  to  bed  at  once,  carefully  watched, 
and  not  too  bequently  examined.  Oj^eration  should  be  performed 
as  soon  as  the  patient  is  palpably  drifting  into  a  condition  in 
which  the  chances  of  recover}-  alter  operatioD  are  markedly 
diminishing.  Consecutive  e\-entng  temperatures  for  lour  or  &ve 
days,  rifting  o^xr  io3*,  would  seem  to  justi^  operation.    Always, 
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on  the  supervention  of  acute  symptoms,  operatioa  should  at 
once  be  perfoimed.  la  the  more  chronic  cases  delay  may  not 
be  so  dangerous.  It  is  tarely  possible  to  say  clelimtcly  whether 
the  chroniciCy  depends  on  a  slight  degree  of  the  inflammation,  or 
on  the  completeness  with  which  the  suppurating  focus  is  shut  off 
iiom  the  general  cavity.  The  existence  of  a  mass  of  inflam- 
matory tissue  as  detected  by  the  rectum  or  by  palpation  through 
the  parietes  is  an  indication  for  operation.  If  the  patient  is 
losing  ground :  if  hectic  supervenes,  possibly  with  rigors:  and, 
generally,  if  the  condition  seems  to  be  drifting  into  one  in  which 
operation  would  be  dangerous  to  life,  then  we  should  interfere. 

In  the  case  of  peri-colic  suppurative  inflammation,  the  ded- 
sion  need  not  be  difhcult:  operation  simply  wails  on  the  forma- 
tion of  an  abscess  in  the  parietcs,  as  it  does  on  the  formation  of 
an  abscess  anywhere  else. 

The  question  of  exploration  with  a  fine  aspirating  needle  has 
been  both  recommended  and  condemned.  If  the  suppuration 
is  deep  down  around  the  appendix,  the  use  even  of  a  &ne  hypo* 
dermic  needle  is  attended  with  danger;  an  aspirator  needle, 
under  any  circumstances,  need  not  be  used.  In  cases  of  doubt 
as  to  the  existence  of  pus  in  the  paitetes,  there  is  no  objection 
to  the  use  of  a  needle ;  but  to  push  the  needle  inside  the 
abdominal  cavity,  and  through  several  layers  of  peritoneum, 
is  dangerous.  The  use  of  Ihe  exploring  needle  by  the  rectum 
has  not  the  same  objection;  but  here  also  Us  use  is  not  fr^ 
from  danger.  The  enlargement  of  the  exploratory  puncture  by 
the  rectum  into  an  opening  sufficient  for  drain;ige,  has  l>een 
recommended  and  carried  out;  but  as  it  is  impossible  through 

Lthis  route  to  make  out  the  actual  condition  at  fault,  or  to  remove 
the  diseased  or  gangrenous  appendix,  or  the  foreign  body,  we 
should  always  select  abdominal  section  when  the  patient  will 
Iwar  it. 
The  site  of  incision  should  be  selected  according  to  the 
ascertained  or  probable  position  of  the  actual  mischief  we  have 
to  deal  with.  In  most  cases  the  best  position  will  be  directly 
over,  or  a  little  to  the  inside  of,  the  [wsition  of  the  cscum. 
Parker  made  an  oblique  incision  above  Pouparl's  ligament. 
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Some  turgeoia  recommend  a  medien  incision:  otben,  ooc 
through  the  Uaea  temilBnari*.  No  doubt  the  median  ioctsioa 
oultea  it  certain  that  the  discasr.  whrtcvcf  situated,  may  be 
HAcfaed;  bat  if  the  abscess  ts  BOtall  and  lies  deep,  this  incisioa 
will  have  to  be  prolonged  to  a  considerable  length  to  ezpoae  it. 

Tlic  inciaion — rertical,  oUiqtie,  or  tTaa>ver»;,  it  matters  not 
to  the  practical  surgeon  which — is  made  orer  aad  a  little  to  the 
inside  of  the  probable  scat  of  the  mischief.  It  is  carried  through 
the  peritoaeum  in  the  ordinary'  way.  Great  care  mast  l«  tabeo 
at  every  step  of  the  manipulatioo,  that  bOM'cl  ts  not  injured,  and 
that  pus  is  not  diffused  through  the  peritoneal  cavity.  Should 
pus  appear  at  any  part  in  the  field  of  <^>eratioo,  it  should  at 
once  be  mo]>ped  up,  and  the  parts  infected  liy  it  should  be 
cleansed  by  irrigation.  Cautiously  procci-ding  downwards 
through  the  area  of  matting,  teasing  bowels  apart  betwet^a 
sponges,  never  using  the  knife,  isolating  the  healthy  portions 
from  the  diseased  with  sponges  or  sponge-cloths,  we  ultimatel] 
reach  the  scat  of  mischief.  Pus,  if  l>-ing  free  in  the  cavity,  ms] 
Iw  sucked  out  by  a  syringe,  or  mopped  out  by  sponges,  or 
washed  out  by  the  irrigator.  At  the  Itottom  of  the  cavity,  tlie 
diseased  appendix  will  usually  be  found.  It  should  always  !■« 
cut  away :  this  ts  simpler  and  safer  than  any  possible 
of  suturing  the  opening.  It  sliould  be  removed  close  to  iba 
cttciim.  It  may  be  cut  off  be)'ond  a  surrounding  ligature,  and 
either  invaginatcd  bodily  inside  (he  cocum,  which  is  stitched 
up  over  it ;  or,  after  being  lied,  the  serous  coveting  may  be 
drawn  together  over  the  mucous  membrane  by  means  of  the 
figiirc-of-8  suture. 

The  parts  having  been  thoroughly  cleansed  by  washing  ar 
by  sponging,  the  drainage  tube  is  inserted  and  carried  through^ 
the  opening  in  the  parietes.     Adhesions  between  bowels  are.  as 
Car  as  posaible,  left  undisturbed. 

The  advantage  of  liaving  the  incision  in  the  parietes  directl) 
over  an  abscess- cavity  is  more  apparent  now  that  we  have  K 
institute  drainage. 

If  the  caecum  has  t>cen  perforated,  the  opening  may  be  turned'] 
inwards,  and  the  serous  coat  drawn  together  by  a  Lembert's  or' 
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a  Dupuytren's  suture.  The  abscess-sac,  if  there  is  one,  is 
thoroughly  cleansed,  and  a  drainage  tube  placed  at  the  bottom 
of  it  and  carried  out  through  the  parietal  wound. 

If  there  is  diffuse  peritonitis,  the  whole  cavity  must  at  the 
same  time  be  thoroughly  cleansed  by  irrigation. 

Peri-colitis  resulting  in  abscess  is  practically  a  retro- peritoneal 
abscess,  and  its  treatment  requires  no  special  description.  Oa 
evacuation  of  the  abscess,  the  opening  in  the  bowel  sponta- 
neously heals  in  the  great  majority  of  cases. 


Perforating  Ulcer  of  the  Stomach. 

Pathological  Anatomy. — It  is  unnecessary  that  I  should  give  a 
detailed  account  of  the  pathological  anatomy  of  ulcer  of  the 
stomach.  The  following  points  are  noteworthy  from  a  surgical 
point  of  view.  The  disease  occurs  in  women  twice  as  frequently 
as  in  men.  In  women,  perforation  is  most  liable  to  take  place 
between  the  ages  of  14  and  30 ;  in  men,  curiously  enough,  the 
average  age  at  which  perforation  occurs  is  42,  and  the  propor- 
tion of  cases  increases  up  to  50.  From  a  surgical  point  of 
view,  it  is  important  to  note  that  the  perforating  ulcer  lies,  in 
the  large  majority  of  cases,  in  the  anterior  wall  of  the  stomach. 
Dreschfeld  +  says  that  the  ulcer  perforates  on  the  anterior 
surface  85  times  out  of  100  cases  ;  while,  on  the  posterior 
surface  only  2,  and  in  the  pylorus  only  10,  out  of  100  per- 
forate. 

It  is  a  pathological  fact,  confirmed  by  clinical  experience, 
that  those  ulcers  which  perforate  are  usually  those  which  have 
given  but  slight  indications  of  their  presence.  Profuse  hcema- 
temesis  occurs  in  those  cases  where  the  ulcer  lies  near  to  the 
large  vessels  close  to  the  curvatures,  and  here  perforation  does 
not  usually  take  place.  Severe  pain  is  usually  an  indication  of 
peritonitis  taking  place  over  the  ulcer,  and  this  peritonitis  is 
protective  against  perforation.  Dilatation  of  the  stomach  arises 
t  Mtd.  ChroH.,  Nov.,  18E7. 
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mostly  Trofn  cases  where  tlie  ulcer  is  situated  near  the  pylotus; 
lieie  we  usually  find  enormous  hypertrophy  of  the  muscular  tissue, 
as  well  as  pctitoncal  thickening,  and  here  also  perforaiion  is 


Symfttms. — The  ordinary  symptoms  of  perforation  of  sto- 
machic tdcer  aic — pain,  collapse,  tympanitic  disiension  of  Ihe- 
abdoRien,  with  fixation  of  its  p^rietes,  thoracic  respiration,  and 
frequent  retching,  but  not  vomiting. 

The  pain  is  usually  very  severe,  aad  comes  oa  in  paroxysms 
similar  to  those  observed  in  colic.  It  frequently  comes  on  after 
some  violent  exertion,  but  also  has  a  definite  relation  to  fult 
of  the  stomach.  In  many  there  is  do  apparent  special  cause.' 
Profound  collapse  is  present  at  the  outset  in  many  cases;  but  in 
some  the  collapse  is  only  nerve-sltock,  induced  by  extreme 
pain.  As  the  collapse  increases,  and  becomes  profound  and 
constitutional,  the  pain  diminishes. 

Tympanitic  disteitsion  may  come  on  very  soot),  with  hard, 
tense  parictes.  Rigidity  of  parictes,  a  sort  of  reflex  spasm, 
affecting  the  abdominal  muscles,  and  preventing  abdominal 
movements  of  any  sort,  is  described  as  frequently  present.  This 
rigidity  has  been  found  to  accompany  a  depressed  abdotnen, 
but  more  frequently  there  is  distension;  in  any  case,  distension 
soon  appears.  Tympanitic  resonance,  usually  most  marked  in 
the  epigastric  regions,  is  a  common  sign,  j^ssociated  with  this 
condition  we  sometimes  find  tlic  very  important  sign  of  dis- 
appearance of  the  liver-du loess.  This  sign  is  impoitant.  because 
it  indicates  the  presence  of  free  gas  in  the  abdominal  cavity, 
and  can  scarcely  arise  from  any  other  cause  than  perforation 
of  an  air-containing  viscus,  such  as  the  stomach  or  the  intestine. 
The  value  of  this  sign  is  lessened  if  the  case  is  not  seen  very 
early  after  the  advent  of  the  acute  symptoms;  as,  later  in  the 
case,  it  is  liable  to  be  confused  with  general  intestinal  distension, 
or  special  distension  of  the  transverte  colon.  It  is  a  presump> 
live  sign  in  favour  of  the  presence  of  free  gas  in  the  cavity  if  it 
changes  its  position  with  that  of  the  patient,  always  rising  to  the 
highest  part  of  the  abdomen. 
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Vomiting  is  nearly  always  absent  in  perforating  ulcer  of  the 
stomach,  though  there  is  usually  nausea,  with  retching  and 
eructations.  Vomiting  is  probably  a  mechanical  impossibility; 
the  compressed  stomach  discharges  its  contents  into  the  general 
cavity  through  the  perforation,  and  not  tlirough  the  gullet, 

lo  a  short  time  unequivocal  signs  of  peritonitis  appear.  The 
superficial,  quick  thoracic  respiration;  the  fixed,  hard,  tense, 
and  perhaps  distended  parietes;  thequick,  thready,  feeble  pulse, 
and  the  profound  general  disturbance,  clearly  indicate  the 
oncome  of  peritonitis  in  aggravated  form.  The  temperature  is 
inisleadiug ;  in  the  worst  cases  it  is  subnormal.  TTien  we 
observe  the  pinched,  anxious  countenance,  the  diminution  or 
loss  of  pain,  and  the  advancing  collapse,  with  cold,  clammy 
skin,  which  indicate  the  approach  of  death. 

A  very  few  cases,  too  few  to  be  for  a  moment  considered  in 
drawing  up  rules  as  to  treatment,  have  recovered.  In  these 
cases  it  is  safe  to  infer  that  the  opening  was  small,  and  partly 
protected  by  exudations,  and  that  the  extravasation  was  limited 
in  amount. 

Openfivs  Tnaiinmt. — As  to  the  advisability  of  operative 
treatment,  from  a  theoretical  point  of  view,  there  can  be  no 
dispute;  operation  alone  will  put  the  patient  into  a  con> 
dition  where  recovery  is  possible.  The  practical  drawbacks  are, 
the  condition  of  the  patient,  usually  so  grave  as  almost  to 
contra-indicate  operation,  and  the  frequent  uncertainty,  as  to 
diagnosis,  tt  has  been  suggested  that  all  cases  of  sudden  and 
severe  abdominal  shock  should  be  treated  by  operation ;  a 
hearty  agreement  with  this  suggestion  would,  however,  probably 
add  many  ca^es  of  aggravated  colic  to  the  already  large  list  of 
diseases  for  which  abdominal  section  has  been  performed.  In 
less  acute  cases,  where  the  patient  rallies  to  an  attack  of  peri* 
tonitis,  opeialion  is  most  likely  to  be  successful,  provided  the 
patient  is  not  permitted  lo  sink  too  low. 

The  operation  has  ae  yet  scarcely  a  history.  Several  sui> 
geons  have  strongly  advocated  it,  and  very  few  surgeons  can 
have  been  brought    into   contact   with  a  case  without  ha^Hng 
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ll)e  Operation  suggested  to  their  minds.  Of  the  few  operations 
performed,  not  more  than  one,  or  perhaps  two,  have  been  fol- 
lowed by  success.  Sinclair  of  Manchester*  was  verj'  near 
having  a  success,  although  he  did  not  reach  the  perforation  ; 
the  patient  lived  six  days  after  operation.  Czemy,  in  a 
case  which,  hke  Sinclair's,  was  sub-acute,  and  operated  on  five 
days  after  perforation  tiad  taken  place,  found  odourless  gas  \a 
the  cavity,  and  points  out  that  the  presence  of  gas,  with  a  f»cal 
odour  would  indicate  perforation  of  the  large  intestine  or  the 
lower  ileum.  In  Sinclair's  case  there  was  no  escape  of  gas  on 
opening  the  peritoneum. 

From  the  reports  of  the  cases  published  so  far,  it  is  impossJlile 
to  draw  definite  conclusions  as  to  the  best  method  of  (grating. 
The  proceeding  need  not  be  diHicult,  but  it  should  be  conducted 
in  a  manner  so  as  to  give  the  most  perfect  results  in  the  shortest 
possible  time.  A  long  incision  will  usually  be  necessary. 
BOOD  as  the  fact  of  perforation,  or  of  suppurative  peritonitis,  hasi 
been  demonstrated,  it  will  be  a  good  plan  at  once  to  commence 
irrigation  with  hot  aseptic  lotion.  The  value  of  irrigation  with 
hot  fluid  has  alread)'  been  demonstrated  sufficiently  (o  justify 
its  adoption  in  all  cases  of  abdominal  operations  where  shock 
and  extravasation  of  fluids  into  the  cavity  exist.  In  any  ca 
irrigation  will  have  to  be  carried  out,  and  it  may  as  well  be^ 
carried  out  during  llie  exploration  for  the  seal  of  perforation, 
and  the  closure  of  it,  as  afterwards. 

As  to  the  technique  of  the  operation,  nothing  need  be  addedj 
to  the  description  of  gastrorraphy.  as  given  at  page  37S.  It  i*1 
there  recommended  that  the  edges  of  the  ulcer  should  be  pared. 
Experience  nuy  prove  this  to  be  unnecessary.  But  we  know  so 
little  of  the  true  pathology  of  gastric  ulcer,  that  we  cannot 
guarantee  a  cessation  of  the  disease  after  operation ;  ibere- 
ian,  as  it  adds  little  to  the  difficulty  or  the  danger  of  the 
operation,  the  edges  of  the  perforation  had  better  be  cut 
away. 

•   Uti   CAm.    Hay.  iSV;. 
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Kussmaul  of  Strasbourg,"  Bartleet  of  Binningliitm  (unpub- 
lished), Morton  of  Philadelphia,)  Lilcke,;  Volkmann,  Mikulicz;, 
and  Bontccoii  of  New  York;  have  performed  operations  for 
perforating  typhoid  ulcer.  Three  years  ago,  in  the  Bristol 
Infirmary.  I  opened  the  abdomen  for  a  large  collection  of  pua 
and  faecal  matter,  which  may  have  originated  in  this  way. 
There  was  a  double  perforation  through  the  large  bowel  as  well 
as  the  stnall :  the  material  of  rectal  enemas,  as  well  as  partly 
digested  food  given  by  the  mouth,  came  out  through  the  parietal 
fistula  which  was  formed.  The  patient  lived  four  weeks,  and 
died  of  exhaustion.  As  no  post-mortem  examination  was  per- 
mitted, it  is  impossible  to  5ay  whether  the  disease  was  really 
typhoid  fever.  So  far,  only  one  case — that  of  Mikulicz — has 
recovered ;  and  it  was  doubtful  if  the  ulcer  was  typhoid. 
Dr.  James  C.  Wilson  ||  was  the  first  publicly  to  recommend 
operation  for  these  cases.  Morton  has  operated  twice,  and  has 
carefully  worked  out  IT  the  conditions  for  which,  and  under 
which,  the  operation  may  be  performed. 

It  is  quite  impossible  to  lay  down  positively  the  principles 
which  should  guide  us  in  selecting  cases  suitable  for  operation. 
A  selection  of  cases  is  clearly  necessary.  To  |>erform  abdominal 
section  on  most  cases  of  perforating  typhoid  ulcer,  would  be 
little  better  than  performing  a  post-mortem  examination  on  the 
operating  table.  Perforation  frequently  takes  place  during  con- 
valescence; a  few  of  these  cases  may  permit  of  operation. 
Most  cases  justifying  operation  will  be  of  the  very  mildest  or 
"  ambulating  "  variety.  The  operation  has  undoubtedly  a  future 
before  it;  but  it  must  be  undertaken  only  with  extreme  caution, 

*  DiuluHi  Znt  /.  Chr .  1886-7,  "v.-  i..  4 
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ami  tinder  the  most  favourable  conditions  as  regards  llie  patient's 
condition  and  surrotindings- 

Thc  symptoms  need  not  be  described.  It  may  be  noted  that 
the  acute  symptoms  of  sudden  perforation,  with  abundant 
extravasation  of  visceral  contents,  are  by  no  meuta  always 
present.  In  a -few  the  symptoms  are  simply  those  of  jieri- 
(onitis;  and,  in  some,  Ibc  symptoms  are  so  obscure  that 
perforation  is  not  even  suspected. 

As  to  the  operation  itself,  1  cannot  do  better  than  utilise 
Morton's  description  of  it : 

"  Median  incision  wtU  undoubtedly  prove  best  in  almost 
every  case.  It  should  be  as  long  as  is  necessary  for  efficient 
work,  and  commence  a  little  more  above  the  pubes  than  is 
usual  in  such  incisions.  Extr(^me  gentleness  wilt  be  required 
throughout,  as  otherwise,  perhaps  in  any  case,  other  ulcers  may 
be  broken  through.  Let  systematic  search  for  lesions  commence 
at  once  upon  gaining  admission  to  the  peritoneal  cavity,  starting, 
in  order,  at  the  points  most  liable  to  involvement.  We  should 
examine  the  ca:cum  and  its  appendage ;  then  carefully  go  tnret 
the  entire  length  of  the  small  intestine  continuously,  from  its 
termination  in  the  caecum  to  its  origin  at  the  pylorus,  by  passing 
it  between  the  fingers.  This  linislied,  in  like  manner  the  colon 
should  be  examined ;  then  the  mesentery,  ovaries,  liver,  etc. 

"  What  shall  be  done  with  lesions  when  found  ?  This  is  a 
vital,  and  not  an  altogether  answerable,  question. 

"  Perforations,  in  the  great  majority  of  cases,  will  be  found 
in  the  small  intestine  corresponding  to  the  position  of  Fcyer'^ 
patches.  Occasionally  a  follicle  ulcer  will  perforate  near  the 
mesenteric  border,  but  probably  never  so  close  to  it  as  to 
produce  the  trying  injuries  which  are  made  by  a  buUet  or 
knife.  In  the  caxum,  or  colon,  perforation  is  equally  liable  to 
occur  anywhere,  except  close  to  the  meso-colon  attachments. 
The  usual  ])osition  of  these  lenons  is  fortuitous,  as  the  situation 
permits  of  ntost  easy  reparative  treatment. 

"Shall  wc  resect  a  perforated  bowel,  simply  turn  io  the 
borders  of  the  perforation,  or  attempt  the  production  of  an 
artiiicial  anus? 
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"  In  the  tack  of  experience,  nothing  ix>silivc  can  yet  be  said 
upon  this  point.  We  dg  know  that  circular  gangrene  of  intes- 
tine occurred  in  the  single  instance  where  exsection  has  been 
done;  but  this  may  possibly  have  been  due  to  some  defect  of 
operation.  A  large  [wrforation,  or  a  small  opening  through  the 
base  of  a  very  large,  deeply  excavated  ulcer,  would  probably 
require  excision  of  a  portion  of  bowel.  Such  an  ulcer  occurring 
in  the  small  intestine  would  be  in  its  longitudinal  diameter; 
hence  it  can  be  turned  into  the  bowel  entire  by  Lembert 
sutures  introduced  beyond  its  lateral  borders.  This  I  should 
be  inclined  to  think  the  best  method  of  dealing  with  most 
perforations,  or  ulcers  about  to  perforate.  The  possibility  of 
narrowing  the  bowel  immoderately  must  be  kept  in  constant 
view ;  and  where  the  above  suggested  mode  of  repair  would 
undoubtedly  give  rise  to  it,  resection  or  artificial  anus  must  bo 
substituted. 

■'  It  is  possible  that  tlie  necrosis  of  bowel  already  alluded  to 
resulted  from  the  absence  of  resistance  in  tissues  so  profoundly 
poisoned  and  malnourished  as,  of  necessity,  are  those  of  a  typhoid 
individual.  We  do  not  even  know  what  course  the  parietal 
incision  itself  would  follow,  but  [  deem  it  probable  that,  with 
thorough  cleanliness,  such  wounds  could  be  induced  to  heal 
kindly.  M  the  worst,  happen  what  may.  the  patient  can  be  in 
no  more  deplorable  condition  than  before  operative  interference 
was  carried  out.  Wc  know  nothing  of  what  possibilities  there 
may  be  in  this  direction,  and  I  would  plead  for  an  attempt  to 
reduce  a  mortality  of  one  hundred  per  cent.  H  resection  cannot 
successfully  be  done,  and  the  affected  area  Js  too  large  for 
efficient  stitching,  then  artificial  anus  would  be  another  resource. 

"  Whether  any  one  of  the.se  three  methods  of  treatment  is  the 
one,  or  whether  all  will  have  occasional  use,  must  be  determined 
by  trial  and  experience.  The  order  In  which  1  should  suppose 
them  valuable  would  be:  stitcliing  by  Lembert 's  method, 
resection,  and,  lastly,  artificial  anus. 

"  In  the  examination  of  the  intestine  I  should  also  be  inclined 
to  turn  into  the  bowel  lumen,  by  the  same  method  of  stitching, 
any  seats  of  disease  which  appeared  likely  Roon  to  perforate,  or 
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to  approach  dangerously  that  condition.     Czcum  and  colott- 
lesions  could,  probably  in  every  case,  be  treated   by   simple 
stitching. 

"  Large  irrigations  with  very  hot  distilled  or  medicated  water 
arc  indispensable  before  closing  the  abdomen.  Just  as  important 
will  it  be  to  drain  these  cases  thoroughly,  and  for  this  purpose 
noihing  answers  so  well  as  the  leaving  in  of  a  Keith  glass-drain. 
This  tube  can  l>est  be  kept  in  working  order  ...  by 
carrying  a  rope  of  absorbent  cotton  (medicated,  if  preferred) 
to  its  bottom,  and  removing  it  as  often  as  a  wad  of  cotton  placed 
over  the  outlet  becomes  saturated.  The  rope  and  superimposed 
cotton  must  be  renewed  as  it  becomes  saturated,  even  as  fre- 
quently perhaps  as  every  couple  of  hours  for  the  first  day; 
afterwards,  at  less  frequent  intervals,  according  to  circum- 
stances." 

Irrigation  with  a  hot  lotion  is  recommended  after  the  opera- 
tion on  the  bowel  is  concluded;  there  would  probably  be  do 
objection  to  irrigating  while  the  operation  is  going  on.  A 
drainage  tube  should  always  be  inserted. 


Perforative  peritonitis  may  be  induced  by  causes  other  than 
those  mentioned  aliove— as,  for  instance,  from  ulcer  of  the 
duodenum,  from  traumatic  ulceration  of  intestines  or  intestinal 
diverticula  produced  by  foreign  bodies,  and  from  progressive 
ulcerative  division  of  the  intestin.il  coats  by  constricting  bands. 
In  the  urinary  bladder,  perforation  may  result  from  disease,  or 
from  ulceration  prodticcd  by  calculus  or  foreign  body ;  in  the 
gall-bladder,  a  gall-stone  may  ulcerate  its  way  through  its  walls, 
or  an  empyema  may  burst.  Ml  these  conditions  are  rare;  anti 
as  operations  have  not  yet  been  performed  for  them,  tbcy  need 
not  be  described. 

The  rupture  of  an  abscess  or  a  suppurating  cyst  may  be 
reckoned  among  the  causes  of  perforating  suppurative  peri- 
tonitis. 

Almost  any  abdominal  cyst  may  suppurate.  Sirangutatron 
from  twisting  of  the  pedicle  of  a  glandular  or  dermoid  cyst  of 
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the  ovary  may  cause  suppuration  of  its  contents,  and  these  may 
escape  into  the  abdominal  cavity.  A  glandular  pelvic  abscess ; 
a  peri-typhlitic  abscess ;  a  hepatic,  a  renal,  or  a  splenic  abscess, 
are  all  liable  to  burst  into  the  peritoneal  cavity.  Ovarian 
abscess  untreated  is  nearly  always  fatal,  from  bursting  into  the 
peritoneum ;  and  pyo-salptnx  may  be  fatal  in  the  same  way. 
A  suppurating  extra-uterine  foetation  is  essentially  an  intra- 
peritoneal abscess,  and  death  is  frequently  caused  by  its 
rupture. 


Purulent  Collections  in  tbe  Pelvis. 

To  give  sn  nilcqiinte  account  of  the  whole  subject  of  pelvic 
inflammation  would  l>c  at  once  to  go  beyond  the  scope  of 
this  work,  and  to  trench  on  the  domain  of  pure  g)-na;cology. 
I  sli&ll  therefore  do  little  more  than  name  the  conditions  found 
which  require  tturgtcal  operation ;  the  treatment  by  o|>eration, 
l)eing  simple  and  very  similar  in  detail  to  operations  ju&l  re- 
viewed, will  be  described  very  briefly. 

The  great  majority  of  suppurative  inflammations  in  tlie 
pelvis  may  be  grouped  under  the  three  head^:  Pelvic  Peri- 
toDitis ;  Pelvic  CeUulitis  and  Abscess :  and  Suppurating 
HEcmalocelc. 

PiMe  Ptritatita,  which  ends  in  suppuration,  de|>cn(ls,  in  the 
great  majority  of  cases,  on  pyo-salpinx.  This  is  a  fact  nc 
sufficiently  appreciated,  and  it  is  necessary  to  emphasise  it.'' 
Bernuts,  in  1H57,  first  pointed  this  out.  and  much  patltological 
evidence  has  since  then  accumulated.  Bcrnutz  published 
reports  of  13  post-fflottcm  examinations  of  patients  dyii 
with  pelvic  peritonitis :  in  9  one  or  txith  tubes  contained  pus.1 
and  in  3  tubercular  products.  The  recent  investigations  of 
Folk,  Coc,  Nocggcrath.  Foster,  Lnimett,  and  many  others,  all 
point  in  the  same  direction.  Maury*  has  collected  much  evi* 
dence  in  support  of  this  fact,  and  considers  it  so  important  tttat 
he  prints  the  conclusion  to  be  drawn  from  his  evidence  in  Italic- 
He  considers  that  it  shows  "  that  the  common,  cvcr>'-day  for 
of  chronic  ]>elvic  inflammation  which  attracts  the  attention 
Ihe  gynaecologist,  as  well  as  the  simple  acute  pelvic  inflam- 
mation which  is  met  with  unconnected  with  5cptica^mia,  is 
pelvic  peritonitis  associated  with  diseased  appendages,  ar>d 
is  not  pelvic  cellulitis." 

Pelvic  peritonitis,  not  suppurative  and  connected  with  the 
fbnnatioD  of  adhesions  or  localised  coUections  of  scrumi  i* 
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referred  to  in  the  section  dealing  with  removal  of  the  uterine 
appendages.  Here  we  have  to  deal  only  with  peritonitis  which 
results  in  suppuration.  The  walls  of  such  an  abscess  are  partly 
pelvic  viscera — uterus,  intestines,  rectum,  or  bladder — and  partly 
peritoneal  adhesions.  Somewhere  in  the  abscess-cavity,  being 
similarly  disposed  both  as  to  locality  and  as  to  cause  with  a 
perforated  vermiform  appendix,  lies  the  diseased  ovary  or  tube 
which  is  the  cause  of  the  mischief.  The  intestines  are  matted 
together  around  the  suppurating  focus,  and  their  function  may 
be  so  interfered  with  as  to  produce  symptoms  of  intestinal 
obstruction. 

Pelvic  Cellulitis  is  retro- peritoneal,  and  involves  the  whole  of 
the  para-metric  cellular  tissue  and  its  extensions ;  that  is  to  say, 
it  may  involve  the  connective  tissue  which  surrounds  the  cervix 
and  upper  vagina,  passes  up  the  sides  of  the  uterus  between 
the  layers  of  the  broad  ligaments,  and  outwards  between  these 
structures  as  far  as  the  sides  of  the  pelvis,  and  even  beyond  this 
in  the  cellular  tissue  which  rises  over  the  peritoneum  under  the 
abdominal  parietes.  In  any  part  of  this  large  area  an  abscess 
may  form  either  as  a  direct  result  of  traumatism,  or  as  a  septic 
invasion  through  the  abundant  lymphatics.  In  this  category 
must  be  included  suppurating  pelvic  lymphatic  glands. 

The  abscess  may  burrow  in  almost  any  direction  in  the 
pelvic  cellular  tissue,  and  may  point  in  an  endless  variety  of 
situations  in  vagina,  rectum,  or  bladder,  and  through  the 
parietes  almost  anywhere  below  the  umbilicus.  The  purulent 
collection  is  always  sub- peritoneal,  and  rarely  bursts  into  the 
abdominal  cavity,  being  usually  fatal  through  high  temperature 
and  septic  absorption. 

Suppurating  Pelvic  Hainatocele  is  usually  extra -peritoneal,  and 
situated  between  the  layers  of  the  broad  ligament.  Intra- 
peritoneal hEematocele  is  most  frequently  fatal  before  suppu- 
ration can  take  place ;  but  examples  of  degenerations  of 
sanguineous  fluids,  apparently  exuded  guttatim  from  an  un- 
healthy tube   during    menstruation,   have  been  recorded,     A 
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suppurating  pelvic  ha^matocdc  is,  when  fully  developed,  clini- 
cally and  anatomically  ver>'  similar  to  pelvic  abscess  originating 
in  cellultiis. 


The  symptoms  of  a  coUectioa  of  pus  in  the  pelvis  ore 
gufficienlly  definite,  and  do  not  require  detailed  description. 
Tlieconstitutiunal  signs  of  suppuration  arc  usually  well  marked; 
the  temperature  is  usually  high,  sometimes  very  high.  The 
diagnosis  can  be  made  only  after  a  careful  digital  and,  if  neces- 
sary, hi-manual  examination  by  theviigina  and  rectum.  It  is 
impossible  to  insist  too  strongly  on  the  importance  of  digital 
examination.  Percussion  through  the  parictes  may  be  roia- 
leading,  on  account  of  distension  of  the  intestiiws,  and  pal|uilton 
from  the  front  may  reveiil  nothing,  A  pelvic  abscess  may,  and 
Ircquently  docs,  kill  a  patient  without  producing  a  single 
external  sign  to  the  examining  hand  or  eye  beyond  abdominal 
distension  and  fixation  of  the  parieles.  In  ever)'  individual  with 
symptoms  of  suppuration  inside  the  abdominal  cavity,  whatc\-cr 
be  the  history  of  tlic  case  or  the  age  of  the  patient,  a  careful  and 
exhaustive  vaginal  or  rectal  examination  should  be  made. 

Such  an  examination  will  reveal  cither  induration,  with  a 
localised  enlargement  somewhere  in  the  pelvis,  or  a  positive  col> 
lection  of  fluid.  This  collection  may  occupy  Etouglas's  pouch, 
and  bulge  into  the  vagina  behind,  dt^lacing  the  uterus  forwards  : 
or  it  may  he  on  one  side  of  the  uterus,  pushing  this  organ  to  the 
opposite  side,  and  forcing  donnwards  the  vagina  laterally;  or  it 
may  seem  to  occupy  the  whole  pelvic  cup,  pusliing  down  it^, 
floors  and  surrounding  tlie  true  pelvie  organs.  In  other  < 
there  is  only  indumtion  along  the  cellular  planes  in  the  pelvis, 
while  the  purulent  collection  lies  near  to  the  abdominal  surface. 
or  actually  in  the  abdominal  wall. 

The  diagnostic  examination  usually  causes  great  pain,  atwl 
may  have  to  l>e  conducted  under  an  anaesthetic;  in  c\-ery  case 
the  surgeon  should  be  prepared  to  operate  at  once  on  the 
diagnosis  being  made,  and  while  the  patient  is  still  anssthetised. 
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Operative  Treatment. — The  indicatioQ  to  operate  in  suppurating 
pelvic  inflammations  is  as  clear  and  definite  as  the  indication  for 
any  other  abscess,  and  should  be  acted  upon  without  delay. 

As  to  the  mode  of  operation,  two  conditions  of  prime 
importance  must  be  taken  into  account :  one  is  the  condition  of 
the  patient ;  the  other,  the  point  at  which  the  abscess  may  most 
easily  be  reached  and  drained.  My  experience  is,  that  these 
patients,  when  the  surgeon  is  called  in,  are  very  ill,  with  exceed- 
ingly high  temperature  (i04"-io6'')  and  profound  constitutional 
disturbance.  In  some  of  them  there  will  be  symptoms  of 
intestinal  obstruction.  I  have  had  three  such  cases  in  my  own 
practice,  where  the  condition  I  was  called  in  to  treat  was 
described  as  intestinal  obstruction.  All  these  influences  com- 
bine to  add  to  the  risk  of  any  difficult  or  prolonged  0[>eration. 
Again,  the  position  of  the  abscess  must  be  taken  into  account. 
An  abscess  lying  low  down  in  the  pelvis  cannot  be  drained 
through  the  anterior  parietes  without  carrying  the  pus  through 
a  healthy  district  of  peritoneum,  and  thereby  inducing  risk  of 
general  peritonitis.  Such  an  abscess  may  positively  invite 
opening  through  the  vagina.  And  this  invitation,  if  the  patient 
were  at  all  ill,  I  should  unhesitatingly  accept,  even  though  I  did 
not  at  that  operation  discover  and  remove  the  cause  of  the 
mischief.  Another  advantage  of  the  vaginal  opening  is,  that  it 
can  be  made  without  the  use  of  an  anaesthetic,  and  very  slightly 
upsets  the  patient. 

I  am  aware  that,  in  urging  these  views,  I  am  at  variance 
with  very  high  authority,  which  enjoins  a  uniform  opening  of 
pelvic  abscess  by  abdominal  incision.  I  would  urge  that  many 
of  these  cases  are  so  ill  that  the  administration  of  an  anaesthetic 
and  abdominal  section  are  proceedings  infinitely  more  grave 
than  a  simple  puncture  through  a  mucous  membrane ;  that 
drainage  by  vagina  can  efficiently  and  safely  be  carried  out  so 
as  to  cause  immediate  collapse  of  the  abscess  sac ;  and  that  if  the 
issue  of  the  case  proves  that  the  origin  of  the  disease — a  suppur- 
ating ovary  or  tube — remains  and  requires  removal,  this  may  be 
done  later  on,  when  the  patient  has  escaped  the  immediate  risk 
to  life  and  has  gained  strength. 
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In  one  such  case  1  found,  after  altdoininal  incision,  tliat 
the  abscess-sac  lay  so  deeply  in  t)tc  pelvis  that  its  walls  could 
□ot  have  been  brought  to  the  surface;  I  therefore  opened  it 
into  the  vagina,  and  closed  the  parietal  wound.  In  anoiherj 
case— an  enormous  pelvic  abscess,  the  horribly  foetid  contents' 
of  wtiicli  spouted  over  our  heads  through  the  long  explortng- 
nccdlc —  I  was  unable  to  bring  the  walls  of  the  sac  to  the 
abdominal  opening,  and  the  drainage  tube  had  to  he  carried 
through  healthy  peritoneum.  In  a  case,  exactly  nmitar  to 
these,  about  five  pints  of  horribly  offensive  pus  weic  evac- 
uated by  vaginal  incision ;  and  the  patient,  atlhough  in 
the  last  stage  of  exhaustion,  made  an  excellent  recovery. 
Two  Infirmary  patients  treated  in  the  same  way  did  equally 
well,  and  one  of  these  would  almost  certainly  not  have  borne 
abdominal  section. 

While  1  advocate,  for  these  conditions,  the  application  of  the 
maxim  *'  Ubi  pus,  ihi  evacua,"  I  would  not  seek  to  contest. 
the  theoretical  advantage  of  operating  by  a  method  which  will' 
enable  us  to  satisfactorily  deal  with  and  remove  tlie  cause  of 
the  disease.  Many  cases,  chielly  thoM  in  which  the  abscess  is^ 
small,  can  he  dealt  with  only  by  abdominal  section ;  and  others 
arc  met  with  in  which  abdominal  section  is  quite  permissible, 
(rom  the  fair  condition  of  the  patient.  In  all  of  these,  the  direct 
incisioi^ through  the  parieles  sliould  l>e  selecte<I. 

A  detailed  account  of  the  operation  would  be  a  mere 
repetition  of  previous  descriptions.  The  wall  of  (he  abscess  is 
usually  more  or  less  completely  covered  by  adherent  intestine : 
a  part  on  the  surface  is  looked  for  to  which  intestine  is  not 
allaclicd,  and  here  the  aspirator  needle,  guarded  with  one  or 
more  sponges,  is  inserted.  As  the  sac  collapses  it  is  drawn 
towards  the  surface  by  means  of  catch-forceps,  and  if  possible 
attached  to  the  parietal  wound  by  a  continuous  suture.  In 
those  cases  where  the  sac  is  an  adventitious  one  composed  of  the 
walls  of  adherent  viscera,  this  is  impossible,  and  the  cavity  must 
be  drained  by  a  glass  tube  carried  to  its  bottom.  Here  the 
cavity  should  be  thoroughly  cleansed  by  irrigatkin  af>d  mop- 
ping with  sponges  charged  with  antiseptic  material.    Diseased 
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appendages,  if  discovered,  are  of  course  removed.  Adhesions 
between  intestines  need  not  be  broken  down  unless  it  is  neces- 
sary to  do  so  on  account  of  secondary  collections  of  pus.  The 
breaking  down  of  adhesions  seems  to  add  greatly  to  the  condition 
of  shock,  and  it  is  doubtful  whether  such  separation  of  adherent 
surfaces  is  more  than  temporary.  It  is  possible  to  do  too  much 
in  tliese  cases ;  a  complete  and  perfect  surgical  technique  may 
be  carried  out  at  the  expense  of  the  patient's  life.  The  first 
essential  is  evacuation  of  pus  and  provision  for  drainage ;  then 
we  may  seek  to  isolate  the  cavity  of  the  abscess  by  suturing  its 
walls  to  the  parietal  opening;  perfect  irrigation  and  cleansing, 
with  separation  of  adhesions  and  removal  of  cause,  is  the  final 
proceeding,  to  be  carried  out  only  if  the  condition  of  the  patient 
will  warrant  it. 

Tuliercular  PeritonitiB. 

The  operative  treatment  of  tubercular  peritonitis  has  been 
stumbled  on  by  accident,  rather  than  carried  out  by  design. 
A  good  many  cases  of  operation  for  encysted  cases  of  this 
disease  have  been  performed  by  mistake  for  ovarian  dropsy 
or  other  allied  condition.  Many  of  these  were  found  to  recover, 
and  hence  abdominal  section  for  tubercular  peritonitis  of  a 
certain  class  has  come  to  be  carried  out  with  deliberate  pur- 
pose as  a  mode  of  treatment  promising  success.  Possibly  one 
hundred  such  operations  have  been  performed  in  the  last  twenty 
years. 

Dr.  Kuemmeli  of  Hamburg,*  collected  30  cases  of  this  kind, 
beginningwith  one  of  Spencer  Wells,  in  1862.  Of  these  cases,  only 
2  died  directly  from  the  operation ;  3  died  from  tuberculosis,  in 
periods  varying  from  5  to  la  months.  Altogether  there  were  25 
cures,  of  from  9  months  to  25  years'  duration.  No  doubt  many 
cases  died  which  were  not  reported,  and  it  is  probable  that  this 
mortahty  is  too  favourable ;  still,  there  can  be  no  doubt  that  a 
considerable  number  of  cases  of  undoubted  tubercular  peritonitis 
have  been  cured  by  abdominal  section. 

•  Ctntralbl.  f.  Chit.,  :887,  xxv. 
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It  most  be  admitted  (hat  this  is  an  exceedingly  surprisiog 
bet.     Some  years   ago   I   operated    on  a   case  of   encysted 

aadtes,  caused  by  tuberculosis  of  the  peritoneum.    The  cavity 
was  washed  out  and  drained,  and.  speaking  from  lite  informaiioa 
which  was  then  before  the  medical  profession,  I  had  do  hesitation 
in  prognosing  that  the  patient  would  die.     Death  took  fdace 
the  end  of  six  months,  and  difhise  tubercular  disease  was  (bui 
affecting  the  peritODeum.     Alongside  of  this  case  I  may  quote 
one  recently  reported  by  Ely  van  de  Warker  of  New  Vork,* 
which  is  similar  to  it  in  many  respects.     He  says :  "  I  made  an 
incision  about  five  inches  long,  fully  expecting  to  come  upon 
cyst;  but  on  reaching  the  peritoneum,  no  separation  coultl  be 
made  between  it  and  what  ought  to  correspond  with  a  cyst-wall)^ 
and  yet  what  we  regard  as  the  peritoneum  was  enormouslj 
thick.     I  carefully  worked  my  way  through  it,  and  was  rewarded 
by  a  jet  of  fluid  from  what  appeared  to  be  a  cyst-cavity.    The! 
incision  was  enlarged  to  the  full  extent  of  the  external  wound. . 
the  patient  turned  upon  her  side  and  the  cavity  emptied.    Some 
further  attempts  were  made  to  separate  a  cyst-wall  from  the 
peritoneum,  but  it  only  resulted  in  (earing  the  peritoneum  from 
the  abdominal  wall.     The  idea  of  a  cyst  was  abandoned,  and 
wo  confined  our  efforts  to  find  out  the  nature  of  the  case.     By 
inserting  the  hand  a  mass  was  brought   into  view  which  was 
so  thickened  and  matted  together  that  it  was  with  dfiiiculty 
recognised  as  intestine.     The  peritoneum  was  rolled  out  and 
found  to  be  studded  with  a  great  number  of  tubercles,  from  the 
size  of  a  millet-seed  to  that  of  ?  buck-shot — some  of  them  white, 
others  yellow.     The    intestines  were  everywhere   beset  with 
them.     The    transverse    colon,   thickened   .and    covered   witli 
tubercles,  was  adherent  to  the  peritoneum  from  side  to  side, 
thus  enclosing  the  cavity  and  giving  to  the  fluid  the  ai^>earance 
of  being  confined  within  the  walls  of  a  cyst."    The  patient  made 
an  excellent  recovery;  and  at  the  end  of  three  months,  from 
being  in  a  condition  of  somewhat  marked  invalidism,  she  became 
a  strong,  robust  woman. 

Similar  and  even  more  striking  cases  of  recovery  have  been 
•  }Htni.  Amtt.  Mti,  Aitff.,  No*.  Slh.  l8>7. 
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recorded;  and  altogether  there  can  be  no  doubt  that  the  operative 
treatment  of  tubercular  peritonitis  has,  in  many  cases,  been 
attended  with  cxtruordinary  success. 

It  may  be,  and  has  been  said  in  criticism  of  these  rcsulISi 
that  the  disease  in  these  cases  was  probably  not  tubercular  at 
all ;  but  more  than  one  case  has  shown  that  not  only  the  Inie 
structure  of  miliary  tubercle,  hut  the  tubercle  bacillus  itself 
was  present.  In  several  of  the  cases,  however,  in  which 
recovery  has  followed  operation,  true  tubercular  tissue  has  not 
been  found.  It  is  just  possible  that  in  some  of  these  cases  the 
so-called  miliary  tubercles  were  simply  nodules  of  intlammatory 
lymph,  such  as  are  sometimes  found  on  inflamed  pericardial  or 
pleural  surfaces. 

Admitting  that  cases  of  undoubted  tubercular  disease  recover, 
several  surgeons  and  pathologists  have  attempted  to  give 
explanations  which  need  not  here  be  recapitulated.  No  expla- 
nation is,  in  my  opinion,  satisfactory  unless  we  review  the  whole 
of  our  knowledge  of  this  disease. 

It  is  more  than  probable  that  a  good  many  of  these  cases 
reported  as  cured  are  simply  quiescent,  like  c.iseated  lymphatic 
glands,  and,  as  time  passes,  may  develop  into  an  acute  condition 
and  kill  the  patient. 

As  to  the  diagnosis,  verj-  little  need  be  said  in  addition  to 
what  has  already  been  said  in  the  opening  sectioni^.  The 
diagnosis  is  essentially  that  of  encysted  ascites.  Id  a  few  cases 
there  may  be  pyrexia,  but  in  many  the  temperature  will  pursue 
a  normal  course.  Cases  of  diffuse  tuberculosis  invading  the 
whole  of  the  peritoneum  have  not  as  yet  come  within  the  domain 
of  operation,  and  nothing  need  be  said  of  their  diagnosis. 

The  operation  requires  no  special  description,  being  usually 
performed  on  an  uncertain  diagnosis  or  for  exploratory  purposes. 

The  lirsi  steps  after  the  opening  of  the  peritoneum  should  be 
taken  with  extreme  caution.  The  adherent  bowels  or  omentum 
which  enclose  the  ascitic  fluid  in  front  arc  carefully  separated 
and  the  cavity  exposed.  The  fluid  is  removed  either  by  the  use 
of  a  siphon  tube  or  by  sponging.  It  is  apparently  not  necessary 
or  even  expedient   to  use  a  strong  antiseptic  for  the  cavity. 
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Irrigation  witli  simple  hot  water  has  l>Gien  found  to  be  quite 
cfGctcnt.  The  drainage  tub«  is  inserted,  the  wound  is  cIomcI 
around  it,  and  the  dressing  and  after-treatment  managed  in  the 
ordinary  manner. 


Before  dismissing  the  subject  of  suppurative  peritonitis,  I 
desire  to  throw  out  a  suggestion  whicli  1  am  inclined  to  believe 
will  develop  into  a  useful  mode  of  practice.  It  is  that  cases  of 
euppurativc  inflammation  of  the  peritoneum  should  be  treated 
with  a  wet  and  not  a  dry  peritoneum ;  that  the  injcstincfl  should 
l»e  kept  floating  for  a  few  days  in  hot  aseptic  or  antiseptic 
lotion.  Perfect  drainage  of  the  abdominal  cavity  become 
impossible  as  soon  as  a  few  coils  of  intestine  become  adherent ' 
Intestinal  paralysis,  distension  and  vomiting  are  caused  by 
the  formation  of  peritoneal  adhesions;  and  the  future  risk  It 
life  is  greatly  increased  where  peritoneal  bands  are  formed.^ 
I  believe  that  these  grave  conditions  arc  best  met  by  keeping 
the  intestines  bathed  in  an  innocuous  or  mildly  anti»e])tic  fluid : 
and  in  the  past  few  years  I  have  been  cautiously  acting  on  thii 
belief.  The  results  so  far  have  been  very  encouraging;  and 
think  the  plan  merits  a  triaL 

The  fluid  which  I  use  is  hot  boro-glyceridc  solution,  of  tti( 
strength  of  about  an  ounce  of  the  material  to  a  pint  of  hot 
water.  Boro-glyccride  seems,  in  addition  to  its  antiseptic  pro- 
iwrties,  to  retain  some  of  the  hygroscopic  projierties  of  glycerine ; 
and  is  beneficial  to  the  engorged  and  inflamed  peritoaealj 
membrane  in  a  simitar  manner  to  glycerine  wlien  applied,  ii 
vaginal  tampons,  to  the  uterus.  Through  the  drainage  tube 
quantity  of  the  solution  is  slowly  forced  into  the  cavity  byj 
syringe  or  irrigating  reservoir,  and  permitted  to  remain  in  tl 
cavity,  or  even  compelled  to  do  so  by  temporarily  plugging  the 
orifice  of  the  tube.  The  fluid  should  t>e  hot — at  least  i03'  Fah. ; 
I  have  always  notctl  that  the  patient  derives  comfort  from  the 
injection  of  the  hot  fluid.  This  injection  nuy  be  repeated 
several  times  a  day. 
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Abdomen,  Topographical  Anaiomf,  t 
Abdominal  Oper^ttions,  History  of,  48 

Nomeaclaiure  Of,  4S 
Abdommat  Injuries  aod  toflammaliona,  £77 
AbdominaJ  Pariete^.  Growths  in,  37, 614 
Abdominal  Tumours,  Condiiionfi  aimulaiing, 

13 
Abscess  of  Kidnej,  ^1-7 

Liver,  44^  s6a 

Ovaiy,  43 

Peri-nepbric,  530 

SplKD,  44 

From  Stiiches,  85 
Adenoma  of  Kidney » 33 
AUingham's  Uodificaljon  of  Colotomy,  456 
Amnion,  Dropsy  of,  40 
_  Amussat's  Operalion  [sre  Coloiomy),  438 
Anffisihelics^  70 

Anatomy  of  Abdomen.  Topographicai.  i 
SurgictU)  of  Broad  LigamentB,  ijy 
GaH'btadder.  559 
Iniefiiinea,  39B 
Kidneys,  485 
Liver^  559 
Pancreas,  6a9 
Spleen.  59? 
Stomach,  538 
Uterus,  Gravid,  267 
Anderson,  403)  405 
Ant  jseplica.  59 
Anus.  Artificial,  477 
Operations  for.  479 
Reacciion,  481 
AppendicilK  Perforaiive,  719 
Operative  Treatment.  714 
Pathologies  Anatomy,  710 
Symptoms. 
Appoli  10— Intestinal  Suture.  469 
Aicites,  3S,  91,  cofl 
Assistance  al  Operation,  3S 
Atmosphere,  Purification  of,  53 


Sall—Nfodificacion  of  Colotomy,  458 

BanlocW,  110,  lai,  233 

Barker,  393 

Barnes.  17;.  301 

Barrow  (Boyce),  358 

Batcey,  169, 171,  »i 

Batloy's  Operation,  1G9 

Baum,  434 

fi«d  and  Bedding  for  Patieni,  54 

Bell  ijo^}.  i»7 

Bemays.  374  , 

Bigelow,  231 

Billroth,  3^,  386 

Bishop— Clamp,  4G5 

Intestinal  Suture,  470 
Rlfldderj  Distended,  43 

Kesection  of.  Partial,  674 
Rupture  of,  708 
Causes )  309 

OperalivB  Trwtniont,  712 
Patholo^cal  Analomj,  70S 
Symptoms,  710 
Shol'Wounds  of,  6^ 
Blundell,  171 
Brcudel,  330 

Broad  Ligaments,  Anatomy,  157 
Papillomatous  Cysts,  164 
Diagnosis,  164 
Removal,  iM 
Simple  Cystfl)  i6a 
Diagnosis,  161 
Removal,  161 
Tapping,  [61 
Browo  I  Baker],  119 
Bryantj  359^39- M",  442 
Bull  (W.T.),  373 
Bullin,  154,460 

Oecectomy,  460 
Cfecitis,  7tg 
Cacum,  Cancnr  of,  33 
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CaBarean  Section,  370,  ^172 

FjElu^,  EitraciLon  oi.  273 

Hamorrtugc  m,  27^ 

History.  370 

Incision  in  ParicLei,  173 
In  Uwnii,  273 

IndicHtionfl  for»  t^.  yta 

Modifications  of,  2H0 

Moruhty,  295 

Peri  loni  lis  after,  295 

Pregnancy  after,  agg- 

Shock,  19B 

llierinc  Wo:md,  Trpainfcnl  of,  170 
Calculous  Suppiesfiion  of  Uiinc,  531 
Calculus,  Renal  (j«  Nephro-lithoiomy),  303 

Uiliary  {ate  Cholc-Mihia^iisl,  379 
Cancer  of  CxcTim,  35 

Kidney.  33 

Pancreas,  3^ ,  609 

Pylonis,  30. 1B4 

Uivnis.  Ill 
CatRui  for  Linaiures,  64 
Caiheterism,  jj 
CelJaUtiSf  I*e]vic,  737 

Cervii  uteri,  Ampniation  of,  for  Canrer,  214 
Chambon,  117. 
ChavaasQ,  359 
Cheaelden,  tiig 
Cholpcjsleclomy,  595 
^^hoJecysiotomy,  5IM 

History,  571 

Indications  for,  579 

Modp  of  Dperalinp^,  ^Hb 
Chole-lithiasisT  579 
Chimp,  Author's  Sci^snrs,  77 

Author's,  for  Jtroad  Li^auicms,  22? 

Kejth^s  Cautery -c]amp,  136 

Keiih's  Hyslciecioniy  damp,  159 

Kocberle's,  243 

Mahinl'  Inleilinal,  4G4 

Tail's  Modificaiion  of  Kooberlc's,  tn 
Clauip-forcepa,  Wells's,  125 
Clarke  itirucc).  313 
Clay  (Cfiarks),  119 
Clolliin^;  for  Patient,  34 
Clover's  Crulch,  215 
Cohn.  114 
Cohnslein,  fBo 
Colectomy.  41 9 
Colitis,  719 

Culon,  Growths  of,  341 
Cololomy.  43^ 

History,  435 

Indications  for,  43^} 

]nKuiaali433 

Lumbar.  445 

Mvlhod.  choice  ofn  443 

.Voiia]iry,44i 


Compressor,  Rope,  246 
Cousin— Tapping  Trocar,  tij 
Covering  of  Patient,  36 
Curtis,  700 

Cystitis  after  Catheierism,  9o 
Cystotomy,   Supra-pubic,    623    {sre    Supra- 
pubic Cystotomy) 
Cystoma  of  Ovary  [Jtt  Ovary).  39,  loi 
Cy&Es  of  Broad  Liijaments,  40,  160 

KKlra-pcritoncal,  621 

Kidney.  41.  Ill},  319 

Mesentery,  38,620 

Omenlum,  6j6 

Ovary,  39,  loi,  i&i 

Pancreas,  38,611 

Parovarian,  3g,  t6o 

Spleen,  602 
C^erny— Intestinal  Smure.  -170 

Delaporte,  1 17 

Dermoid  Cysts  of  Ovu-y,  I0(> 

Diapiosis,  i  lo 
Dlaenoiitc  Methods,  5 

Ausculution,  it. 

Inspection,  j 

Palpation,  6 

Percussion,  9 

Puncture,  Esploraiory,  ii 

Scheme  of,  i9 
Doran,  103. 113,  14".  tjK,  16? 
Douglas.  GeS 
Draina^,  Jy 
Diainagc  tulte— Keilh's.  J*n 

Kocberid's,  bi 
Dressings,  85 

Dropsy,  tncyitcd,  of  Peritoneum,  38 
Duodenostomy,  396 
Dupuytren— Intestinal  Suture,  46^ 

Ectopic  Gestation,  308 
Anatomy,  305 
Diagnosis,  314 
Indications  to  Operate,  31  tt 
MortalUy,  31b 
Operation,  Child  alive.  316 
Child  dead,  319 

Abdominal  Section,  324 

Historj,  309 
Electricity,  321 
Elytrotomy,  320 

Evacuation  of  Liquor  Amnii,  31$ 
Injection  of  Lethal  Substances.  3» 
Removal  of  Sac,  3x4 
Rupture  of  Sac,  317,  3*3,  519 
Egebert.  341 

Elastic  Ligature  in  Hysterectomy,  760 
Entereciomy,  41S  (»'  Intestines.  Reiection 
of) 
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Enlero-cliol«v«tolomy,  593 

Enierorraphy,  466 

Ecterotomy,  435 

EpjcyaLotcjiny   625    [sre    Supra-ptibic    Cy»- 

iDtOEHy) 

Epi^£lTic  Region,  Canlmlft,  3 
Epilepsy,  Operation  in,  169 
ExuninaLton  of  Patient,  Cflneral.  45 
Elploratory  Incision,  46 
Eitra-p«Eilonu1  Cysts.  611 
Extra-uieriiie  Pregcuicy.  31.  41,  43,  joS  (j» 
Ectopic  GeaULion) 

FfQca]  AccumuUiions,  2%t  410 

FxcaJ  Fistula,  477  |j»  Atlificial  Acms) 

Fallopian  Tubes*  Disease  of,  182 

Fluid  Cotleclions  in,  43 

Pre^ancy  in,  1A5 

Removal  of.  191 
Feading  afi«r  Operation,  M 

Rectal,  r^ 
FeiiMl.  366 
Fengcr,  34J 

Fibro-cyalic  Di^asc  ol  Ulcrus,  40 
Fibroma  of  Ovary,  ji 
FiU,  443 
Fluid  Tumours,  37 

Syinmelrical,  j8 

Non-aymmeirical,  4] 
Forceps^Nilaton'a,  12^ 

Sponge-holding)  77 

Tail's,  74 

Thornton's,  75 

Wells's,  74.  75 

Galabin,  33a 
Gall-bladder.  Anatomy,  551) 

DialGASion  of ,  44 

Dropsy  and  Empyema  of,  5B1 

Gunshot  wounda,  fii>4 

Operations  on,  577  (j«  CbolecyaiDlomy, 

Perforation  of,  5  Hi 

Rup(ureof,  715 

Solid  Tumours  of,  34 
Gall-aionca,  579 

Sounditig  for,  jHG 
Gardner,  93 
Gartiguea,  1S9 
Garion,  646 
Gaslon.  593,  696 

Gaaireciomy,  Paitial,  3*4  (sft  Loreta's  Oper- 
ation! 

Total,  397 
Castro-en teioalomy^  393 

History.  ji>2 

IndJcalioiis,  39a 

Mot  tali  ty,  39  j 


Caali-orraphy,  376 

History,  376 

Indications,  376 

Operation  for  FistuU,  377 

For  Ulcer,  378 
Gastrostomy,  341 

Aim  uf  Operation,  343 

Conditioni    for    which    Operation   per- 
formed, 344 

Feeding  after^  361 

History,  341 

Mortality,  349 

Parietal  IndBioiiH354 

Stomach,  FixalloQ  of,  337 
Opening  of,  360 
GastiOlOmy,  364 

History,  364 

Indications,  365 

Operation  described,  366 

For  removal  of  foreign  bodies  in  tesophii' 
Kus,  371 
Godson,  T71,  282 
Croaa,  350,  365 
Guiiet,  Absence  of,  34^ 

Stricture  of^  344 

Tnmoura  Outside,  345 

Ulceration  of,  346 
Gunshot  wounds  of  the  Abdomen,  $yS 

Anatomical  Conditions,  679 

Indications  to  Operate,  6H4 

Mortality  after  Operation,  ^ 

Operation  for,  6S6 

Symptoms,  A62 

Treatment  after  Operation,  fi^U 
Gussenbauer  —  Intestinal    Sutuie*    395, 

470 
GusaeTOw,  333^  242 
Gtit,  Si  Ik' worm.  65 

Haimatocele,  Pelvic,  Suppniating,  737 

Hfmato-kolpoS,  41 

Hsmato-metTH,  41 

Hsmalo-salpim,  43 

Hagedorn's  Needle  and  Holder,  Hi 

Hahn,  496 

Halated,  403,  471 

Hamburger,  348 

Hart.jl3 

Hegar,  172,  257,  261 

and  Kaltenbach.  143,  ^7 
Hepatic  Abscess,  44,  362 

Surgical  Treatment  of.  ^63 
Hepatoromy,  for  Abscess,  567 

For  Hydatids,  575 
H^vin,  406, 500 

History  of  Abdominal  Surgery,  48 
Housioilt  iifl 
Huuler,  117 
V- 
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HydALids  of  Kidoer*  4i<  JI9 
Liver,  j4>  570 
Spleen^  603 
HydraRLnji>&,  40 
Hydro-melra,  41 
HydTtt-nephroait,  42.  ^20 
Hydro-^alpini,  43, 184 
Hypochondriac  regioii.  CoDLeiita,  j 
HypORasiric  Region,  Conlents,  j 
HysEffreclomy  for  Cucer,  106 
Freund's  Melbod,  zoH 
History t  208 

Indicalions  Uid  Conlra-iiidicalion^,  3Ji 
Mortality,  zog 
OpCi^itioD  descnbed.  217 
For  Iniraciable  lo version,  219 
Hislory«229 

Varieties  of  Opentioa,  lyo 
Immediate  ramoval,  ijo 
Gradual  reoioTol,  ijo 
Comprflftsloa  and  Excision  com- 
bined, 131 
For  Myoma,  tit.  U5 
History,  232 
Indications,  131 
Keith'9  Opcralions,  t^i 
Shroeder's  OperaiJon,  t|9 
MoTtallty,  231,  263 
Hyaierectomyf    Puerperal,  262  {ue   Porro's 

Operation  1 
Hy&Eeria^  OpoTiiliojl  in.  190 
Hystero-Cpilepsy,  Operation  in,  189 
Hyslerolomy,  Pueiperal,  270  [tee  Co-saroau 
Section) 

Iliac  Regions,  Coulenls,  5 
Incisiion,  Enploralory,  46 

Parietal,  Makini^,  70 
Closing.  &2 
In&Iruinenis,  67 

Inieatinal  Obstruct  ion,  Anaiomy  of.  407 
Dia^osis  of,  4ii 
History.  4u6 
Indications  for,  421 
Laparotomy  for,  406 
Modes  of  C>pera  ting-- 

For  Foreign  IJodics,  431 
hi  Inluiisusception,  432 
Jn  SrrtfngutaiiDn  by  l^aiid^,  Ac,  jio 
III  Volvulus,  419 
I nte'iiineb— Anaiomy.  iiur>;ical,  yyi 
Gunshot  Wounds  of.  679,691 
Obstruction  of,  406  (srrlQleslinal  Qb&iruo 

tiont 
Physical  Esaminalion  of,  10 
Au&cuhaiion,  jj 
Inspection,  m 
I'iilpation,  lu 
iVicu^ion,  20 


Intestines— Rea«ciioi]  of.  45a 

Clamps  for,  4C) 

History,  4  j8 

Indications,  460 

Mode  of  Operating,  462 

Morulity,  46a 
Rupture  of,  700 

Diagnosis,  703 

0]>tration  for,  704 

Paibolojical  Anatotny.  ;oo 

Symptoms,  702 
Intussusception  of  Intestines,  411 

Operation  in.  431 
Invagination  of  Intestines,  411,  431 
Irrigation  of  Cavity,  77 

JeiunOSlomy,  396 

Jeasop,  327 

Jones  iSydneyJH  354 

Kaltenbach,  237 

Kehrcr,  l«k> 

Keith,  39,  So,  iTj,  119, 13^,141, 143.  iGit  334. 2sr,aj9 

Kidney,  Abscess,  41,42,  JZ7 

Adenoma,  33,  53B 

Calculus,  30),  J31 

Cancer,  33.  5 J9 

Cysts,  42,  L07,  318, 33S 

tJisplaced,  33 

Excision  of,  S3fi  (j«  NephrcclomyV 

Floating,  33, 4ga 

Gunshot  wound,  694 

Hydatids,  4a.  5I9 

Jucision  of,  516  [ite  Nephrotomy) 

Injury  to.  541 

Movable, 33, 491 

Puncture  of,  fiB 

Sarcoma,  33,  53S 

Scrofulous,  5»a 

Tumours,  33 
Kidneys.  Anatomy^  4S3 

Physical  Hiamination  of,  14 

Operations  on,  jTH  *i"  Nepbtutomy,  &cJ 
Klooberg,  2)7 
Knot  r  Staffordshire k,  131^ 
Koebeiie— Forceps,  74,  Hi 

Scrrc-noDud,  245,  261 
Kolpo-hyslerectomy,  209 

Clamp  for,  322 

Complications.  227 

Division  of  Itroad  Ligauieuls  in,  ui 

Draiiiii^e,  223 

History,  zait 

Indications  and  Contra -indica lions,  211 

Manipulation  of  LTierua  in,  iin 

Mortality.  209 

Operation  Described.  217 

Sucure  of  wouods  iij,  =13 

Hosiuon  of  E'atient  in,  2ti 

Prtpai  jtiou  ot  I'dtieitt  for.  £17 
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Luige.  4S9,  i  I  ] 

Langenbuch,  552,  5S5p  595 
Laparo-CDlolODiy,  453 

Laparo^;ysiec(oiny,324  (iff  Ectopic  GesULion) 
Lapara-elftroLojiiy,  iJ«J 

Aasialance,  3H9 

Child,  Delivery  of.  193 

HxmorrhagB*  199 

History,  266 

Inciiion  through  Parieles,  7go 

Indications,  194.  300 

Peritonitia  after,  a6},  299; 

Pregnancy  after,  263. 299 

Preliminary  SlepSn  H^ 

Suturing  Wound,  293 

Vaginal  Opening,  290 
Lembert— [ntestinaL  Sulmu,  370,  47a 
Leopold^  »5Jp  '78 
Ligature.  Materials,  64 

EUalic,  344 

Jmerlocking,  139 
Light  during  Operation,  36 
Littrj's  Operation.  43S  (s»  Colotomy) 
Liver,  Abscess,  41,  44. 510,  J62 

Anatomy,  Surgical,  557 

Cancer,  34 

Gunshot  wounds  of,  693 

Hydatids,  44^570^  i72 

Physical  Examination  of,  t2 

Solid  Growths,  34 
Lloyd  (Jordan),  4^?,  505,  510,  513 
Loreta'i  Operation,  3B0 

Aim,  3&0 

History,  3B0 

Pyloric  Obstruction,  3B0 
Lucas,  jiD,  513 
Lund— Instrumenis  in  Coloiomy,  Ay 

McArdle,  3^ 

MacCormac,  7I4 

Macdonald^ Angus),  331,  334 

McDowell  lEphraim),  iiG 

Madelung— Modificaijoii  of  Coloiomy,  451 

Makiaa— Clamp  in  EiiLerectomy,  464.  472 

Mania,  Opcraiion  in,  iSti 

Marlin,  t^i 

May  (Benncii},  so? 

Menses,  Reiained,  41 

Obslruciion  to  flow  of.  1H8 
Mesentery,  CysLs  of,  38,  Qio 

Lipoma^  €lo 

Solid  Growths.  6J9 
Mikulicz,  3S6 
Minges,  53*1,  54* 
Missed  Labour,  333 

Anatomy,  333 

Diagnosis.  334 

OpQration.  334 


MoEar  Pregnancy,  33 

Morris  (Henry).  389.  493-  495-  5*»»  i^°'  5*3 

Monon,  6g6. 731 

Myoma  of  Ovarr,  3L 

Myoma  of  Uterus,  31,  186,  197,  335 

Diagnosis,  13s 

Hysterectomy  for,  232 

Removal  of  Uterine  Appendages  for,  18C, 

197 
Myomectomy,  fjd.  240 

N*latoo's  cys^forceps.  tty 

N^laton's  Operation  iite  Enterotomy),  435 

Nephfectomy,  336 

Abdominal,  552' 

History,  J36 

Indications,  336, 345 

Lumbar,  347 

Method,  Choice  of,  333 

Mortality,  342 
Nephric  Abscess,  43,  547 
Nephritis,  Suppurative.  527 
Nephro-litholomy,  3c» 

History,  500 

Indications,  509 

Mode  of  Operating,  310 
Kephrorraphy,  490 

Indications.  493 

Mode  of  Operating,  496 
Nephrotomy.  3 iCJ,  326 

Operation,  533 
Nomenclature  of  Abdominal  Operations,  46 
Noita,  330 
Nursing  of  Patient,  54 

Obesity,  25 

CEdema  of  Abdominal  Walls,  z& 

C£sopbagus  lite  Gullet),  Absence  of,  346 

Auscultation  of,  347 

Cancer  of,  344 
Diagnosis,  346 

Fibrous  Stricture,  34S 

Foreign  Bodies  in,  Gasirotomy  for,  37 

Obstruciion  in,  344 

Ulceration  of,  346 
Omentum,  Abscess  in,  619 

Cysts  of,  616 

Gunshot  wounds  of.  695 

Physical  Eiamination  of.  zi 

Sanguineous  Tumotirs  in,  619 

Sarcoma  of,  619 

Tumours  in,  6tG 
Oophorectomy,  [69 

Aim  of.  E73 

Conditions  indicating,  176 

History,  170 

Mode  of  Operating,  190 

Proifrcis  after  Operation  19 
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Operaling  room.  Plan  of,  60 
Ovaiiotomy.  9i>.  iia,  133 

Abdominal  incLaiop  in,  127 
Ac<^ideuLa  duririE,  ^44 
Adhesions  in,  131 
Aflet-lrealmenl,  147 
Assistance,  iii 
Drsiiuce.  141 
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8vo,  vilh  W'uCil   Kn}imving\  uiil  i'tiulo- 

Manual  of  Physiology: 

Foe  ilie  utc  o.'  JliJim  Siuilent*  of  Me<!i. 
cine.  Jty  lltHAi-it  V.  Vro,  M.D., 
F.R.C.S..  Pf.>f«>«>t  of  l-tiyilolocy  in 
Klng'tOJlq; f.  t.oiiiloii.  SccoikI  RJltioa. 
Ctiiwn  Bi",  "ith  318  Knpjtinpv  I4t- 

Principles  of  Human  Physi- 
ology. l!v  W.  Ik  Cari'Iikt**.  C.B., 
M.IX,  F.R.&  Nblti  KdklMi.  Uy 
HrMKv  IVTHTH.  M.ll.,  F.R.C.S.  Sto. 
wiihj.Scixl  I'bln umI  J77 Wowl  Itoptv 

Elementary  Practical    Biology: 

.\l.l>..  II, Sr,  U-vl,,  {.wiartT  en  Com- 

Iiitaiivc  Aiuiifiiv  .'I  Si,    Raftlialaaicw't 
Icspilal.      Sii'.  in 

Histology  and  Histo-Chemistry 
of  Man.  tly  llri»aicii  Khkv,  Pro- 
fenoc  of  Mi:>li.iiiF  in  /uckh.  TfaoaUicd 
by  Aki'K'k  I^.  J.  ItMiKUi,  AnUunl 
.Suisvon  to  I'nhvtutf  C'ollcer  ItiMtqIal. 
8yo,  Kilh  638  Fti^iiiingi,  »l». 

AText-Bookof  Medical  Physics, 

fo«  Sluilen;*  and  I'dititioucn.  Ily  J.  C. 
DkAriiK,  Ml).,  LL.D.,  ProfcuM  ol 
Plmlo  in  Iho  Uatvenlty  of  Mo*  Vgth. 
U'^th  jyr  Es^iAvlnct.    8<rv,  itk. 


Medical  Jurisprudence : 

[U  I'riadpic*  iml  Practice.  By  . 
.S.  Tavloh.  M.D..  F.K.C.I'.. 
Ttilnl  Etittivn,  by  TtlOMAi  STt- 
M.D.,  F.K.C.P..  Uctorm  uo 

4iLriiptu<lcnc<  xl  Goy'*  HoifitUl. 
1-0,  wilh  iSS  Engraviaci.  ju.  M 

A  Manual  of  Medical  Jurisi 
danc*.    £lcvcntli  F»iiiciB.    C 
will)  S6  Bngranns«,  141. 

Aim. 
Poisons, 

In  KcUlMn  lo  Medical  lutiiFnakMrdi 
Molicinc.  Tliin)  Kditloo.  Crowmlt^ 
wllii  104  Kngntingv  tAt. 

Lectures  on  Medical  Jurispni. 

<Joiic«.  Ily  Fk,i\(-h  ()f.iii>s,  U  !■, 
iMc  l*iu(r»or  in  ibc  L'ainniiy  of  Aktf- 
decn.  EdiieJ  by  Kkascu  Oiuion.Ji*, 
M.D.     Svo.  mill  11  Cirpfter  Hatn.  iSl 

The  Student's  Guide  to  Medical 

JurUprudenc«.  B^  Joio  .UM 
CHoHiiit,  M-D..  F.R.C.P.,  Lwtim  « 
Fotcoiic  MctlKine  to  Chwtae  Cm* 
M'n;>i<ali     F'ciii.  Sm.  7^.  6>l. 

Influence    of    Sex    in    Disease. 

By  W.  Koiia  WiLiUMk  F.R-Ci. 
!>iii|^-a]  K<|^>lrar  lo  ibc  Mill'llan  11* 

Microscopical    Examination   o( 

Drinklag  W*ier  «-■••  ■'  »"     '■ 

J.    1).    SI*CIV>N*U>,    ''^ 

PtedtMoi  of  titvtX  H)t 
Mclicil  School      Sc«v«h1  Uiuu«.    A*fc 
uiih  3 J  nam,  ^*.  6(1. 
Pay      Hospitals     and      Paying 
WTards   Ihroughoui    iho   WnrttJ. 
By  lle.iiiv  C.  BttiiPitr.    8to.  j*. 

/ly  M/  ran/  Amhtr, 

Cottage      Hospitals  —  General, 

Fever,  and  Convalescent  t  'Hin 
l'n>|[re»,Maiu|[^K«l,aadWo(k.  Saxai 
Eilltlon,  with  tOMuy  PUa*  tai  ItluU*- 
iK-nL     Croim  Svo.  141. 

Hospitals.  InGrmaries.  and  Dis- 
pensaries :  Tlidr  Canttnictioa,  Imc- 
tln*  Arrannewetil,  mk<  Mui^OMiHt 
wilh  IVMfi|iiio«M  ol  niiilac  liunwkM, 
«n>l  74  inuMuiloM.  By  P.  OntKU 
M.I>.,  M.R.C.P.L.  Seecriul  SdUes. 
Koj-al  Sto,  I  It- 
Hospital  Construction  and 
Uanaaement,  By  t.  ).  Movat. 
M.D.,  Local  GoTC(BD«nt  Bouil  iMne- 
tot,  ukI  II.  Saxom  Smiu  FctL  Ruy. 
Iiiu.  Drlt.  Ardiileeu.  In  1  VtMt,  4M 
lj».  adi;  at.  the  itbale  wo(k  bsMl  k> 
half  ratr.  with  tu«  Map,  }«  Uihapa^ 
rtues  ami  17  W  oodcuu.  JJt- 

Pablic  Health  Repons. 

By    Sir    loHN     Simon,    CH..    F.I 
EtIileJ    Ity    EuwARU   Skaioa,    M.| 
F.R.C.P.    1  toIl  8i«,  wilh  INMtmt, 
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A  Manual  of  Practical  Hygiene. 

Byr.A,rAKKK*,M.D..K.R.S.  Sei-cnih 
Ediiion,  liy  F.  ui:  CitAuwoxi.  M.D., 
F.R..S.,  rtofreuoi  uf  Military  llyetenc  in 
The  Anny  Mdlical  Schuul.  Svo,  with 
9  f'inira  anit  lOo  Knciavin|;ii.  iNt. 

A  Handbook  of  Hygiene  and 
Sanitary  Science.  By  lUo.  Wiuos. 
M.A..  M.I)..  F.R.S.E.,  McJical  Officer 
of  Ilcultli  lot  Mill- Warn iduhire.  Siiih 
l'!dilion.  (."Krnn  8vii,  wlih  Engmvlnjp. 
IM.  6i1, 

By  lk<  utmi  Auihfr. 

Healthy  Life  and  Healthy 
Dweillings:  A  GniJc  to  Pcnunal  »n>l 
Domestic  Hygiene.     Fcnp.  Svo,  S». 

Sanitary  Examinations 

Of  \V»Ict.  Ait.  anil  r.,.-i.  A  V4de- 
Mcciiin  for  ihi-  Mnlicnl  Oftk-tt  of  llMlIh. 
ByCoRNEiiLi  B.  I"(ix,  M.H.,  F.R.CP. 
Scooml  Edilion.  Crown  Svo,  viih  tto 
EDgraTiags,  lu.  M. 

Dangers  to  Health : 

A  l*icloria1  T.uiilc  to  Ilomcilie  Sanitiry 
Defeat.  HyT.  rmiioiK  TtAte.  M.A., 
tturcron  lo  the  LeC'lk  (>c'nml  Infirmary. 
Fourth  Bdiiion.  Svo,  wiiti  70  Lllhcf  raph 
I'latct  (nirwlly  oolniirtdl,  icn. 

Manual  of  Anthropometry: 

A  Gtlidc  ID  the  Meoiurt-menl  of  IhC 
Hnauui  Body,  conlniaing  art  .\nihropo- 
mclficnl  Chart  anil  Kti^iler.  a  Sjilentalic 
Tabic  (if  Mci'uitmcnlt,  Ac.  HyCllARi-l:* 
KonBRTS,  F.K.C.S.  8vo,  wilh  numcnnii 
lllutlraliiiiu  and  TahlM,  H*,  tA. 
By  tkt  latn*  Aufhtr. 

Detection  of  Colour-Blindness 
nnd  Impprfeel  Eyoslghl.  Hi-i,  «iili 
a  Table  nt  (_<jl""teil  Wooli,  anil  ^illeut  oJ 
Te*1-lr[>e<.  Js. 

Illustrations  of  the  Influence  of 
Ili«  Mind  upon  the  Body  in 
Health  and  Disease:  Oeiii^cil  lo 
cluddale  the  Aclion  of  the  Imafpnatioit. 
Ily  Damiel  Hack  Ti^kk,  M.D., 
F.R.C.r..  I.L.I).  Second  Eiliiion. 
stel*.  emwti  810,  i;*^ 

liy  lit  tam*  jiMlitr. 

Sleep-Watking  and  Hypnotism. 

Svo.  51. 
A  Manual  of  Psychological 
M«dloln«.  With  an  Appendix  of 
CMm.  By  John-  C.  HircKMit,  M.D., 
F.R.S.,  Kid  n.  Mack  Ttmr.  M.D., 
F.R.CP.  Fourth  Kdltlon.  8»o,  with  11 
riatn  (to  Figure*)  anil  KngRtvini!*,  IS*. 

Mental  Affections  of  Childhood 

and  Youth  (Lclliominn  Li^clsrF^  for 
i8«7,  &<.).  By  I.  Uamoms  Down, 
M.D..  F.R.C.P..  .Senior  Phyjidan  10  the 
Lon'lon  Hii<|]iial.  Bvu,  6s. 
Private  Treatment  of  the  Insane 
«8  single  Patient*.  l(y  Kuwari) 
East,  M.K.C.S..  L.S.A.  Crown  Svo, 
».6iL 


Mental  Diseases. 

^  lioicjl  Uftri,.^     Uy  T.  S.  CLoniroM. 
M.I>.,     P.R.C.I'.    lUlio-    Ledum 
Mental   Ditcuet   In    the   L''iu\'cnil 
Eiliiibun;h.      ^con-l     FJliicai. 
Svo.  nitli  S  l'b:«(6Coi(niieH),  ix,  U. 

Manual  of  Midwifery. 

Ity  Al»km>  L.  GALAItiN,  M.A..  .M.U.. 
F.K.l'.l'.,  OUltfii.:  Pliyv,:LiB  to,  sod 
Lretntet  on  Mliluifery.  &c.  ai.  tiay'* 
lloapUal.  Clown  $10,  *^th  X7J  '  - 
eravlnft*,  ijv 

The  Student's  Guide  to  the 
Practice  of  Midwifery.  By  D. 
Llovu  RoiiEKlf.  M.I>..  F,K.l.'.l'.,  Lee- 
lurri  ontliniLnl  .Mi.Iwtirtj' aii-I  l^ltcaiw* 
ofWoinctiil  iheOiwn.1  CflllejjeiOhmclrie 
I'hjiician  to  the  Manchetier  Koyal  In- 
trrmaiy.  Third  Editiou.  Feap.  8iu,  with 
1  Culoutcd  riat«f  and  117  WoinI  Kngrav- 
inRs.  71.  fill. 

Lectures  on  Obstetric  Opera- 
tions :  [iKluiliii|-  the  Tcealmcnl  d( 
II«nii>nli.ti;(-,  ami  fonninE  a  Omit  ie 
the  Msii.ii^mrni  of  lilmculi  [jibonar. 
By  KnnKm  Barnts  M-1".,  F.R.C.r.. 
CuiiMiUinp  OUtclric  Pliytii:i.ia  to  SI. 
George's  Hospital.  Fourth  K<Iilion.  Svo. 
with  IJ>  Engraiingt.  di,  6d. 

Br  /.t/  ijr'iT  .tu/Aifr, 
A   Clinical   History   of  Medical 
and       Surgical        Uiaeiues       of 
Wemen,     Swimsl  Edition.    Sifl,  with 
tSi  Fiiyraviiip,  sB*. 

Clinical    Lectures  on    Diseases 

of  Women  :  Iiclivoeil  in  Si.  BaiUio- 
tomewk  llotjillal.  by  J.  M,\Trwevrs 
Uux^AM.  M.D..  LL.U.,  F.R.S.  ThinI 
Ediiicn.    810,  i6«. 

By  Iht  mtf  Authfr. 

Sterility  in  Woman. 

Iteiflji  the  liuliionian  Lcctuiw,  il«Kvcrtd 
in  the  RojMl  College  of  PhyHciaru,  in 
Feb.,  tSS3.    Gi-o,  6b. 

Notes  on  Diseases  of  Women  : 

Specially  ilcvtjnd   lo  a»iil  the  -MUilcnt 
in   preparing  lot  Examination.      By  J.  J. 
RtV.HOi.tn.  L.R-C.P..  M.R.C.S.     Third 
E'lKIon.     Fcap.  Svo,  a.  6d. 
By  !l:  sioiu  Aulhar. 

Notes  on  Midwifery: 

SjicCMlly  -Ivaignv^l  for  Sludentt  (krepuing 
fiif  EKamiii.iiiun.  Secnrid  FMiiioii.  Fcsp. 
Svrj,  l(^fr^  n  Eiigravinp,  4«. 

Dysmenorrhcea,  its  Pathology 
ardTraalRienl.  By1Itv«oouS>iiiit. 
M.U.  Ciouii  %yf>,  vrlth  Enj^vingi, 
.1..  6.1. 

A  Manual  of  Obstetrics. 

By  A.  F.  A.  Kin.;.  A.M..  M.D.,  Pro- 
fettor  of  Obitetrici,  &c,  in  the  Columlnui 
Oniieiiit]-.  WaihinHton.  and  the  Univ«t-^ 
lily  of  VemwDi.  Tliitd  Edition-  *-''' 
SvOv  Mllh  102  Engra<riiig»,  S& 


The  Student's  Guide  to  the 
Disoases  of  UTomen.  By  ALruMi 
I_  Gauui.v,  M.D..  F.R.C.P.,  ObMdrie 
Fhykiciu  w  Cuy't  Hoijriua.  Fouith  Edi- 
tion. Fcap.8vo,iiritli94En£nvin|p,7L6(l. 

West     on     the     Discaaes     of 

Womon.  FonrUi  Editioci,  rrni«d  b; 
Ihr  Author,  wilb  nuoieroui  Adtlilioon  bf 
I.MAT-n«wsI)«xcAS,M.D..F.R.C.P.. 
V.K.S.E.,  Ot»tciiicFhnkiaBto.SL  Bm- 
iNoloniFu-'i  lIiH|»lal,     SiO,  iti*. 

Obstetric  Aphorisms : 

Foil  the  Vk  of  SiudcDli  comniniditt 
Midwlfciy  PncbM.  By  looKrii  C. 
SwAV^f*.  M.I>.  £i|[liih  EditiM.  Fcap. 
Svo,  nilb  KBgraviact,  ji.  6d. 

Handbook  of  Midwifery  for  Mid- 

wivM:  Hjr  J.  K,  UvKTON.  l_H.C.r. 

Lead.,    SuntMB    lo    Ihc    lIcapllAl    tot 

Women,    Ltvcipool.      ScoonJ    tklitkm. 

Will)  EnemTinsv     Fcap.  Bro,  6», 
A  Handbook  of  Uterine  Thera- 

poutlca,   and  i)f  t>»caMi  of    Woman. 

ByE.J.Tii.T.  M.U,.M.R.C.P.   Fourili 

EiGdon.    PoH  Svo,  lot. 

fiy  fie  Mmf  jfutJur. 
The  Change  of  Life 

[ii  )l»!tli  mil!  Dlicaac:  A  Oialcfti 
Tmlikc  on  ilic  th'<sHii  of  llio  Htmm 
SpHcm  hicii1«utal  to  Wumco  nl  llic  De- 
cUncarLilr.  Foutih  Bdilton.  Sto,  l(».6(l. 

Diseases  of  the  Uterus,  Ovaries, 
and  Fallopian  Tubes:  A  i'ramc*! 
Tmllw  by  A.  Coumtt.  i'rofesKit  o* 
Clinical  .SuiM}-,  Monlpttllcr.  Traulalod 
from  Third  Eilil ion  by  hb  I'ntil.  A&Mi 
McLjWSN,  M.D..  M-K-V-CIM.,  -ilh 
Prebkceby  j.  MArriiEws  Dvncan,  M.D., 
F.  K.  C.  P.    Sto,  wilh  4M  Enentine*.  341. 

The  Female  Pelvic  Organs: 

Tfctii  Snrgcry.  Saicicil  PDIholOEy,  and 
Suipnl^Aloiny.  uiaSerieiof Colouitd 
riau*  ukoi  fram  Niiuic:  wiih  Cotn- 
■niafki.  Notes  ood  Cucl  lh>  IlKNRr 
Savaqz.  M.I>.,  F.K.C.S.,  CotunltlBK 
OCk«(  of  ihc  SaniRiiiau  Ftee  IliNpit>r 
Fifth  Edilion.  Koy.  410,  with  17  Ulbo- 
CnjJiic  PlilatlScoIoiif«d)Biui  5a  Wood- 
cot.,  £1  iji. 

A  Practical  Treatise  on  the 
DlwuM  of  WomoD.     Hy  T.  Qaii.- 

LARU      THOMAS,      M.I).,     -TlofcBOT      oT 

DiMoies  of  Women  in  the  Cotleec  of 
nrnkJOM  and  SuiB'^ns,  Nor  York. 
Fillli  Edition.    Kuy.  Stv,  with  366  En- 

Backward  Displacements  of  the 
Uiorua  and  Prolapsus  UI«H  : 
TimiMnl  by  Ibc  Ncn  Mc(h«J  ot  Shoit- 
cninc  ibc  Hwmd  Linawau.  By  Wil- 
liam AUUtAROBB,  H.D.,  M.CtuQ.U.L, 
F.R.C!>.,  SnigMaioUwUrorpoolInfo- 
tOAty.  CRiwDavD)wilbEiigranii)[>. j).6d. 
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Gynfccological  Operations: 
(ll*ndUwk.(ilV  BjAuuANll.G-DoaAt. 
F.K.C.S.,  Sniiteoa  to  the  SoiiuiiuB  )!» 
pita).     Svo,  wltli  167  Engratlnp.  iji.^ 

Abdominal  Surgery, 

fly  J.  (iKKKi  Smith,  M.A.,  F.R.S 
SuigcoD  to  ihc  BrisiH  Royal 
Sid,  wilh  4J  Encniingt,  tj^ 

Ovarian  and  uterine  Tumour«~ 

TYxit  Pubrologyand  .Sacncal  Tirjiccc 
lly    Sir    T.    M-i.nccr     Wkix*.    Uut  . 
F.FLC.S.,    Cuonlilac    SvfgKM    u   lii' 
Suniritui     llot|ik«l.      Svo,     wfih 
(aviap.  Ilk 

/If  fit  trnm  Aitfitr. 

Abdominal  Tumours: 

Thcli  Uiunotl*  and  .Surcioil  Tr 
Siij,  Willi  Ki'tfuvinji,  ^v  W. 

The  Student  8  Guide  to  Diseases 

of  Clilldi«n.  By  I  vv  V.  i^qoukaet. 
M.D.,  F.k.C.P.,  Pb).ii.inn  to  Con 
Hapiul.  umI  to  die  Evelina  llowinl  M 
Slek  ChfldM.  .SMond  EiUliaa.  Vm 
8vi\  lot.  6d. 

Diseases  of  Children. 

I'oi   PrNtliioDcn  Mil  .SlwIcDU. 
II.  I>AV,  M.I>.,  Phyikka  to  dw 
riun  HoBiHtaU    ScmmI  Eilkioa. 
Svo,  121.  6d. 

A  Practical  Treatise  on  Disease 

lo  Children,  lly  Eoiali  Smiiii. 
M.D.,  rhytkiin  lo  Ihc  Kiii|;  ul  i}* 
IklgiAiK.  rliviiclau  u>  III*  Kiui  Lcatlno 
llo>i>iiil  foi  CliiUreit.    Sro,  asM. 

Br  lit  Mmt  jfmliir: 

Clinical   Studies  of  Disease  ia 

Clilldreii.    SecoDii  Ettiiioa.     l^«Ml 
;>.  6d. 

Alt*. 
The  Wasting  Diseases  orinCst 

and  Children,  tuuiih  I':<<liian.  IW 
8v'..  St.  M. 
A  Practical  Manual  of 
DinaOMa  or  Childmn.  With* 
BuluT.  tty  Li>UAkii  Elu>.  M.dt 
Fifth  edilion.     Liciuii  8«i.  lOk. 

A  Manual  for  Hospital   Nurses 

•ad  otben  cnnidi  in  Alitniliii|>  oa 
Ski.,        Kj    Etiw'AHit    ].     LhiMVi. 
liorcran  to  the  Kirlci  Lyiii|[-in  Ch 
Fiflh  Edition.     Ciuun  Sru.  U.  <>t. 
A  Manual  of  Nursing.  Medical 
and  Surgical,     br  CiiAituJ.  1 
t.i  M'.Ho«  Tti.  M.Il,,  niyikiuiloSi.r 
lI(»|iiiB),   ManchetU).     SccddiI  ti 
Fcap.  Sto,  widi  En|{i*nivi,  ^  W. 

A    Short    Manual   for   Monthly 

Nurses.  Scctml  Eililion.  Ycafi.  810, 
li-   6.1. 

Diseases  and  their  Commence- 

Riem.  Lrnuns  lo  Tnlacil  iiann. 
llr  fKiKALi.  VV.  C.  »«»,  M-Il., 
M.K.C.I>.,  Hiy^iM  10  dwWwt  Uad«a 
llot|4uL    Crows  9«o.&M. 
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Notes  on    Fever  Nursing. 

By  J.    \V.    Allan.    M.B..    PImidan, 
Supcnnicndcnt  Gla^ow  Kciei  IloijiitxI. 
Ctown  Svo,  with  Engnivinip,  3>.  6d. 
By  tilt  mini  Autktr, 

Outlines  of  InTectious  Diseases  : 
Forlhc  uwi't  Clinical  Siuilriii*.   Kc«p.  Svo. 

Hospital  Sisters  and  their  Du- 
ties. By  KvA  C.  E.  LilcKRS,  Matron  to 
ihc  LuniJon  lloipilnl,  Crown  SvD,  tt.  6H. 

Infant  Feeding  and  its  Influ< 
enc«i  on  Llfo;     lly  C.  II.  V.  Routu. 

M.  ri.  .i'hyiid.into  the  Ssinaiiliui  Hiwpilnl. 
I'\iiiiih  Lcliiion.   Fcap.  8va.     \IWfmins. 
Manual  of  Botany: 

liicliiiVirig  Ihc  Structure,  ClouiSlicailciii, 
Propcrtie*.  Utei.  anil  Kunclioiu  of  Flint*. 
By  ItOBEKi  ne.Mi.Kr,  Profnaor  of  Bo- 
tany in  King'i  Co1lr[^  and  to  Ihc  Fhar- 
m»ccmicAl  Society,  Fifth  Edilion. 
Ctvwn  8vo,  with  1,178  Gngravingi,  [59. 
Hy  Ihi  taint  Auliar. 

The  Student's  Guide  to  Struc- 
tural,  Morphological,  •tnd  Phy~ 
siuloyical  Botany,     With  660  Kn- 

gr.nings.      Fcip.  Si'o,  Js.  (kl. 
Atit. 

The  Student's  Guide  to  Syste- 
matic Botany,  including  the  Cluii' 
licalion  of  rUnls  mil  Uucripilvc  Botany. 
Koip.  8vo.  with  jso  EngiaviniiB,  J».  6(1. 

Medicinal  Plants : 
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to  tbe  KicMh  Eoibunr,  soil  lu  ib  Frcocli 
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H  Ga.6J.  ekch.     Fotciculi  I.  to  X.  bound, 
"    with  Appendix  and  InJti,  {,%  lo». 
By  Ihi  lamr  ^luriar. 
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of  i.joo  Ciuci.     bvoi  »iih   Engiiiings, 

ICK. 

On  Certain  Rare  Diseases  of  the 

SklD.       JtV     JO\AI  IM.V     llU  ICMINMIN, 
t'.R.S..  Senior  Surgton    (n  the   London 
flospilal,  and  to  the  Ilotpilalfot  PiwAMU 
af  Ihe  Skin.    Gto.  lot.  61I. 
Diseases  of  the  Skin  : 

A  I'caciicat  Ticuiik  for  the  Ute  of 
Stuilcntk  nnil  I'liclitiiinrrij.  Hy  t.  N. 
Hviir.,  A.M.,  M.D.,  l*(uif(-»..n.t  sUimmt 
VencriMl  I'lMasct,  Kush  Mcilicnl  L'ullt^, 
Chicago.    Svo,  irilh  66  ICnginvin{^,  171. 

Parasites ; 

A  Ticniiic  on  the  Kntowa  of  Mki  »nd 
Animalv  tncluiling  some  .\cciiunl  or  the 
EcioioH.  HyT.SrtM-rkOHiLfiiri.M.D.. 
F.R.S.     Svo,  »ilh  S^  linciaviniii,  lik. 
Manual  of  Animal  Vaccination, 

picCi'.lcd  l,y  C."ift»iiJ*faTi*nis  r.n  \'accina- 
livn  in  tcneisl.  Ity  IL.  Waklximokv, 
M.D..  Founder  of  Ihe  Si.iic  Vaccine 
Inttiiuie  of  lletgium.  Tranilntol  nnd 
edited  bv  .\lTitUN  J.  IUmhiu,  M.D. 
LroWQ  i\o,  4s.  6d. 


Leprosy  in  British  Guiana. 

S'JOHS  l),}liu.rs.K.R,C..'i.,M.R.I.A., 
tilieal  Suiwiinienilcnt  of  ihe  \x\<t 
Anylum.  |iiiii>h  (juiana.  Imp.  Svo,  vilh 
aa  Lilhiignpliic  Coluuiol  I'lntt^  and 
Wood  lLR);ming>,  j^i  iri.  6(1. 

Cancer  of  the  Breast. 

By  TtfoiiAs  \V.  NirNN,  K.K-C.S.,  COn- 
ralunj;  Siir|;tnn  m  the  Middlcwi  Mo»- 
pilfll.    4En,  wiLh  JlColiIurtKtPlatM,;£)», 

On  Cancer: 

ItiAlIiu,  andothfrTumoun;  Ihelt  Medi- 
cal and  Si>r|-ii.-al  Treaiincni.  By  Y.  A. 
PuKCKii,,  M.D..  M.C.,  .Sur|;con  lo  the 
Cancer  llutpilnl,  Bcompcon.  (tvo.  with 
31  Engravingx,  lot.  6<). 

Sarcoma  and  Carcinoma : 

Their  l'atl>iil.i|;y,  I  liaijiiriiii,,  niid  Trtal- 
mcni.  My  Hilnmv  T.  BI'TI  im.  F.n.C.S.. 
Aulxcant  Surgeon  to  Si.  B«rlhoknnew'» 
llmiiitat.     Svo,  with  4  Clatn.  8». 

By  tkt  lamr  Aulkitr. 
Malignant   Disease   of   the   La- 
rynx (Sarcoma  and  Carcinoma). 
Sro.  with  5  Engraiilip,  51, 
Al». 
Operative  Surgery  of  Malignant 

Disease.      Svn,  14K. 

Cancerous  Affections  of  the  Skin. 


(ti'itlitlir-pmn    And     Kij-ii-nt     U1l:«.|     It 
UeORGB  Thi."*, 
8  Engravings.  5s. 


UeoRGB  Thi.-*,   .M.U.     VoO.   Byo, 


■^ 


By  Ihf  lavH  Aalkrr. 

Pathology  and  Treatment  of 
Ringworm.    £iv,  nilh  Jl  l->>Kraviii|;). 

Cancer  of  the  Mouth,  Tongue, 
and  Alimentary  Tract :  their 
{■atholog)'.  Symntum*,  INicnoait.  an<1 
Trcatnieni.  By  Pskkkkil'  B,  Jbssbtt. 
K.K.C.S.,  Sorgcon  lu  tlic  Caneer  Iloijii- 
lal,  llri>Ri|'|.jn.     Kvo,  lu. 

Clinical  Notes  on  Cancer, 

Id  Etiology  and  Ticatmeni ;  »iih  ipeeial 
tcTcrcnce  to  Ihc  Ilcrolily-Fallacy.  and  lu 
the  Neurotic  OH(^  of  mcnt  faic'  'T 
Alveolai  CoTctnomi.  By  Dr.KnEKi  I.. 
Snow, M.D.  L«n<l.,Siii]gcon(c>lhc(.'anocr 
Iln»|iil>l.  K>iiln))lon.    CroHn  Svo,  Jt.  61.K 

Lectures  on  the  Surgical  Dis- 

ordffre  of  the  Urinary  Oritans.  [iy 
Ruil.iALnHAKKtixw.F.K.C.S..  Surgeon 
to  the  Uver|H)ol  koyol  In&nnary.  Tninl 
Edttion.uilh  117 EciEraving*.  Sio.tlii,6'l. 

Hydrocele : 

Its  wvenl  Vaiictiei  and  ibdr  TteMmcnl. 
Ity  .Sauiici.  Otimux,  lite  ^ureical 
Regitlrsf  to  St.  ThomuV  llMpial. 
Fmp.  Svn,  with  Engravlngt.  ]». 

By  lltt  M>n«  Atahtr. 
Diseases  of  the  Testis. 

Fcajk  St-o,  with  Engrai'ingi.   iP-*"*' 


J.   *  yf.   CHURCHILL'S  RECEIPT   WORKS. 


Diseases  of  the  Urinary  Organs. 

Cinicnl  Lccturw.  By  Sit  lIx.fKr 
Tltoxnox.  F.R.C.S.,  k'mciilnt  Pio- 
Umax  tA  ClinlcBl  Surecty  in  Uriivcrntjr 
CoIlcgG.  Seventh  (SluJcnu'l  Edition. 
Svo,  with  84  Ka^nvlap,  ».  61I. 

By  ikt  samt  Ailhfr. 

Diseases  of  the  Prostate : 

Tlirir  rnb()ltio'  in'i  TtMlwmt  SiKCh 
EdiUon.    Kvo.  M'iih  39  Engnrinp,  6*. 

Alto, 

Surgery  of  the  Urinary  Organs. 

Siimc  ImiHiilnni  rviinli  cooncetel  Ihcic- 
wiili.  Lcciur**  ilcliRtcil  in  ihe  R.C.S. 
Sru,  with  44  Gn^vln£»,  Stndcntt' 
E/Iition.  iv  6>l. 

.■l/j#. 

Practical  Lithotomy  and  Litho- 

trlty;  0(,  An  Iiviuitymiu  iht  Hc^lM'tlr-i 

of    Kcmovini;  Siunc  frini    ilic    tib'klcr. 

Third  [i^ililion.    Six),  wilh  87  ICnginvingi, 

Aluy. 

The  Preventive  Treatment  of 
Calculous  DlMAM,  and  Ihe  Ute  of 
Solvent  Krmedics.  Secend  Edilinn. 
Fop.  Svo,  >i.  M. 

Tumours  of  the  Bladder: 

Thrii  Nature,  Symjiconu,  and  Snrpcsl 
TKtUnKDi.  Svo,  with  iMinenMi  Uliutra- 
iiofu,Si. 

AIM. 

Stricture  of  the  Urethra,  and  Uri- 
nary F'i!«iui*:ih(7ii  l'athnl(wjaniITf«nt- 
mem.  Fouitb  E-tliion.  Wilh  74  Enpav- 
liuR.    8va,  6>. 

Alt*. 

The    Suprapubic    Operation    of 

Opiinlng  the  Bladder  for  Ihe 
Stone   nnd    for    Tumours.      St^, 

laiih  I4   Kiig ravings,   jt.  6^1. 

The  Suigcry  of  the  Rectum. 

By  llr.NKV  SMirit,  rrufcHot  oT  SunKsy 
in  Kine*!  (.'ollecir.  Suircun  to  ibc  (lot- 
plul.     Fifth  V,  tiiion.     8ro.  fit. 

Modern  Treatment  of  Stone  in 
Ilie  Bladder  by  LUhoIopaxy.  llv 
V.  }.  F«rvK«.  M.A..  M,U..  M.Ch., 
Ilen^  Mvitical  .Sen-ioe.  Sm,  irllh  En- 
i:'*"nE*.  M- 

Diseases  of  the  Testis,  Sperm- 
atic Cord,  and  Scrotum.  Ry 
Tmoh,u  B.  CiKListj,  F.K.S..  Conwlt- 
infc    Sutton  tu  the    I^mtoo   Itoopltal. 

Fount) I'Uliiion.  Svu,iriihLnKniiiinp,l6*. 

Diseases    of  the    Rectum   and 

Anus.  By  W.  llAiititoN  Ciini, 
KR.CS.,  AMiiUnl Suipon  10  Si.  Hat- 
Ihotonww'i  lloipUai,  ftc.  8vo,  nilh  It 
Uihocnptiae  PI>i«  aad  MinicraM  W«m 
Engravinct,  isl  61I. 


Urinary  and  Renal  Deranfc- 
menu  and  Calculous  DlaoitlBrai 
By  Lioxei.  S.  Bkau.  r.H.C,r^ 
F.R„S,,  l-hydcuii  t»  Kii^ 
llocpitaL    8to,  5*. 

Fistula,    Hsemorrhotds,    Paiofol 

Ulc«r,  Stricture,  Prolapeni^  aod 
other  DiseasM  of  Uie  RwoCaia  t 
Thcii  r>ueno»H  anil  TttMmM.  % 
WiLi.tAU  Auj.iciiAW.  SufgeMa  le  Sfc 
Moik't  ilMpi;il  (uf  FlMaU.  Fivrih 
Kdltlun.     81V,  wilh  Kj>(rav1n£«.  iO>.  h!- 

Pathology  of  the  Urine. 

Ixhiillne  a  Comiittlc  Caiilc  to  ia  AhIt 
rif.  lljrj.  U  W.  TlffDICNitM,  H.a. 
F.B.C.P,  SccmmI  l-Vliitoo.  revrincn ant 
«nlai^cd.     Svo.  miili  Edcntiap,  1^ 

Student's  Primer  on  the  Urioe. 

By  J.  T»*vn  Winir-iKFH,  M.D.,aW^ 
cal  l>ca(inumt<it  at  Itic  tU^al  Infiliiil|, 
GluGow.  With  t6  Ituei  etchoJ  « 
Coppci.     r<Mi  Svo,  41.  6d. 

Syphilis  and  Paeudo-Syphilit. 

By  Ai.run  Coopna.  l.R.L.S.,  StftaK 
Co  the  Lock  llotrital.  (•>  Si.  Mufi  nd 
Uic  Wot  London Hotpiiab.  SvihiOhU. 

Diagnosis    and    Treatment    of 

SyphtlU.  Ity  Tm*  Roai.vMJN.  M.I', 
Ph}skiin  In  M.  Jtjha'\  llouJlal  fb|  Uir 

CMrt  of  ilie  Shin.    Crawn  9ra,  jk  U. 
ffjr  tht  Mwr  A»lh»n 
Eczema :    its    Etiology,    Patbo- 
lofty,  and  TreatroenL    Cronfi*. 
31.6.1. 

Coulson  on  Diseases  of  the 
Bl.-idd«r  and  Prostate  Gtaml. 
.<^iil)i  I'MItion.  BtWait**  J.  Coi'uok, 
Siti:Ti.'n  to  ihr  I.ocl.  Ilwpul  uxl  m  Sb 
t'ctrr'i  lt<A|>i(al  foi  Slim^.     9>a,  1A4, 

The  Medical  Adviser  tn  Life  As- 
suranc«.  HjSlitMI.MiiviKiMn.U.b-, 
t'.lt.C.P.  Scojod  luUliiin.  CtumliVifc,; 

A  Medical  Vocabulary : 

An  Bkplaiiatiun  <  J  ^1  Tttan  ood  nwam 
«scJ  in  ibc  variuut  l>(jiuU>mU  at  Sldliad 
Sckocc  imJ  t'n<tic«,  iWti  DcnvMkm, 
Mtanine.  Aniilicatiun,  awl  IVcaMnckliaa. 
By  K.  G.  >f  *v«»,  M,D..  LUI).  riMi 
tjlilioti.     Vayi.  Svu.  iol  61. 

A  Dictionary  of  Medical  Science: 

Coniaiiuni:  •  ttindK  r>|~iniiioa  «f  th( 
nricMw  SubjKti  whI    :  Molictae. 

Ac     By   l(o«i»T    .  .*.  M.U, 

LUn.     KvyalSvo,  I»v 

Medical  Education 

And  IVictlcf  in  all  parU  of  Ihe  W*e«U. 
By  11.  J.  llAiiBwiciti;  M.l>.,  M.R.C.P. 
itOt  loi. 


I 


INDEX. 


I 


\ 


Aduu  (W.)  DO  Uubrgoi,  11 

— flD  ConrrociioDaTiho  FiafDi^  it 

-  -  -    -    fln  Caf«iiir»  tti  th*  SpltiSt  ti 

AIIjo  op  Fever  Kurkin^,  r 

— ^  OuilinB*  or  lia'cct»u«  DivOM,  y 

ATlinihiini  Dit  P44i»i^of  llw  RKfunit  14 

Altai 'trfijcal  Rcibei»LiiArK:<i,  j 

lUlT'iir'*  ]ltM.i«c«  i-ifEhD  llunand  Aana,9 

lUlkvillV  McctiWcAl  UcDlUlrVi  it 

Bvn»(A'1aa  Ofnfeiric  Oimitt^fiK,  1 

^^^^^—    on  Diic^wb  of  wamui,  ^ 

BioU't  Cammontr  I><^va«c:4  uiA  AklJvics  i^ 

BcakTt  Miawcwc  in  MnJidiie,  t 

^^^  Slight  AdiBwtn%,  t 

^^^  VFinnry  ant\  Kfott  Dwl^rncnlt,  14 

B?[t*fny'k  SurciLil  Aiuuny.  ) 

— ' HThfi  ISilmonitiy  CnnwDipilaiii,  m 

Fvnile/t  MalilLai  nf  HciEo'iV,  7 

- — ' StruHTiu^al  llalauj'p  J 

S>>1frn4lk  IkiUiiy,  T 

Ejwltiy'fc  SurutdJ  Paiholorx  "hi  Mof bid  AniU«myi  10 

BrMine'i  TopofiaphitaJ  AhAtotny.  ) 

Urodhura'i  Amhytfiis  n 

— ■ — '—   Cutmiurirs  &^»«f  lliQ  Spific,  11 

OiEhD|tf(IJc  Surv*ry,  ti 

Hrrnntt  Ami«  [urtfimaJ  ^;ruagQl■llent  9 

*— l^-uElf>e  of  t^ortrry,  ■  1 

Iiucknin  anil  Tukc'i  P-yUu'JuMical  Medicine,  s 
|lDltr>  VAEciniA  anti  Variola,  I 
UuLkloy't  Aciic.  ij 

|>u«ue*  u J  the  Skin,  1 1 

ISdhIcii'*  CotiniJf  IIr>^|>iiaU,  4 

Pjii  lli-ti;uV4 

Durion't  Midfriftry  fuf  Mi^wiveh,  f* 
Jkillin'a  ^f iUcnaipc  I»jH.qt4  of  ihc  Lti^-iu,  tj 

Tt  rii^ieuu  of  :lia  N*r«ni»  jftxttem  9 

Onpemvr'b  llurunn  I^liy^LEjIii^y,  4 

Ourlerit  \jit  II<mUJ'  K<^>tt%  10 

— _    Fnu-ricc^f  MnliLine,  B 

C^AFtrt"  T>t4CB-«4  of  InrJia,  t 
V.iiisnhtir*  KikT  hn>l  i"*^  llflfomiiti'i,  11 
c:)«j»iuir»  l,«Tufl^^  r>ci  MtniAl  puuie^  ; 

CouHfi  on  r>ucj>««  uf  (he  BUuiaa,  u 
>  Coarry't  Di^um-  ^ifitir  LTr«ma.  Ovarle*.  6tc>t4 
CHp^'  ni«ca««^  •,{  tha  kH-tnm  and  Anut,  i| 
CuAmcmintt'i  MaiLi>i>l  of  Nuniiig,  6 

- — — Sl,"r[  Minrial  for  Monthly  }fur*««,  A 

furllna'^  Iii*rj*«  of  ih<Tt"iis  ■< 
DaJLy'«  Di«uk«  aikJ  LiJU'iviaf  inc  lUr,  ik 
Day  on  11i<nu«  o{  Childnnk  6 

Dobell't  t^truiT-  i^m  Wmier  Cough,  I 

U™  i.f  Wtiehi,  St,  I 

Moni  Ucpr«Curv.i 

DvcfivJle'i  M*nu,iil  for  Xune",  b 
Duran't  r,yniBCorouV:Al  Qperttiam^  6 
Doiwti'i  Mcnr^  Arfcctinien  of  CHlUlhood,  j 
I'MfPFf'tTf >l  l»i-'l  <-tf  Mf-ficnl  Pbyiic««« 
l»ftnu'»  St*ij*t»n'*  ^"-•■Itr' ^lf<i(cn,  it 
Vnuain  q*i  Dl^Mt*  c^Wumen,  j 
— ^~-    Ml  ?fclMy  kn  Womon^  } 
pnw|uiiir>  Mv^ti:iil  DL^tionvy,  14 
&«ri  Privii*  Tt«iinriM  of  ihe  lnfUir,  J 
fllacainan  kirim«n  m  r.ouft^ 
Kllii'fr  t>iKAv«uf  Ltutdrrni  4 
Kp^c'i  PrinciiiLc^  Jiti-1  Pr±<.i.k-c  of  MtvIlcliiB, 
li'ftymr"*  Cliin>Ti  an^i  f  «*r»or  ImlU,  7 
l'ciiWL(k'»  Ch'ij'ii»:  ili'iii^lty  of  th*  Stomach,  t 

— 3I«i^eca]  Diacnuu^.  A 

Omlmp*  of  M*dn:4l  TkairihiI,  fl 
ninl'i  Prinolplrt  UHt  PnftJrt  of  Mwlkjne,  j 
Fhnrer't  DUcmnii  of  Ihe  Nei*",  ) 
Fat^niC-  H<)l<taniin*tion«i>fWftia,  Air,  and  FoM,9 
fok'ta  ,)  AeIm  or  ^kin  IliMUH.  i| 
FRyrr>  Lilhu1<i(ttiiyH  if 
Fh/i  Hniolofy  and  Hiferi>CKemU»y» « 

Muiaal  «r  Hid^lfcry.  1 

^tlVeaimeni  of  Wcoiodtand  Knciurcs,  11 


Cadke'i  Aitu  of  llumui  AiuioDiyt  j 
Gosdhlft't  Ditf  lei  ofChildivn.  6 


fTiUM'  D«al  Madicin*.  ii 

CoHfi*  DImohi  of  iht  llnGn, « 

■  DbeuH  of  ihe  SpJnti  ConJ,  9 

—  MjuiuaI  of  DutbH  of  Nf  ivout  Syvua,  9 

^^— ^—  MtdltlJ  OphtbikliDuVirtr),  ^ 

■ PmKlo'llypenrophk  Uuculu  Panl|iw>,9 

OnDvUle  on  Goul, 
oTi  KerYc 


X-n 


Goy't  iCo^ptu)  Tormulir.  ■ 


i^raiioaand  Biduilot^  9 


H^lxrihati'k 


I>iiEAiv4  of  ihfl  Abdonen,  9 

Iiv«,9 

Siamjielk,  9 


' PnEi]m4(pK<lrk  Nerve,  9 

Huflbtelon'i  1A'h»t  t«CnTi4iiDgDitonTi 
Herdvklw't  MrtUk-Al  t^luceeioii,  14 
tUrlvyon  Dl>cu«  ctf  ihc  Uw,  g 

InHBmnianont  ol  ih*  I,lY*r.  9 

H«rii«^ft  li*nTk*r»y,  11 

KArTLwij'^  Suricical  IJivirdcnofihe  UiinAryOrsani,!) 

HtLrvayM  ^f 4i>ui*:h^  l,4<1itfi»,  1 

Hcel^  t  Inju'ie^  Afirl  Ditea*e>  of  (he  Jawv  » 

— ^ MnuK  Surwy  flnd  ItuidDginc,  ■» 

^^^     Opvraiiv*  Sui^ffy,  10 

— I'fiK'iicaE  AnutfOty,  j 

SuffktJ  Dug(noBU|  to 

Helnoa  8honiind  lA>n(^iftii,  Ac^,  ii 
KiiEE*'v'Oph(liA]inic  Onl-puienl  Pnctlce,  i< 
Hlliri'  Lrmny  in  BrUuh  GuuUv  i) 
Hoklcn't  UiHeoIoQfc,  ;i 

' — ' lluiiunO^eolOEy,  J 

— Ijiiidiniirlii,  J 

Bulme*'  (G.)  V(«a1  Phy^i'Jonr  ud  Kyf{*n«,  ii 
Kood'iffl,  C.  I  DiACd^n  anJ  thvir  L4mm«cvmcBC,  A 
Hi>nd(P.J  oni^ti.  Klituniuun,  Ac.,  9 
Muui-er't  Phy«iclan^a  Vi^e-Mecun,  1 
HuirhiJaion  •  ClJmcal  iini««ry,  m 

• —   IVd^nrcof  |)4*c&w:.  11 

-~ Rx't  i>ii«iuo  of  Uie  8kln,  ij 

Hyde  •  ]>iJEa~c«  q(  (Ite  Sk*o,  ij 

J*"i*tt'>  C*ficcr  cif  ihr  Mouib,  fit,  ij 
Tohnicio  )t««]ic3h)  I -ecturet  fliHl  EH^yv  fl 
Tana(L.  H,k.tfti1  ^Ic•l:klllf'«  rarhalociotl  AiuMiiry,  4 
Jonu'([f-  M<N.)  tliuoko  4if  ibe  F^vand  i'harynji,  ti 
■    ■■■ — -  Alljuchf  rhwue«of  MvinUihnATffintaiii, If 

■ -^^pinAlOuitBtttm^  IE 

Jounul  04  HriiLth  Dcaul  AiaoMtion,  > 

— — ^^—  Mental  Science,  a 

KliVi  Mviiu;4rO]>*Etirio,   s 

I^ncGtiu.r'^  Ailm  ut  riufidJaeiaJ  Anafony,  4 

}ji\iU{]it\-:iii}aii  the  Humjtn  HnLn,  4 

IJ<'*rt^h'*  A<l,i*  -ir  i*iihrlifi»m»*ttpy,  it 

LivfcnjT*  >*'  'I  'idarfie,  *^,v 

London  H.j'1  .  j 

Ltlck*."  IIq-[..  ruf  ihffir  rviitie*,  y 

UacdeojJdV  n.  n,  n-k->i^iiU>oii  «f  Wjucr  Aikd  ^F,  4 

lktadkcii«efit>i(>]ilhnift.  it 

«»  Di.«aifcof  ihe'lliroAi  and  K«e, »» 
McLeof  f  Oncniive  Utai^ty.  n 
MacMumr*  Smimviiiw  in  MedictaQ,  ft 
Maounafft'e  Dii«da«»  of  tfit  Ky*,  1 1 

IkiPw  tiid  jolnft^  II 

MoiLet'k  SiHiiheni  vulSvw  K«iJth-RaU>liv  m 

Mftttiti'a  AmTulukc*  l^ectvee,  I4 

Mkyne'i  MfilHu)  VoobuUvy,  14 

Mlddlcw  Ho>pii^  R<|jivt«,  t 

MiFcbeir*  IKk-i-c*  ciTihr  Nemua  Syitcoi,  0 

Hf-  ►  T*i-(im:-1  [nv«Ld»,  1 

Mam«'  til.)  AjmU'Je^j  uf  ik«  Joints  j 

Morlixi'^  .S|4lnt  HtA^la^  t-r 

MvoAt  And  Sncll  fln  IIo*|ij1a]>.  4 

NccllKhlp't  Ducaisa  of  (be  Kye^  13 

Nunii'4  Owtr  of  the  flrw^.  r> 

Qplon't  Uolicbl  Jiirii|>nidcfK*,  4 

Dfihdulnuc  0toyal  IjndQiQHoaffitti  Report*,  9 

OphihitImel<i«(ail  ^ocirty^*  Ttan«aiefu,  ■ 

Oppen'ft  Ko^ui*.  lAllrnAne^  Dl>p*nwn0,  A<,,  4, 

Otbt/m  on  rhm^cn  trf  the  Tei4ii,  i^ 

Ovcq'a  MdlFriA  Mv>tfCii.  J 

T»tt^*  I  njuri«>  of  Uit  Kpiiiet  11 

PaA««'  Pnfiml  Hytfitne,  f 

P«Yy  on  DlkLelC*.  10 

pBvf  oa  Food  and  [>Uaeii>9.  vk «!«< 


. . I  mitA  Th<m|i«tkK  7 

IKJIa(lrSHiwiliiCT<rf<)»l'-1'*'<'-t  KyilliK  ri 

P.plllll'i  lli(ra-'l"ri<«it>;  t;ilutiw.t 

Purc«[J  an  CuKn .  it 

Uiitiil.y'i  Nmh  an  Dinlsl  Pncikf,  ii 

RtfUi]**'  (J.  ).)  IH,rt*r>  ■:fW,^uf:  i 
Si<ty    "  ..1 

Klthu4>Dn't  MKhinlr^l  .1 

RntaU'tOV t..r  ■-.:■..        •■•<y,% 

<  l*-  ■  ■  ■  'ium-LL^ijUiAis  i 

SalwTtt'ti '  -Ii*  ctf  M[JinfcrY.  \ 

KotitiUOfl  II n^  tt 

' ' uli  h^  fJlllu.  14 


— H)L41r]boafc  of  iliUl^  9 


Ksyal  CdllcR  of  ^uinoni  MOHiin  CuttliitiMi^  ■ 

Roflc  ntid  HAfhf't  MalrriM  Mc*lieJ^  t 

>t^  Birih(jIorhBw  ■  H«pii4l  CdtAlt^iie»  v 

St.  G«4rB<'*  tlntpiiikt  K^ons  ' 

S<.  Thraiu'i  ll(B«lii>l  Kciwu,  I 

>aii«>m*t  Valvclit  Kkco  vf  iht  HuR.  t 

>9i»gi  M  iht  r<nul«  I*al'ic  Orcuii.  A 

S>AwBiua  en  Sifuiiii.  it 

Sanir*DtntAl AnalouT,  tt 

Sh«rh*/t  S|«nn  In  Chnmir  N«rv4  I^i«ai4,  q 

SlMK'a  Klnnciilniy  Pniilol  IUat«(T.  i 

SiflrrVm*'*  Lif*  A*»onjiii.  14 

Simrii.       r  ..I..L,     H..  iLh  .-L.    ...ILI.  ( 

Smlll'      .1:1... 

|i..-.    -- !«,6 

Waninc rii-c.i.. . .jl Infini. tn^CliUdnn.E 

Smilli'i  tj.  Cnki)  Xbitoii"ii.il  ^-nitfy.  t 
Snuth'i  menni)!i<>t(<^ o' '''*  Kriinni,  ■( 

SniLifi  (tTiHtltv^nn  GlAUc-^inA.  It 
SncH'i  EIkifu  Mic>t<f  ID  Or'>">"'l'n'c  ^"fTi  <■ 
SiiQw'i  Clinidl  \'ii[t>  an  Ctnitf,  l] 
^oul'iun'ft  Ricionni  ^litfo-r.  11 

n jfLonil'-B  M«^<ul>.  1 

Aarlia-OJi'  El 

SilMf  atkT  ^;  ..i.'iu]  Di«|wn4iivfyi  7 

Saockto'i  [itnul  V,iitr.i  Mnllu  •iiiniiefiijimilo,  n 

?SlilLin~(  r'^Mirrftl  l*a(h{i?n^»  ( 

Snlii'i  Sijrc^u)  y^ntiMntrnt  to 

■tmnu'i  ObMttiii  Aftanaot  4 


-nUaF-^  PBbllMfclHlMfal.toMtdtolJwiUllrtuW.i 

Todt'i  DucBs  to  HaUIi,  ) 

llilii'*  Cucmi*  ASkiwiu  of  ilw  Un,  ij 

IVxnpwi'i <Sii  H.) CakvlsH  Phis  1 

NlMMvlllHPr 

tMi«ua<tfik(L'ii . 

L>tk«snr  uaJ  LiilWnlrt.  •( 

Sokianefihi  Umkn.  I) 

■  ■  ■  ■-  SivnpaHl  OptmiuH.  •  i 

*•    "f      I    ■'-'■■  "■■-  ■    l"  |iMi    II 

T1iwVKi>ml  on  Aiiikiiu.  > 

00  UauHt  tUdu  Mml  TlmfMHn  • 

"niudichumi  PubobcTcf  tba  Uaiw,  u 
11b>«,  Mi^ial  indSmlcal  BtMriciiy,  M 

Mi>l>of  MoMt  Palau,  » 

Ksv  M  uw  ■  Galmic  Barwry,  •■ 

ElKitial  and  Anwotntal  I'lmmiiiiMliiM.  •• 

Tlli-tCKinnqrLin.ii 

1'iHnT  -  Prc>crkSetf\  PtunBOpsi^  7 
Tani*>'  ir.  S  )  l>uiul  AjiiMiny.  •> 
Tnnm'O-  *nd  C.  5.)  Dailal  SurdrT,  ii 
1\ikc't  (bhwiKc  of  Ilia  Mioil  stu*  iSi  llirfr.  } 

iilcap-Wnlking  and  l<)r|niitli«,  j 

Vinimon  Oii  Muitnl  WMm,  Ac.  iicrnnic  la 
Vi«OlA^('«  fN>«t.nnrt«B  '^■trrrfiTW-  4 
Walihaini  Suijo^:  ■■  Tti  1 1  n  and  rnitfn.  11 
Waitni  •  Indian  llawii  MtdklM,  7 

-  ■    ■ —  P'bticaJ  1TiCT«(MUIin,  7 
WKfLom^ioi't  Animal  Vawiialjoft,  11 
Wamti'i  Guide  la  Medial  C>»1 .1 W,  I 
WM(n-(A.T.  H.IKHUoafllwChaa.* 
Wmv'i  PuliniKian  CouMipifcni.  t 
W>U.  (Sivus)  AUmiuTIiiBaat.J' 

Ovanan  and  IfHria* 


Wm  aiul  Uunun'i  DiHaMasTWaacB,  « 
W«< .  (!>.»  How  la  Ehum  A*  ChM,  ■ 
Whiicakc'i  IVixH  at  (Ik  tJrInt.  it 
VTlILi-  0»ta<ciarthiKcr>'.u>Si-".*.  t 
Willuui.  (Ron)  [nfcawn. 
VpMvh'- '<^ii  lv>  AAaacm..  -i«, 

Wilwii'.ii^.)  Handtaoli'.-i  II    . 

HcillkTLir<>.-4[>.'.>.ncv  t 

Wilun'.  |W.  S.)0»an  a*  ■  Haatib-Koul. 
Wollf'.  PitWHMd  InintiMsrilw  K}«,  ii 
Vol  Book  gr  PhaniKT,  > 

VM'.tr..  F.|M.nHi«fKr«l«y.  I 

Vm.  (I,  a-tCani^nKBtrnttPil 
tton.l 


BlinariF 


The  follawing  CATALOCUKS  bitied  by  J.  &  A.  Chl'RCHILL  wilt  be  forwArded 
jHisi  free  on  uppliCAiion  : — 

A.  /.  4-  /I.  CiurtJk/Ui  oVwrif/  /jif  ef  ait-ut  650  tcm-Jti  *»  A»i/tm_r. 
Phyiiol«gy,  //ygirnf,  Afidwfrry.  Malrii't  MfM^-t,  ifrditiaf,  Surxfry,  ChrmaUrj, 
fio/aiiy,eec,  9c.,  wilh  a  {amplelt  Iniftr  to  tMr  Sutuftt,  A'r  t^uy  rt/trma. 
a.U.—  TJus  Uil  iiuludet  B,  C,  St  D. 

B.  Sfleftiait  /ram  J.  S/  A.  CAuirAtU't  Ofturitl  /Jit,  tomfirisinf  mil  rtamt 
H'ltrii  fiuMiA^if  by  ikem  en  iht  Art  ami  Siieme  ef  MftHaat. 

C.  J.  4-  A.  CJiurekilft  Catalfguf  of  Ttrl  Bw'kt  iffHiUt/  ammgni  ffr  Shtitmtt. 

D.  A  settilfJ  i*nit  tUieriptht  Litt  f/  J.  i  A.  CAtmU/ft  H'crti  «m 
CM^mittry,    MaUria     Mntiin,     Pk.irtii.uy,     BatUfy,    PhM^rvfiAy,    ZM/ajfy,    tie 

B.  T/u  Hi//-mirly  Lin  pf  jVffv  ItWit  tnd  AVw  Kttiti^m  fiuMiAn/  ty 
J.  *  A.  Churchill  duriag  fht  prrtn^iit  fix  tm-nths,  logffher  wifh  fiiirtimfart  i/ 
Ihf  Pfii^fals  isitffd  fivm  ihtir  l/<Niu. 

[ScMI  in  Juiuoijr  •ml  ]b\j  oi  nch  vcu  10  every  Mdlicil  IViciiliimer  in  iIm  UniMri 
Kinciloni  ahoae  naaw  and  aJibok  cfl«  he  uccriiinetl-  A  Urc'  miMbet  nt 
alw  tm>i  fo  the  UniWil  SuW*  ul  AmeiiDa.  Conltncnul  Eutoft.  Imlia,  ud  Uk 
ColofriM.) 


America. — J.  ^  A.  Ckurtkill  being  in  atHttant  comwuttieaticH 
xvtrictis  fnNii/iin^  koiists  in  BoHcn,  Xttv    York,  and  Philatftifikia, 
able,  ncttvit/istaiiiiing  tin  absaue  ef  internal ional  cc^yright,  it 
negotiations  faivurabie  to  English  Anthers, 

LONDON:   II.   NEW   BUULENOTON  STREET. 


ftl^ttH  »  XlM.  friHttm^ 
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